DIGESTIVE ENDOSCOPY

MINIMAL STANDARD TERMINOLOGYO

International Editor: Michel Delvaux MD, PhD, CHU Rangueil, F31403 Toulouse
Cédex 04, France

ASGE Editor: Louis Y. Korman, M.D. Veterans Administration Medical Center,
Washington, DC, 20422 USA.

Status: Version 2.0h Fixed
Date: March 9, 1999

Source: Joint Committee For Minimal Standard Terminology of ESGE, ASGE, OMED

Minimal Standard Terminology Digestive Endoscopy: International edition
April 22, 1998



Copyright and Terms of Use

Copyright 1995 European Society of Gastrointestinal Endoscopy ( ESGE ). All rights reserved.

This legend should be displayed on every copy of the MST, on all manuals and other materials used in
connection with the MST, including electronic media (disks, CD ROMs, etc.) and should be apparent in
text files loaded on these disks or onto the Internet. Permission is hereby granted, without written
agreement and without license or royalty fees, to use, copy, or distribute the Minimal Standard
Terminology (MST) for any purpose, so long as this copyright notice appears on any copies of the
MST and that the following conditions are met.

The purpose of the MST is not to define database implementation but to provide a terminology
standard for use by the endoscopic community in creating endoscopic reports.

Users of the MST agree to the following conditions:

They will include notice of copyright and terms of use in any copies of the MST database that
they distribute.

They will not change any contents in the defined MST Fields. Users may add their own new
fields to the database if they want to attach additional information to the existing MST. If new
records are added to the MST to deal with local requirements, these records must be
identified as being separate from the MST. This identification mechanism facilitates the
exchange of information without the creation of redundant terms.

ESGE and the members of the ESGE Committee on Minimal Standards do not accept liability for any
omissions or errors in the MST and all EXPRESS AND IMPLIED WARRANTIES, INCLUDING THOSE
RELATING TO MERCHANTABILITY OR FITNESS FOR A PARTICULAR PURPOSE, ARE
DISCLAIMED.

Minimal Standard Terminology Digestive Endoscopy: International edition
April 22, 1998



Table of Contents

TABLE OF CONTENTS L..ettiiiiiiiiitiieee et eesiti et e e e s sttt e e e e e s st e e est e e e e e e sssbbeeeeeessnsbeenssbaeeaeessanbbeeeeeessnsbnnnnes 3
IS IO ] 1A = I S S PP 5
DEFINITIONS, SYMBOLS AND ABBREVIATIONS .....oiiiiiiiiiiiiee ittt 6
1.0 FORWARD ... .ottt et e e e e e e e e st et e e e e e e e e e e e e s e s s e s s mnneeeeeeeseeseasnnnnnnnnesnennsssensnnnnnedd
2200 T | N I 1 51U T I [ ] S TSP 7
2.1 GENERAL ORGANIZATION ...cttttttttuuuuuaaaaeeaataaaaasaaaaataeetessststasna s saaesssaa s aaaaaaatesesssesbnnneeesesnstnnnnnses 9
2.2 DECISIONS ON DIFFICULT TERMS . .cctttutuuuuuaaaaaaatetettnanaaatateassstsnnansaaaaesaaaaaaaaaaaaataeeeesssnnsnnnsnnssssnnnnns 9
2.2.1 ) (=1 [0 1S 3PP 9
222 Red mucosa, erythema, congested mucosa, hyperemia...........ocuvvvieeereeeesiniiieeee e 9
2.2.3 MUCOSEAI SCIEIOSIS. ....ciiiiiiiiiiiiie et ee ettt e e s ettt e e e s s e e e bt e e e e e e s annnneeeeens 9
2.2.4 Erosion, aphtha............oiii e 10
225 LIS (0 R 0 = T PP PP PRPRPPPPPPP 10
A S T Y g T [ To 1= o = T - TSP 10
227 Yo | TSP 10
2.2.8 OCCIUSION, ODSIFUCTION. ...ttt e e et e e et e e e e e e e e e e s e e s srmmne e e e e e eeeeeas 10
2.2.9 0] (o=T =1 (=To [0 o[V oT0 7= VOO P OO 10

2.3 LOCATION OFLESIONS PRINCIPLES ANDCONSENSUSDECISIONS ...cceeeeeeeeieeiesseiieintinnaeeeeseessenannnenes 11
P N R €1 o 1= = 1 o ] [od o] = PP ST OPPPPPP PN 11
2.3.2 Decisions on difficult [0CAtIONS............oiiiiiiiiiic e rree e e aeas 11

3.0 STANDARD ENDOSCOPIC ANATOMY .iiiiiiiiiiiiiieiiititirees s st e e e annnssssesreseeeeeeeeeees 16
3.1 STANDARD ANATOMIC SITES . ..utttuuuuueseeeeeasereeesinmnaeeseteesrntsnnaaaaeeaaaaaaaaaaaeeaeereeessrsrnnnnmsrssnnnaaaeaaeees 16
3.1.1 Upper gastrointestinal tract SIteS...........iiiiii e e e e e 16
3.1.2 Lower gastrointestinal tracCt SIteS..........uiiiiii e ereese e e e e e 17
3.1.3 ERCP SIS ... tttiiiie ittt ettt ettt e e st e sttt e e s ettt e e e e s s n e b r et e e e st beee e e s aanneas 18

3.2 EXAMINATION CHARACTERISTICS. ... ittt et eeeeeteeetetiitimmmeee et s e s e e e e et e eeeenemeaeaeeeeeesnbnbna s e e e e enann e es 19
T N o g Tt o] L= TS = T To =Yoo o= PPS 19
3.2.2 List of terms describing the extent of eXamination.............cuvviiiierce i 19

