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1 Upper GI 2027 Peptic Ulcer Bleeding — The ESGE Guideline in
Practice

1. Apply a guideline-based approach to risk stratification, resuscitation and timing of endoscopy in
peptic ulcer bleeding.
2. Select appropriate endoscopic haemostatic techniques according to bleeding stigma and clinical
context.
3. Plan post-haemostasis care, identify rebleeding and escalate appropriately to radiology or surgery.

Before the Scope — Risk Stratification, Resuscitation and Timing 1. Risk-stratify patients presenting with acute upper-GI bleeding.
2. Apply appropriate resuscitation and pre-endoscopy management.
3. Determine appropriate timing of endoscopy.
4. Prepare the patient safely for therapeutic endoscopy.

Stop the Bleeding — Which Haemostasis Technique, When? 1. Apply the Forrest classification to determine the need for treatment.
2. Select appropriate mechanical, thermal and combination haemostatic techniques.
3. Understand the roles of OTS clips and haemostatic forceps.
4. Recognise when escalation of haemostatic treatment is required.

After Haemostasis — Preventing and Managing Rebleeding 1. Identify patients at increased risk of rebleeding.
2. Apply appropriate post-endoscopic therapy.
3. Recognise and manage recurrent bleeding.
4. Know when to escalate to TAE or surgery.

2 Upper GI 2027 Foreign Bodies — A Masterclass 1. Risk-stratify ingested foreign bodies and food bolus impaction and determine the urgency of
intervention.
2. Select retrieval strategies for upper, distal and complex gastrointestinal foreign bodies and
recognise when surgery is preferable.
3. Apply pediatric-specific principles for high-risk foreign bodies, equipment, anesthesia and referral.

Foreign Bodies and Food Bolus Impaction — Get It Out Safely 1. Risk-stratify foreign bodies according to object, location and patient factors.
2. Determine appropriate timing for retrieval.
3. Select appropriate retrieval and protective devices.
4. Manage food bolus impaction safely.
5. Recognise and investigate underlying oesophageal disease.

Foreign Bodies Beyond the Oesophagus — When They Travel South 1. Decide between observation and retrieval.
2. Understand the roles of enteroscopy and colonoscopy.
3. Recognise obstruction, bleeding and perforation.
4. Identify when surgical intervention is preferable.

Small Patients, Big Problems — Foreign Bodies in Children 1. Recognise high-risk button batteries, magnets and sharp objects.
2. Apply pediatric-specific timing of intervention.
3. Select appropriate equipment and anesthesia.
4. Recognise when specialist pediatric management is required.

3 Upper GI 2027 Dysphagia for the Endoscopist — Don’t Miss the
Diagnosis

1. Use a structured endoscopic approach to distinguish mechanical, inflammatory and
motility-related dysphagia.
2. Recognise and assess Zenker’s diverticulum and understand endoscopic treatment options.
3. Identify patients requiring functional testing and understand the roles of POEM and G-POEM.

Dysphagia at Endoscopy — Mechanical, Inflammatory or Motility? 1. Apply a systematic approach to patients with dysphagia.
2. Differentiate mechanical obstruction, EoE and suspected motility disorders.
3. Recognise endoscopic clues to achalasia.
4. Know when biopsy or further functional testing is required.

Zenker’s Diverticulum — Recognise It, Assess It, Treat It 1. Recognise the clinical and endoscopic presentation of Zenker's diverticulum.
2. Understand appropriate diagnostic assessment.
3. Understand the principles of flexible septotomy and Z-POEM.
4. Recognise procedural complications.
5. Identify patients requiring expert-centre referral.

Achalasia and Beyond — What Does the General Endoscopist Need to Know? 1. Recognise endoscopic features of achalasia.
2. Understand the roles of HRM, FLIP and timed barium oesophagram.
3. Understand patient selection and principles of POEM.
4. Appreciate the role and limitations of G-POEM.

4 Lower GI 2027 Everyday Colonoscopy — ESGE Fundamentals 1. Apply ESGE quality standards to achieve a consistently high-quality colonoscopy.
2. Characterise and completely resect small colorectal polyps using appropriate optical diagnosis and
snare techniques.
3. Recognise lesions that should not be attempted routinely and refer appropriately for advanced
resection or surgery.

A High-Quality Colonoscopy Every Time 1. Apply ESGE colonoscopy quality indicators.
2. Optimise bowel preparation and cecal intubation.
3. Optimise withdrawal technique and mucosal exposure.
4. Recognise modifiable causes of missed lesions.

Small Polyps — Characterise, Resect and Retrieve 1. Characterise colorectal lesions before resection.
2. Apply appropriate optical diagnosis.
3. Select cold versus hot snare techniques appropriately.
4. Achieve complete and safe resection.

Know Your Limits — Which Lesions Should I Refer? 1. Recognise features suggesting submucosal invasive cancer.
2. Identify lesions inappropriate for routine polypectomy.
3. Avoid interventions that compromise subsequent expert resection.
4. Refer appropriately for advanced resection or surgery.

