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Disclosures
• Apollo
• Boston Scientific
• Cook
• Covidien
• Erbe
• Endogastric

Solutions

• Mauna Kea
• Mederi
• Medtronics
• Olympus
• Ovesco
• Pentax
• Torax



Zenker’s Per-oral Endoscopic 
Myotomy (Z-POEM)









• Matched cohort: Trans-cervical vs Flex
Flex Open p-value

# 60 180
Tech Success 98% 100% ns

Clinical Success 87% 90% .59
AE 15% 17% .76

Perforation 1 (1.7%) 7 (4%) .68
Vocal cord paral 0 5 .2

SAE 0 14 .03
LOS 1.2 d 3.4 d .01







• Non-randomized trial, 158 pts, 7 centers

Z-POEM Flex Rigid p-value
# 91 49 18

Tech Success 93.4% 100% 94% .2
Septo Complete 98% 90% 78% .03
Clinical Success 86.8% 81.4% 88.2% .03

Time 43 min 27 min 58 min .001
LOS 1 day 1 day 3.5 days
SAE - - bleed, death

Long Term F/U 90.9% 85% 100%



What if the CP Bar is TIGHT, but there’s NO diverticulum?







Per-oral Endoscopic Myotomy 
(E-POEM)





Retrospective,14 centers
162 pts w/failed prior Heller myotomy 





(Con’t)



(Con’t)





Gastric Per-oral Endoscopic 
Myotomy (G-POEM)





• Retrospective, Case-matched 3:1
• 7 centers, 112 patients 
• Gastroparesis:

• Diabetic - 26
• Post-surgical - 35
• Idiopathic - 38





G-POEM (n=84) Surgical Pyloro-myotomy (n=28)
Pre Post Change Pre Post Change p-value

PEG/TPN Dep 9% 4% 5% 6% 5% 1% .28
GCSI, mean 22.47 11.06 17.55 33.33 23.0 10.33 .3



Retrospective, 4 centers
102 pts: 39 GPOEM vs 63 Surg



• Prospective, 5 centers, 1-yr f/u
• 80 pts: 43% idiopathic, 35% p-op, 24% DM

• Clinical Success= 1pt dec. GCSI 
plus >25% dec in 2 sub-scales

• 59.7% clinical success at 1 yr



Predictors of response to G-POEM





• Case series, 30 patients
• Single tunnel, Double Myotomy
• GCSI from 1.8 to 0.9 at 3 mo





GERD



Endoscopic Treatment for GERD

Normal
↓LES
Open Hiatus

Post-
Esophagectomy

Post-
Sleeve
Gastrectomy
Or
Post-Gastric 
Bypass



• Retrospective, 3 centers
• 125 HH+TIF vs 70 HH+NF
• BMI, Hernia size matched





• Conclusion: HH+TIF appears comparable to HH+NF in 
symptom control to 12 months, with less AE’s, gas-bloat
and shorter hospital stay

• Randomized study coming soon



Post-Gastric 
Bypass

• Video Plenary
• 18 altered anatomy
• 2 video demos





EndoBariatrics



Endoscopic Sleeve Gastroplasty (ESG)

• Suture patterns - where, how, how many?



“V” “I”

“Z”“U” rectangledouble layer



• European Registry
• 6 centers
• 764 ESG cases
• Prospective data
• near 2 year f/u





• Primary Obesity Surgery Endoluminal (POSE-2)
• Prospective, multi-center trial, 3 centers
• 41 patients (mean BMI 37.3); 19 sutures



• Procedure time: 37min
• GCSI - no change
• Fasting and post-prandial satiety and 

satiation improved at month 2 and 6
• 85% had significant changes on GES

Base 3 mo 6 mo 9 mo p-value
TBWL % 13.9 17.3 17.5

≥ 10% TBWL 89% 94% 91%
ALT (n=36) 33.4 - 19.1 .0074

Hepatic Steatosis (n=15) 299 220 .00024
QOL (n=37) 2.4 1.44 .001





Revision



• Retrospective, 7 centers
• 77 pts wt regain post-LSG nadir
• Endoscopic Revision by suturing
• 92% female, pre-LSG 151 kg
• Post-LSG nadir = 98 kg
• Time of revision = 117 kg (median 5yrs)
• Procedure time = 46.9 min, 4 sutures



5.8%
10.6%

13.6% 12.8%
• Predictors of TBWL>15%





Revision?



• Retrospective analysis, single center
• 751pts: BMI 38.8, regain 47% max loss
• 36% APC, 56% S-TORe, 8.3% P-TORe



≥30: 2.7%TBWL ≥30: 11.9%TBWL p=.03

≤30: 11.1%TBWL ≤30: 7.9%TBWL p=.05
≥18: 5.8%TBWL ≥18: 7.6%TBWLp=.03
≤18: 5.2%TBWL ≤18: 5.7%TBWLp=.05



EndoHepatology



• Prospective, single-center
• 76 pts: EUS-PPG; 80% EUS-LivBx

SWEPPG

Liv-Bx



Question 1:
� In patients with prior successful gastric bypass 

surgery for morbid obesity who are now 
regaining weight, which of the following is the 
least invasive option for a weight loss procedure:
� A. Laparoscopic Sleeve Gastrectomy
� B. Endoscopic Balloon Placement
� C. Endoscopic Trans-oral Outlet reduction (TORe)
� D. Revisional Gastric By-pass surgery



Answer 1:
C. Endoscopic Trans-oral Outlet reduction (TORe)
� Reference: ASGE Abstract #721 (GIE 

2020:91:5S:AB60)
� Rationale: A laparscopic sleeve gastrectomy is not 

longer possible after a gastric by-pass.  Endoscopic 
balloon placement is contraindicated in patient after 
gastric-bypass.  Revisional gastric by-pass is very 
difficult and may not be possible if the pouch is small, 
and it is more invasive.  Endoscopic Trans-oral 
Outlet reduction (TORe) is the best answer as an 
average of 7-11% of TBWL can be expected. 



Question 2: (True or False)
� Endoscopic Ultrasound-guided Portal Pressure 

Gradient measurement can be used to diagnose 
portal hypertension in patients with liver disease. 
� A. True
� B. False



Answer 2:
A. True
� Reference: ASGE Abstract #665 (GIE 

2020:91:5S:AB55); also GIE 2017;85:996-1001
� Rationale: A simple hand-held manometer 

attached to a non-compressible tubing which is 
secured to the EUS needle is now an FDA 
approved device for the indication of measuring 
hepatic and portal vein pressures directly. 



Question 3: (True or False)
� Per-oral Endoscopic Myotomy (POEM) is an 

appropriate management option in the treatment 
of dysphagia due to achalasia in patients who 
have failed prior Heller myotomy. 
� A. True
� B. False



Answer 3:
A. True
� Reference: ASGE Abstract #666 (GIE 

2020:91:5S:AB56); also Clinical Gastroenterology and 
Hepatology 2017;15:1531–1537

� Rationale: Re-do Heller myotomy is difficult due to 
scar tissue and the limited approach to the anterior 
aspect of the GE junction. POEM has been shown to 
be effective and safe in this scenario, with the ability 
to access the posterior aspect with less scar tissue. 