4.0 STANDARD ENDOSCOPIC TERMS.....cciiiiiee et eeee s eeees 21
s 10 = = SEPPPTPPSPRR 21
4.1.1 GeNEral CONSIAEIALIONS. .. .uuuuuiei e i e e e ieeee e e e e eeeeiee e e e e e e e e e e e e eeeaasb st mmnesesraaannans 21
4.1.2 Attributes values and l0CAtIONS........ccccooiiiiiiiiieeeeee e eeeee e ——— 21

4.2  LIST OF TERMS FOR EOPHAGOGASTRO-DUODENOSCOPY ...ccieeeeeeeieeiisieienetinneeseesssssnnnnnnennnnnennennes 21
4.2.1 List of terms for the @SOPhaQUS........vueii i e eeee s 21
4.2.2 List of terms for the Stomach..........oo e 25
4.2.3 List of terms for the duodenum and JEJUNUINL................uiiiiicrmieiieee e e e eeee e e e e enanns 29

4.3  LIST OF TERMS FOR CODNOSCOPY ....uuuuuuuiaieeeaetettttesinmetaeteeesssstnnnasaaaaeesaaaaaaasaaaeeseeseeenssnnnnnnnmnnsees 32
4.4 LISTOFTERMS FORERCP ... .t e e e e e e e e e e e eeeneeaeeeeeeennnnes 36
4.4.1 List Of terms fOr AUOTENUITL........ooiiiiieiit e eee et ee e et e e e e e e e eeesbbeebeeeeeees 36
4.4.2 List of terms for papilla MaJOr...........cooiiiiiiie e 36
4.4.3 List of terms for papilla MINOL...........ooiiiiiii e 37
4.4.4  List Of termMS fOr PANCIEAS.........eiiiii ittt smee e 38
445 List of terms for biliary SYSEM........cooi it 39

4.5  ADDITIONAL DIAGNOSTIC AND THERAPEUTICPROCEDURES.........ccicuuttutireineneeinnssnnnnnennnnnnneeeeeeeeees 41
4.6 COMPLICATIONS ....ittettetttttit e e e e e e eaaaa e s e s e e e aeteeeeeatebab s s mms s b et s o e oo e e e e e teeeaetmneeeaeeeeessbbbbnn i aaeeeeaaans 45
5.0 REASONS FOR ENDOSCOPY ....ooiiiiiiiiiiiiee ittt ieeetie e e s st e e e e s eassseeeeesssssaeeaeesansssannnssneeeesd 46
TN RS ol o | = PP P TP TSPSPPPPP 46
5.2 REASONS FOR EXAMINATION ....iiiiiiiitittttttii e aeaesanaaaeeeaeteeessssntssmmmsaesssbas s aaeaaeaeaeeeeennnsasaseeennnes 46
5.2.1 Upper gastrointestinal @NAOGPY..........ooooiii it ee e e e ea e e 46
5.2.2 Lower gastrointestinal @NAOSCORY-.......coiiiiiiieit et ee e et eeeeeeae e 47
5.2.3 ] OSSP 48
Minimal Standard Terminology Digestive Endoscopy: International edition s

April 22, 1998



6.0  DIAGNOSIS ... e eae e 49

(ST RS o0 = =TSR 1
6.2  LIST OF DIAGNOSIS FORTHE UPPER GASTROINTETINAL TRACT .cvuutiitiieeitieerieeetnereeseetnsessnnessrnesennns 49
6.2.1 [EST0] o] g =T 11 1= SRS 49
6.2.2 Y (0] =Yoo 50
6.2.3 [ 10 ToTo [T a1 o 50

6.3  LIST OF LOWER GASTROMTESTINAL DIAGNOSIS ... cevttiietneeitiieetneiemmtaneestaeestnsssssessrnsaeessenessneesenns 51
6.3  LIST OF ER CPDIAGNOSIS. ...euuiiitiieiee et et eeeee e e e e e et e e et e e s mma e e eaa e saaa e st eeebasaeensanssernesransn 53
6.3.1 [T (0] (ST 53
6.3.2 2] TE= 1V (= ! PSP P PP PP PPPPPOPPPPPP 53

A O ot N [ o T 55
8.0 REVISION HISTORY ..ottt ettt ettt et e et e et e et e e e e e e et e s et e s s et snens st e s ssnssasanessansessans 56
INFORMATIVE ANNEX oottt e et e et eea e e s e et aa e e et e s ta s e s mma s e san e sbansesbasentnans 56
O] ST (] 1 [ =5 56
2.0OMST VERSIONZ.0REVISION NOTES. . .uuiituiittiitiitiitesimesetettesaestesteetnssanssestestsstestaertesteenntersnns 56

P R CT=T o=t = I OL0] 1010 0] 0] £ 56

A Y 1S IO 1 = T o = 56

Minimal Standard Terminology Digestive Endoscopy: International edition
April 22, 1998



List of Tables

TABLE 1. SITES FOR LOCATION OF FINDINGS IN THE UPPER GASTROINTESTINAL TRACT.ERROR! BOOKMARK
NOT DEFINED.

TABLE 2. SITES FOR LOCATION OF FINDINGS IN THE LOWER GASTROINTESTINAL TRACT . ..ccvvvvneeerennnens 17
TABLE 3. SITES FOR LOCATION OF FINDINGS ON ERCP . ...cvuiii e 18
TABLE 4. TERMS DESCRIBING THE EXTENT AND LIMITS OF THE EXAMINATION FOR