5 Lower GI 2027 GI Obstruction ToolBox— Restore the Lumen,
Restore Nutrition

1. Differentiate functional and malignant gastrointestinal obstruction and select endoscopic,
EUS-guided or surgical treatment strategies.
2. Apply appropriate stenting strategies for malignant large-bowel obstruction and recognise
complications.
3. Select and troubleshoot enteral feeding access while integrating nutritional goals into the
endoscopic plan.

The Patient Cannot Eat — PEG, PEG-J, D-PEJ or Restore the Lumen? 1. Select appropriate enteral access according to indication, anatomy and expected duration of feeding.
2. Understand indications and contraindications for PEG, PEG-J and direct jejunal access.
3. Decide when restoration of luminal patency is preferable to feeding access alone.
4. Prevent and troubleshoot blockage, dislodgement, leakage, buried bumper and infection.
5. Integrate nutritional goals into the endoscopic management plan.

Lower GI Obstruction — Decompress, Bridge or Palliate? 1. Recognise indications for endoscopic management of malignant large-bowel obstruction.
2. Select patients for SEMS as palliation or bridge to surgery.
3. Understand the influence of tumour location and oncological strategy.
4. Recognise contraindications to colonic stenting.
5. Recognise and manage migration, re-obstruction and perforation.

Upper GI Obstruction — G, POEMS, Stent, EUS-GE or Surgery? 1. Differentiate benign, malignant and functional causes of gastric outlet obstruction.
2. Select patients for enteral stenting, EUS-guided gastroenterostomy with LAMS/Axios, or surgery.
3. Understand the advantages, limitations and durability of each approach.
4. Incorporate anatomy, underlying disease and expected survival into treatment selection.
5. Recognise and manage complications of enteral stents and EUS-GE.

6 Lower GI 2027 AI in Everyday Endoscopy — What Every
Endoscopist Needs to Know

1. Describe practical AI applications in upper and lower gastrointestinal endoscopy, including CADe
and CADx.
2. Critically assess the evidence, limitations and potential effects of AI on detection, quality and
endoscopist behaviour.
3. Integrate AI safely into routine practice while addressing bias, deskilling, governance and training.

AI in Lower GI Endoscopy — What Changes in My Colonoscopy Tomorrow? 1. Understand evidence supporting CADe.
2. Understand emerging CADx applications.
3. Recognise effects on detection and colonoscopy quality.
4. Understand how AI can influence endoscopist behaviour.

Using AI Safely — Bias, Deskilling, Responsibility & Training 1. Critically evaluate AI systems.
2. Understand validation and generalisability.
3. Recognise automation bias and potential deskilling.
4. Understand governance and professional responsibility.
5. Understand how AI should be incorporated into endoscopy training.

AI in Upper GI Endoscopy — Can the Machine See What I Miss? 1. Understand current AI applications in Barrett's oesophagus and gastric neoplasia.
2. Distinguish CADe from CADx.
3. Understand current evidence and limitations.
4. Recognise automation bias.
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1 Upper GI 2028 Barrett’s Neoplasia — Don`t hesitate eradicate? 1. Detect and characterise Barrett’s-associated neoplasia using a systematic high-quality examination.
2. Select appropriate endoscopic resection strategies and identify cases requiring expert referral or
surgery.
3. Apply eradication therapy and post-treatment surveillance principles.

Find It — Detection and Characterisation of Barrett’s Neoplasia 1. Perform systematic high-quality Barrett's inspection.
2. Apply Prague and Paris classifications.
3. Recognise subtle visible neoplasia.
4. Characterise lesions before treatment.

Resect It — EMR, ESD or Refer? 1. Select lesions for EMR.
2. Recognise when ESD may be preferable.
3. Understand resection before ablation.
4. Recognise lesions requiring expert referral or surgery.

Eradicate It — Ablation and Follow-Up 1. Select appropriate patients for endoscopic eradication therapy.
2. Understand ablation strategies.
3. Define successful eradication.
4. Apply appropriate post-treatment surveillance.

2 Upper GI 2028 The High-Risk Stomach — MAPS III in Everyday
Practice

1. Perform systematic high-quality gastric inspection and biopsy mapping for precancerous
conditions.
2. Risk-stratify gastric atrophy and intestinal metaplasia and apply appropriate surveillance.
3. Recognise suspicious gastric neoplasia, characterise lesions and identify patients requiring expert
treatment.

Who Should I Biopsy? — High-Quality Gastric Examination and Mapping 1. Perform a systematic high-quality gastric examination.
2. Recognise atrophy and intestinal metaplasia.
3. Apply appropriate biopsy mapping.
4. Document the high-risk stomach appropriately.

Atrophy and Intestinal Metaplasia — Who Actually Needs Surveillance? 1. Risk-stratify gastric precancerous conditions.
2. Apply appropriate surveillance recommendations.
3. Incorporate extent and additional risk factors into decision-making.
4. Recognise patients who do not require surveillance.