UPPER GASTROINTESTINAL ENDOSCOPY AND COLONOSCOPY. ..uuiivuiiiiiiiineiiieeeiiieeaneasnnens 19
TABLES5. TERMS DESCRIBING THE EXTENT AND LIMITS OF THE EXAMINATION FOR ERCP. .......c......... 20
TABLE 6. TERMS FOR THE ESOPHAGUS......utiittiiittietieiteeetee it et e et e saaes st e e st s sabsetaseranes st sesaesennns 22
TABLE 7.  TERMS FOR STOMAGCH ....ittuiiitiitiiiiiisiteettsesstesst s e s e s st s e st esaa s s ba s e sasssbsetsseranesstasernssennns 25
TABLE 8.  TERMS FOR DUODENUM ...cuuuiiittteietteeetetneesesaesesstsnsssesssessssansesetsessestnsesssseserereeesesnrees 29
TABLE 9. TERMS FOR COLON ...uuuuiiietunieiettneietteeeestaeesessasesstaaserasseesesansesetasssestnsessasnsersraeesesnneees 32
TABLE 10. TERMS FOR PAPILLA MAJOR ... ccuuuiiitteeeietneeeetteesetiaeeseata s essssasesstasssestnsessssnsersraaeeessnnaees 37
TABLE 11. TERMS FOR PAPILLA MINOR .. .ceuuniiettneeetetneeeestsesstaeessasnessssansesstsesssstnsessssnsessrssesessnniees 38
TABLE 12. TERMS FOR PANCREAS. .. ..ttt iiitttttetetteeeteteeesetasesetteeeeata s easera e tetaesseataesearnterataaeeersnnaess 38
TABLE 13. TERMS FOR BILIARY SYSTEM.uuuiitutiituiiituiettetsteeetiieesessteesniessessttessetsteeetiersessoresr. 39
TABLE 14. TERMS FOR ADDITIONAL DIAGNOSTIC AND THERAPEUTIC PROCEDURES........ocivuiviiieiieiinnns 41
TABLE 15. TERMS FOR COMPLICATIONS. ...itutitttieittietteteteestasesaesstsesnessnesstnsesastsssetnsersnesstresnaessnns 45
TABLE 16. REASONS FOR UPPER GASTROINTESTINAL EXAMINATION ...cuuiittiiiiiieiie i eetnsereeestnsesnesennes 46
TABLE 17. REASONS FOR LOWER GASTROINTESTINAL EXAMINATION ..euuiivuiiiiieiieiiieetnsersneesinsesnesennns 47
TABLE 18. REASONS FOR PERFORMING ERCP .. .ot e 48
TABLE 19. LIST OF ESOPHAGEAL DIAGNOSIS .. cuuiiittiittiiiteetiieetessiaeettiessesstsesanessteestnsestnesstressaersnns 49
TABLE 20. LIST OF STOMACH DIAGNOSIS ...vuviivniiiiniiiiieeieeiiee e eeans ERROR! BOOKMARK NOT DEFINED.
TABLE 21. LIST OF DUODENUM DIAGNOSIS ....ccvniiiinieiiieiieeiieeeaerenns ERROR! BOOKMARK NOT DEFINED.
TABLE 22. LIST OF COLON DIAGNOSIS . .uuuiitttiituiittiettettteesttteetessteestessessttessetsteeetiertesstaresaers. 52
TABLE 23. LIST OF PANCREAS DIAGNOSIS ..cuutiituiiittiittieitteettiieetesstesstessnesstsessessteeetniersessteresnersnn. 53
TABLE 24. LIST OF BILIARY TRACT DIAGNOSIS ..uuuiituiittiittiettiieetessteestessnesstsessesstessniersesstresnnessn. 53

Minimal Standard Terminology Digestive Endoscopy: International edition
April 22, 1998



Definitions, symbols and abbreviations

ASGE American Society for Gastrointestinal Endoscopy
ESGE European Society for Gastrointestinal Endoscopy
OMED Organisation Mondiale d'Endoscopie Digestive
ERCP Endoscopic Retrograde Cholangiopancreatography
EGD Esophago Gastro Duodenoscopy
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1.0 Forward

MST version 2.0 was prepared by the Committee for Terminology of the European Society for
Gastrointestinal Endoscopy (ESGE), the Informatics Committee of the American Society for
Gastrointestinal Endoscopy (ASGE) and the Terminology and Data processing Committee of the
World Organisation of Digestive Endoscopy (OMED). This version 2.0 is the result of an extensive
multicenter trial in Europe and in USA, on more than 10,000 prospectively collected endoscopic
procedures. Because of different usage patterns in the United States the standard for indications and
diagnosis, whereas it has been fully accepted by the ESGE, has not been officially approved by the
ASGE Governing Board but is included in MST version 2.0.

The standard replaces MST version 1.0 and the previous version of the ASGE Database. The
changes in this standard significantly alter the previous approach. These changes include:

reduction of the list of terms to what is considered to be a minimal standard,

elimination of gross and modifier designations,

inclusion of a headings list which categorizes terms into smaller, logical groups,
specification of term attributes that are designed to modify terms

improved description of the endoscopic maneuvers performed to visualize parts of the Gl
tract.

= =4 -4 —a 9

2.0 Introduction

Since computers became more readily available and relatively inexpensive, there has been increasing
interest in their use for recording the findings at endoscopy. The advantages are that it is possible to
search any database created, perform statistical analysis, and avoid the need for hand-written or
typed reports. Around the world, a considerable number of endoscopy record systems have been
developed but there has been no standardization of the terminology used. As a result, a golden
opportunity has been lost for sharing and comparing data collected from different centers.

Following a meeting on "Computers in Endoscopy" organized by Pr. M. Classen in Munich in 1991, it
became apparent that this important problem needed resolution. The European Society for
Gastrointestinal Endoscopy decided to resolve the issues. A Committee was established under the
chairmanship of Pr. M. Crespi and included a number of experts from Belgium, France, Germany,
Hungary, Italy, Spain and the United Kingdoml. Dr. Maratka from Czech Republic was invited to join
the Committee because of the work that he had already done on endoscopic terminology for the World
Organization for Digestive Endoscopy (OMED). At an early stage, it was felt important that the other
World Zones be represented and representatives from the USA and Japan were added to the
Committee. Additionally, the three major endoscope manufacturers (Fujinon, Olympus and Pentax)
and the publisher Normed-Verlag were invited to join the committee as it was imperative that industry
should be involved in this work as they were developing their own systems and compatibility between
these was regarded as vital if the opportunities for sharing data were to be optimized. It was also
important that these companies be involved in discussing other aspects, such as image capture,
storage and transfer.