I’ve Found a Suspicious Gastric Lesion — Biopsy, Resect or Refer? 1. Recognise subtle gastric neoplasia.
2. Characterise lesions using image-enhanced endoscopy.
3. Assess suitability for endoscopic treatment.
4. Recognise when expert referral is required.

3 Upper GI 2028 The difficult Lumen — Strictures, Leaks & Fistulae 1. Select endoscopic strategies for refractory oesophageal strictures and recognise treatment failure.
2. Choose appropriate closure, stenting, drainage or EVT techniques for leaks and perforations.
3. Assess gastrointestinal fistulae and determine when endoscopic therapy, internal drainage or
surgical rescue is appropriate.

The Refractory Oesophageal Stricture — Dilate, Stent or Something Else? 1. Define refractory and recurrent strictures.
2. Select appropriate dilation strategies.
3. Understand indications and limitations of stenting.
4. Consider adjunctive therapies including steroids and mitomycin.
5. Recognise when repeated endoscopic therapy is unlikely to succeed.

Leaks & Perforations — Clips, Stents, EVT or Surgery? 1. Characterise gastrointestinal wall defects.
2. Select clips, OTSC, stents or EVT appropriately.
3. Understand timing and source control.
4. Recognise indications for surgical rescue.

GI Fistulae — Close, Drain or Refer? 1. Characterise postoperative and spontaneous fistulae.
2. Select closure versus internal drainage.
3. Choose appropriate endoscopic devices.
4. Recognise predictors of endoscopic treatment failure.

4 Lower GI 2028 The small bowel black box — From Capsule to
Therapy

1. Select and interpret capsule endoscopy appropriately while minimising retention risk.
2. Plan and perform device-assisted enteroscopy using the appropriate access route based on prior
imaging.
3. Apply endoscopic therapy to small-bowel bleeding, polyps and strictures and recognise when
surgery is preferable.

Capsule Endoscopy — Getting the Diagnosis Right 1. Select appropriate indications for capsule endoscopy.
2. Optimise preparation and interpretation.
3. Recognise important lesions and common pitfalls.
4. Assess and minimise retention risk.

Device-Assisted Enteroscopy — How Do I Get There? 1. Translate capsule/imaging findings into an enteroscopy strategy.
2. Select antegrade versus retrograde access.
3. Understand fundamental DAE techniques.
4. Recognise procedural limitations and risks.

Small-Bowel Endotherapy — Bleeding, Polyps & Strictures 1. Treat common small-bowel bleeding lesions.
2. Understand treatment options for polyps and selected strictures.
3. Select appropriate endoscopic techniques.
4. Recognise when surgery is preferable.

5 Lower GI 2028 Advanced Colorectal Resection — Choosing the
Right Technique

1. Assess colorectal lesion morphology and invasion risk to select EMR, ESD, EIM, EFTR or surgery.
2. Apply advanced resection strategies for difficult, fibrotic or non-lifting lesions.
3. Prevent, recognise and manage adverse events associated with advanced colorectal resection.

The Difficult Colorectal Lesion — EMR, ESD, EFTR or Surgery? 1. Assess lesion morphology and invasion risk.
2. Select appropriately between EMR, ESD, EIM, EFTR and surgery.
3. Recognise lesions requiring expert referral.

Advanced Resection — Tips & Tricks for Difficult Lesions 1. Manage difficult access, fibrosis and non-lifting lesions.
2. Apply appropriate advanced resection strategies.
3. Optimise complete/en-bloc resection where appropriate.
4. Maintain procedural safety.

When Resection Goes Wrong — Preventing & Managing Adverse Events 1. Prevent bleeding and perforation.
2. Recognise adverse events early.
3. Apply appropriate endoscopic rescue and closure techniques.
4. Know when to escalate.

6 Lower GI 2028 IBD Endoscopy — Beyond Surveillance 1. Optimise detection and characterisation of IBD-associated dysplasia.
2. Determine when dysplasia should be resected endoscopically, referred or managed surgically.
3. Select appropriate therapeutic endoscopy for IBD strictures and other selected lesions.

Finding and Characterising Dysplasia in IBD 1. Optimise detection of IBD-associated dysplasia.
2. Characterise visible dysplastic lesions.
3. Assess endoscopic resectability.
4. Recognise lesions requiring expert management.

IBD Dysplasia — Resect, Refer or Operate? 1. Determine suitability for endoscopic resection.
2. Understand implications of lesion morphology and histology.
3. Manage invisible and multifocal dysplasia.
4. Select appropriately between resection, surveillance and surgery.

Therapeutic Endoscopy in IBD — Strictures, Resection & Beyond 1. Select patients for endoscopic balloon dilation.
2. Understand treatment of selected strictures.
3. Understand endoscopic treatment of selected dysplastic lesions.
4. Recognise when therapeutic endoscopy is inappropriate.