'ESGE Committee for Minimal Standard Terminology: M. Crespi, Rome, Italy (Chair); L.
Abbaken, Oslo, Norway; J.R Armengol Miro, Barcelona, Spain; M. Classen, Munich,
Germany; M. Delvaux, Toulouse, France; J. Escourrou,Toulouse, France; M.
Fujino,Yamanashi, Japan; F. Hagenmuller, Hamburg, Germany; W. Heldwein, Munich,
Germany; O. Lemoine, Brussels, Belgium; Z. Maratka, Prague, Czeck Republic; T. Résch,
Munich, Germany; M. Schapiro, Los Angeles, USA; L. Simon, Szekszard, Hungary, C.
Venables, Newcastle, U.K; C. Thaller, Hamburg, Germany; F. Zwiebel, Berlin, Germany and
the representatives of Fujinon, Olympus, Pentax and Normed Verlag.
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Between 1992 and 1993, a series of meetings of this Committee were held, concluding with a joint
meeting of the ESGE group and the Computer Committee of the American Society for Gastrointestinal
Endoscopy (ASGE). At this time, the work was reviewed and modified and the Committee was
constituted as the Working Party for this report for the World Congresses of Gastroenterology and
Digestive Endoscopy.

The major aim of the project was to devise a "minimal” list of terms that could be included within any
computer system used to record the results of a gastrointestinal endoscopic examination. At an early
stage, it was agreed not to attempt to develop a fully comprehensive terminology for computerization
of endoscopic records, as this could result in a cumbersome and difficult system which had been the
experience of the ASGE group (1). It was also agreed upon not create a reporting software in order to
allow free industry competition. Therefore, the Minimal Standard Terminology is intended as the
suggested minimal standard basis of terms which should be included in any software developed by
the industry or by individual research.

It was decided that the terms selected must have wide acceptability and provide a means for recording
the findings in the majority of examinations performed. Excessive detail was to be avoided and rare
findings were to be recorded using "free text" fields. Each term was selected on the basis that it would
be expected to be used in at least 1 out of 100 consecutive examinations. The only terms included
that did not fit this criteria were descriptive terms that could be found only in certain areas of the world
(e.g. parasites), where they might be relatively common. In addition to the minimal terminology the
Committee addressed the issues of indications for endoscopic procedures and endoscopic diagnoses.
Other aims were to provide assistance in the standardization of endoscopic image storage and
transfer between individual systems and in the structure of reports.

The list of terms proposed has drawn heavily upon the original and detailed work performed by the
OMED committee under the chairmanship and guidance of Pr. Z. Maratka. When published in full, the
terms selected will be preceded, when applicable, by the OMED code number, as published in
"Terminology, Definitions and Diagnostic Criteria in Digestive Endoscopy; 3rd Edition. This will provide
a reference for users unfamiliar with the words employed. This reference provides a definition of the
term together with its language equivalents, if English is not the user's natural language. Currently
there are editions of this book in French, German, Italian and Spanish, and several other languages.

In order to obtain Committee consensus, it was necessary to include a few "terms" that were not
originally included in the OMED classification. This was because these words were in such common
use that the Committee felt that they had to be included if the database created was to prove
acceptable to an average user. Similarly, the list of "attributes" attached to any term to provide greater
detail was restricted to those that were most commonly employed. As a result, the amount of detail
provided may prove insufficient for some users of the terminology, particularly those wishing to record
considerable detail for "research” purposes. However, it was agreed that any endoscopist wishing to
record extra-detail could do so, providing the computer system developed contains the "minimal
terminology”. For this reason, only terms commonly used to describe a lesion have been included.
Unreliable attributes, such as distance from the teeth for a gastric lesion, and from the anal margin for
a colonic lesion located above the rectum, have not been included.

MST version 1.0 formed the basis for prospective testing of the Terminology in Europe and the United
States. This testing was funded by the European Commission through the Gaster? Project and the
American Digestive Health Foundation®. The results of this prospective testing forms the basis for
modifications made to version 1.0 that are presented here. The changes have been reviewed and
accepted by the ESGE and ASGE Committees and constitute the Minimal Standard Terminology
version 2.0. Specific software was developed for testing which allowed endoscopists in univeristy
hospitals and private practice to prospectively record endoscopic cases using the Minimal Standard
Terminology version 1.0In Europe, the software was designed to provide the endoscopists with a

2 Members of the Gaster project are: M. Delvaux (Coordinator of the project), Toulouse, France; J.R. Armengol-
Miro, Barcelona, Spain; M. Crespi, Roma, Italy; F. Hagenmuller, Hamburg, Germany; H.D. Allescher and M.
Classen, Munich, Germany; C. Arvanitakis, Thessaloniki, Greece; S. Brunati, Milano, Italy; J. Escourrou and M.
Delvaux, Toulouse, France; A. Gangl and R. Schéfl, Vienna, Austria; A. Kruse, Aarhus, Denmark; O. Lemoine
and M. Cremer, Brussels, Belgium; C. Venables, Newcastle, UK; F.M. Zwiebel, Berlin, Germany.
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translation into the main European languages (English, French, German, Italian, Spanish) and the
possibility of performing the final analysis independent of the original language in which the cases had
been recorded.

2.1 General organization

The principles by which the list of terms is described on page 21. In the same paragraph, is explained
the structure of the terms, attributes and attribute values.

2.2 Decisions on difficult terms.

The Committee paid particular attention to which terms to include and which to avoid because some
lead to ambiguity, misuse or were considered to be redundant. The selection of a term had to take into
account the need for a very precise descriptive word and the acceptability of these words amongst
physicians from different countries with different native languages. There was also the problem of
different, but closely related, words used more commonly in one language than in another. This led to
the selection of terms based on English with some minor differences between Europe and the United
States. Translations of these terms in other languages should be based on the official translations
found within the OMED terminology.

2.2.1 Stenosis

A narrowed segment of the gut can be described in a number of ways: "narrowed", "strictured”,
"stenosed", "compressed". All of these terms have been grouped in the terminology under the generic
term "stenosis". The same term has been used to describe the narrowing of a sphincter which either
prevents the passage of the endoscope or requires force to traverse it. Functional terms such as
"spasm" have been avoided because of their subjective nature. Once a stenosis has been described it
is qualified by attribute values: "extrinsic", "intrinsic benign" or "intrinsic malignant”, based on the
probable cause. In the case of an extrinsic compression, where actual stenosis of the lumen does not

occur, e.g. the aortic prominence, the term "stenosis" should not be used.

2.2.2 Red mucosa, erythema, congested mucosa, hyperemia

During prolonged discussions on which terms to include in the minimal standard terminology, it
became apparent that all of the above terms were used to define roughly similar lesions or mucosal
patterns. It was finally agreed that it was only necessary to distinguish between an erythematous and
a congested mucosal appearance. Erythematous mucosa being defined as either a focal or diffuse
reddening of the mucosa without any other modification; congested mucosa, on the other hand, being
defined as a combination of erythema with an edematous, swollen or friable mucosa. Due to the large
overlap between these terms, it was agreed that hyperemia was equivalent to erythema and
edematous was equivalent to congested mucosa. So these words could be used as an alternative but
not added simultaneously to the number of terms used.

2.2.3 Mucosal sclerosis

This term is used to describe post-sclerotherapy mucosal and submucosal changes that can occur in
the esophagus after endoscopic sclerotherapy of esophageal varices. Although the term "fibrosis"
primarily describes histological changes, it is so frequently used that it was accepted as equivalent to
sclerosis. Testing studies showed that mucosal sclerosis was also used to describe the aspect of a
sclerotic lower third of the esophagus in the absence of any antecedent variceal therapy. To overcome
this dual meaning of the term, an attribute has been added to specify whether it is spontaneous or
post-therapeutic.

Minimal Standard Terminology Digestive Endoscopy: International edition 9
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2.2.4 Erosion, aphtha

In the original OMED terminology, the term "erosion" had been avoided because it was considered to
be imprecise and required histological confirmation; "aphtha" had, therefore, been the preferred term.
During extensive discussions, the Committee had come to the conclusion that the term "erosion” was
in such common usage in many languages that it had to be included amongst the minimal standard.
However, a strict definition of this term is required. "Erosion" is defined as a small superficial defect in
a mucosa, of a white or yellow color, with a flat edge. This may bleed, but the term should only be
used when the mucosa is clearly seen and is not covered by blood clot.

In the colon, it was decided to retain the term "aphtha", as it was agreed that aphthae were identified
more frequently in this area and were a recognized diagnostic feature of "Crohn's disease". In this
context, aphthae are defined as yellow or white spots, surrounded by a red halo and frequently with a
spot in the center. Aphthae are frequently seen within a congested or erythematous mucosa and are
often multiple.

2.2.5 Tumor, mass

In the original Committee recommendations, the word "tumor" was used to describe any lesion which

appears to be of a neoplastic nature but without any attempt to say whether it is benign or malignant. It

is not used for smal/|l |l esions such as granul es, papul
polyps, varices or giant folds. The conjoint ASGE review revealed difficulty with this term as, in the

USA, a patient might assume that a tumor is a malignant lesion. For this reason, it has been agreed

that the term "mass"” could be used as an equivalent term when needed.

2.2.6 Angioectasia

Both telangiectasia and angiodysplasia have been grouped under this generic term. This is because
there are no precise visible diagnostic criteria which will allow one to distinguish between these two

lesions. This term can also be applied to congenital and acquired vascular malformations within the

mucosa of the gastrointestinal tract.

2.2.7 Scar

The term "scar" is preferred to the term "fibrosis" as the latter implies a histologically confirmed
process. The cicatricial aspect of the mucosa after healing of an ulcer or following a therapeutic
maneuver (e.g. injection sclerosis; laser photocoagulation) seems to fit better with this word.

2.2.8 Occlusion, obstruction.

According to the definition contained in the OMED terminology, "obstruction" means blockage of a
tubular structure by an intraluminal obstacle (e.g. foreign body) while "occlusion” implies complete
closure of the lumen by an intrinsic lesion of the wall (e.g. fibrosis from a healing duodenal ulcer
causing pyloric stenosis). Although obstruction and occlusion can be either partial or complete, the
use of these two terms was felt to be confusing and created difficulties when translated into other
languages. It was, therefore, decided to restrict the use of the term "obstruction" to 2 situations: (i) the
presence of an exophytic tumor in a tubular organ; (ii) the findings in the biliary tree and in pancreatic
ducts at X-ray examination during an ERCP. This term covers partial or complete hold-up to the
passage of contrast into a duct, whatever the cause of this obstruction (e.g. stone, tumor, foreign
body). In the case of obstruction of a tubular organ, this obstruction would be described as partial or
complete, depending whether a lumen is present or not.

2.2.9 Ulcerated mucosa.
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Endoscopists felt that there may be a conceptual distinction between ulcers that are multiple and
mucosa that was ulcerated. Testing indicated that a term describing a diffusely ulcerated mucosa in
one concept was frequently used, both in the US and in Europe and it appeared that the endoscopists
using this term considered this global pattern of the mucosa as rather typical of ulcerative colitis.
Therefore, Ulcerated mucosa was introduced in version 2.0. It is emphasized that this term should be
used only in the case of a diffusely ulcerated mucosa when the endoscopist distinguishes this concept
from "ulcers" that are multiple. However, it is recognized that the use of this term needs to be
evaluated in prospective trials, in order to better define its meaning and whether it is a distinct concept
from the term "ulcer".

2.3 Location of Lesions: Principles and Consensus Decisions.

2.3.1 General principles.

Although location of a lesion is a key point in any description of a term, specifications such as
distance from the teeth or anal verge could be imprecise in certain organs or sites. It was, therefore
decided that such "distance specifications" should only be employed where the organ being examined
allows this to be relevant (e.g. esophagus at upper Gl endoscopy and rectum at colonoscopy).

In some cases, multiple recording of sites should be implemented, as far as some multiple lesions
need specification of the site for each of them or when the precise location of a lesion needs the use
of two terms (e.g. in the stomach, a tumor growing on the "lesser curvature" of the "antrum”).

2.3.2 Decisions on difficult locations.

Among the many locations defined in the terminology, there were some that were only agreed after
prolonged discussion. The arguments for these decisions were as follows:

23.2.1 Cardia, Hiatus, Lower Esophageal Sphincter.

There are many terms that have been used to describe the area of the esophago-gastric junction
(Figure 1A). Although these can be carefully defined, they are often assumed to be synonymous and
are used incorrectly as a result. To clarify this situation, it was decided to omit the term "lower
esophageal sphincter" from the list of locations within the esophagus section as it is difficult to identify,
being a functional entity, and cannot be used as a fixed point for locating an individual lesion.
However, this term was included as a specific term within the category "Lumen", to enable the user of
a system to record its appearance (e.g. gaping or hypertonic). The "esophago-gastric junction" implies
a transition from the esophagus to the stomach but is usually used for the mucosal junction (Z-line). It
has, therefore, been avoided as a location, because it may be located apart from the exact junction
between the esophagus and the stomach.

"Hiatus" describes the orifice in the diaphragm which can be difficult to identify and tends to cause
difficulties when defining a hiatus hernia. For these reasons, the term "cardia" was chosen to describe
the whole of this region. Following initial testing of the terminology, it became apparent that this
caused problems when describing a hiatus hernia. Initially, it had been agreed that the size of any
hernia present would simply be recorded as "small" or "large". However, many users wanted to
describe the size of a hiatus hernia as the distance between the Z-line and an anatomical reference
defining the passage of the diaphragm. Likewise, the length of a Barrett's esophagus was defined as
the distance between the transition from the esophageal mucosa to gastric mucosa (Z line) and an
anatomic reference for the end the smooth tube-like esophagus. For this reason, the term "hiatal
narrowing" was included within the version 1.0 of the terminology. This would also allow better
specification of the length of a Barrett's esophagus and possibly of hiatus hernia. However, the testing
of MST version 1.0 indicated that the location cardia and the terms Z line and Hiatal narrowing were
poorly undertsood by the users. To clarify the description the following modifications were made:
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1 the position of the Z line (given in cm from incisors) could be specified as an attribute of
Nor mal , Hi atus Hernia and Barrettds Esophagus.

i Hiatal narrowing is used as a distance measure for Hiatus Hernia. This anatomical
reference, when combined with the distance measure for Z line, should more precisely
define the length of a Hiatus Hernia.

T Upper end of Gastric Folds is used as a distance
change when combined with the distance measure for Z line should more precisely define
the Il ength of a Barrettés Esophagus.
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Figure 1.

Barrett's
Esophagus
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2.3.2.2 Gastric Fundus, Body and Antrum.

Fundus is used to describe the anatomical part of the stomach that lies under the diaphragm on a
barium meal examination. In the OMED terminology the term "fundus" is regarded as confusing and
the term "fornix" has been preferred to describe the upper area of the stomach examined during a
reverse maneuver. In the recommended minimal standard terminology, the term "fundus" has been
used as it is so commonly employed that it was felt undesirable to remove it.

The gastric body is defined as the area of the stomach above the angulus which is usually lined by
folded gastric mucosa. The antrum is defined as the distal part of the stomach usually lined by flat
mucosa.

2.3.2.3 Biliary Tree.

A problem occurs in the description of the biliary tree. The anatomical divisions "common hepatic duct
and "common bile duct" within the extrahepatic duct are defined by the insertion of the cystic duct.
This division makes no allowance for the variability in this junction and leads to considerable confusion
when trying to identify the site of a lesion within the extrahepatic duct. For this reason it was decided
to identify a site called the "main bile duct", which would encompass both the common hepatic and
common bile duct, locating any lesion as being within the upper, middle or lower third of this duct
(Figure 2).

The major intrahepatic ducts were identified as right and left hepatic ducts from the junction at the
porta hepatis and their first sub-division. All other ducts within the liver are called intrahepatic ducts.
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Figure 2.
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DIGESTIVE ENDOSCOPY

MINIMAL STANDARD TERMINOLOGY

The major aim of the project is to devise a "minimal” list of terms that could be included within any
computer system used to record the results of a gastrointestinal endoscopic examination. At an early
stage, it was agreed not to attempt to develop a fully comprehensive terminology for computerization
of endoscopic records, as this could result in a cumbersome and difficult system which had been the
experience of the ASGE group (1). It was decided that the terms selected must have wide
acceptability and provide a means for recording the findings in the majority of examinations performed.
Excessive detail was to be avoided and rare findings were to be recorded using "free text" fields. Each
term was selected on the basis that it would be expected to be used in at least 1 out of 100
consecutive examinations. The only terms included that did not fit this criteria were descriptive terms
that could be found only in certain areas of the world (e.g. parasites), where they might be relatively
common.

In addition to the minimal terminology the Committee addressed the issues of indications for
endoscopic procedures and endoscopic diagnoses. Other aims were to provide assistance in the
standardization of endoscopic image storage and transfer between individual systems and in the
structure of reports.

The following section will present the specific terms used to describe the location of findings.

3.0 STANDARD ENDOSCOPIC ANATOMY

The anatomic sites are divided into separate sections according to the endoscopic examination that is
performed. This is an arbitrary grouping and is designed to facilitate review. When necessary figures
are included to more precisely define the location.

3.1 Standard Anatomic sites
3.1.1 Upper gastrointestinal tract sites

The following table shall be used to define sites for findings in the upper gastrointestinal tract.

Table 1. Sites for location of findings in the upper gastrointestinal tract.

ORGAN SITE MODIFIER
Esophagus
Crico-pharyngeus
Upper third
Middle third
Lower third
Cardia
Whole esophagus
Anastomosis
Stomach
Cardia
Fundus
Greater Curvature
Lesser Curvature
Anterior wall
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Posterior wall

Body

Greater Curvature
Lesser Curvature
Anterior wall
Posterior wall

Incisura
Antrum

Greater Curvature
Lesser Curvature
Anterior wall
Posterior wall

Pre-pyloric

Greater Curvature
Lesser Curvature
Anterior wall
Posterior wall

Pylorus
Whole stomach
Anastomosis

Pyloroplasty
Duodenum
Bulb
Anterior
Posterior
Proximal
Distal
2" part of the duodenum
Area of papilla
Anastomosis
Whole examined
duodenum
Jejunum

Afferent jejunal loop
Efferent jejunal loop
Jejunal crest

3.1.2 Lower gastrointestinal tract sites

The following table shall be used to define sites for findings in the lower gastrointestinal tract.

Table 2. Sites for location of findings in the lower gastrointestinal tract.

ORGAN SITE
Colon

Anus
Rectum
Sigmoid
Descending
Splenic
Transverse
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3.1.3 ERCP sites

The following table shall be used to define sites for findings on ERCP.

Hepatic

Ascending

Cecum

lleo-cecal valve

Stoma

Whole colon

Anastomosis

Rectal Pouch

lleum

Table 3. Sites for location of findings on ERCP.

ORGAN SITE MODIFIER
Pancreas
Whole
Head
Body
Tall
Main duct
Accessory duct
Branches
Biliary System
Papilla
Biliary-pancreatic junction
Main duct
Whole
Lower third
Middle third
Upper third
Cystic duct
Bifurcation
Liver ducts
Left main
Right main
Left intrahepatic
branches
Right intrahepatic
branches
All intrahepatic
branches

Gallbladder
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3.2 Examination characteristics
3.2.1 Principles and scope

The characteristics of examination refer to the extent and limit of the examination. Extent of the
examination is defined as the anatomic extent of the examination. Limit of the examination is defined
as any limitation that impedes adequate execution of the procedure. It is recognized that there is
some overlap in the concept of extent and limit. The intent of this section is to convey in an explicit
manner those characteristics of the examination that affect the completeness of the examination, any
limitations that prevent a complete examination and any maneuvers necessary to execute a complete
examination.

Extent of the examination is specified by the furthest anatomic site reached or a list of the anatomic
sites visualized. For colonoscopy, if the cecum is reached, then the anatomic site "cecum” specifies
the extent of examination. For ERCP, if only the biliary tree is visualized, then it is necessary to
specify that the extent of the examination was the biliary tree.

Limit of examination is specified by any restrictions on the examination that are the result of
inadequate preparation, anatomic anomalies or barriers. In colonoscopy the quality of bowel cleansing
is a major factor for the quality of the procedure, especially when small and flat lesions are sought.
Poor preparation is considered a limit of the examination. Stenosis of the segment of the
gastrointestinal tract that requires intervention to complete an examination is also considered a limit of
the examination. For example, stenosis precludes the passage of the endoscope but dilation permits
the instrument to be advanced. This is also the case for ERCP, where part of the endoscopic report
should describe the various maneuvers which were performed to obtain cannulation and/or
opacification of the ducts.

3.2.2 List of terms describing the extent of examination

The following tables shall be used to define the extent and limits of the examination.

Table 4. Terms describing the extent and limits of the examination for Upper Gastrointestinal
Endoscopy and Colonoscopy.

TERM ATTRIBUTES ATTRIBUTE SITES
VALUES

Preparation Method Specify

Quality Excellent Site(s)

Adequate

Inadequate:
examination
completed

Inadequate:
precluding a
complete

examination

Extent of Examination Location Site(s)

Limitation Reason Adhesion Site(s)

Colonic loop

Stenosis

Poor preparation

Patient Unstable: Site(s)
Specify

Equipment
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| | Malfunction: Specify |

Table 5. Terms describing the extent and limits of the examination for ERCP.

TERM ATTRIBUTES ATTRIBUTE SITES
VALUES

Access to the Papilla Access Not reached

Not found

Unaccessible

Reason Specify

Cannulation Duct Pancreatic

Biliary

Result Successful: Deep

Successful:
Superficial

Failed

Not attempted

Submucosal Injection

Method Free cannulation

Over a guide-wire

After precut

Device Cannula

Metal tip cannula

Papillotome

Balloon catheter

Manometry catheter

Opacification Duct Pancreatic

Biliary

Result Successful:
Complete

Successful: Partial

Failed

Not attempted

Reflux of contrast
medium

Extravasation
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DIGESTIVE ENDOSCOPY

MINIMAL STANDARD TERMINOLOGY

REQUIREMENTS FOR DATABASES:
4.0 STANDARD ENDOSCOPIC TERMS

4,1 Scope

4.1.1 General considerations

The terms have been organized by examination type (Upper Gl Endoscopy, Colonoscopy and ERCP),
with an additional complementary list of Therapeutic Procedures that might be performed. Within each
examination type, the terms have been grouped under the various headings used within the OMED
terminology for each organ examined. There are a few exceptions to terms included under these
headings. Most notable is the inclusion of post-surgical findings under the "Lumen" heading. Whilst
this is not a "lesion”, it is apparent that the changes visible after a previous surgical procedure will be
seen while examining the lumen of a particular organ (e.g. an ileo-colonic anastomosis while
examining the colon or a Billroth 1l anastomosis when within the stomach) and should be recorded at
this time.

The list of terms displayed for any location vary with the organ being examined. For example, the term
"esophagitis" only appears in the esophageal section, while the term "spot" is found in the stomach
and colon but not in the esophagus. Thus, the list of terms is varied where a particular term is felt to be
inappropriate for a particular location.

Terms used to describe functional changes, such as contractility and elasticity of the wall, increased or
decreased peristalsis, functional narrowing or extrinsic distortion, have been excluded from the
minimal terminology as they were considered to be too subjective and imprecise to aid making a
diagnosis. In addition, these terms were too open to misinterpretation for use in any multicentre
studies.

4.1.2 Attributes values and locations.

When appropriate, each term has attached to it qualifying attributes which provide additional detail.
The attributes are a list of descriptive termssuchas si z e, number, extent,
series of values appropriate to that term. For example, the attributes for a duodenal ulcer include : size
(in millimeters); shape (superficial, cratered or linear) ; bleeding (yes, no or "stigmata of recent
bleeding", defined by Forrest's criteria). Every lesion described is placed in its location by the use of a
list of sites relevant to the organ being examined.

4.2  List of terms for esophago-gastro-duodenoscopy.

The following terms shall be used to describe observations made during examination of the upper
gastrointestinal tract.

4.2.1 List of terms for the esophagus
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The following terms shall be used to describe observations made during examination of the

esophagus.
Table 6. Terms for the esophagus.
HEADINGS TERMS ATTRIBUTES | ATTRIBUTE VALUES SITES
Normal Normal Z line Distance in cm cm from
incisors
Lumen
Dilated Site(s)
Stenosis Appearance Extrinsic cm from
incisors
Benign intrinsic
Malignant intrinsic
Length (cm)
Traversed Yes
After dilatation
No
Extrinsic Impression” | Size Small Site(s)
Large
Web Site(s)
Ring (iincludes Site(s)
Schatzki Ring)
Hiatus Hernia Size / Volume Small
Medium
Large
Site of Z-line cm from incisors
Site of Hiatal cm from incisors
Narrowing
Lower Esophageal Tone Gaping
Sphincter®
Hypertonic
Evidence of previous | Anastomosis Esophago-jejunal cm from teeth
surgery
Esophago-gastric
Esophago-colonic
Suture material | Yes Site(s)
visible
No Site(s)
Contents
Foreign Body Type Speci fyé Site(s)
Blood Kind of blood Red Site(s)
Clot
* This term should apply only in the absence of stenosis of the lumen.
® Cardia may be used instead of Lower esophageal sphincter.
22
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Hematin (Altered
Blood)

Food Site(s)
Bile Site(s)
Stent Type Specify Site(s)
Band Number Site(s)
Position Free
Attached
Mucosa
Erythematous Extent Localised Site(s)
(Hyperemic)
Patchy
Diffuse
Esophagitis Grade Grade I° Upper border
(cm from
incisors)
Grade I
Grade Il
Grade IV
Bleeding Yes
No
Barrett's Esophagus | Distance: Z- line cm from
incisors
Distance: Upper end of Gastric cm from
Folds incisors
Candidiasis Extent Localised Site(s)
Patchy
Diffuse
Mucosal sclerosis’ Type Spontaneous Site(s)
Post-therapy
Extent Localised
Patchy
Diffuse Site(s)
Flat lesions
Ectopic gastric Number Single Site(s)
mucosa
Multiple
Plaque Number Single Site(s)
Multiple

® Grades are defined according to the classification of Savary-Miller (Scand. J. Gastroenterol. 1984; 19: 26-44).

7 —. .
Fibrosis could be used as well.
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Protruding lesions

Nodule Number Single Site(s)
Few
Many
Extent Localized
Patchy
Diffuse
Tumor/Mass® Size Small Site(s)
Medium
Large
Type Submucosal
Fungating
Ulcerated
Circumferential | Yes
No
Obstructing Partial
Complete
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Varices Grade Grade I’ Site(s)
Grade
Grade
Size Estimated width in mm
Upper limit cm from
incisors
Bleeding Yes: Spurting
Yes: Oozing
No
Stigmata of Yes
recent bleeding
No
Red signs Yes
No
Site(s)
Excavated lesions
Mallory-Weiss tear Bleeding Yes: Spurting
Yes: Oozing
No
Stigmata of Yes
bleeding
No
Erosion Number Single Site(s)
Few
Many

8 Tumour-Mass is used instead of tumor in the USA.

® Grades are defined according to the classification mostly used in the literature (e.g. Gastroenterology 1967; 52:

810-818; Gastroenterology 1990; 98: 156-162).
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Ulcer Number Site(s)
Size (mm) Site (cm from
incisor)
Bleeding Yes: Spurting
Yes: Oozing
No
Stigmata of Yes
recent bleeding
No
Scar Site(s)
Diverticulum Site(s)
Fistula Site(s)
Other Specify Site(s)

4.2.2 List of terms for the stomach

The following terms shall be used to describe observations made during examination of the stomach.

Table 7. Terms for stomach

HEADINGS TERMS ATTRIBUTES ATTRIBUTE VALUES SITES
Normal Normal Site(s)
Lumen

Stenosis Appearance Extrinsic Site(s)
Benign intrinsic
Malignant intrinsic
Traversed Yes
No
Deformity Site(s)
Extrinsic Impression Site(s)
Evidence of previous | Anastomosis Billroth |
surgery
Billroth Il
Gastroenterostomy
Pyloroplasty
Anti-reflux surgery
Banded gastroplasty
Suture material | Yes Site(s)
visible
No
Gastrostomy Type Surgical Site(s)
Endoscopic (PEG) Site(s)
25
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Contents

Blood

Kind of blood

Red

Site(s)

Clot

Hematin (altered blood)

Food (residue)

Type

Specify if Bezoar
present

Site(s)

Fluid

Appearance

Clear

Site(s)

Excessive

Bilious

Foreign Body

Type

Specify

Site(s)

Stent

Type

Specify

Site(s)

Mucosa

Erythematous
(Hyperemic)

Extent

Localised

Site(s)

Patchy

Striped

Diffuse

Bleeding

Yes

No

Stigmata of bleeding

Congested
(Edematous)

Extent

Localised

Site(s)

Patchy

Diffuse

Granular

Extent

Localised

Site(s)

Patchy

Diffuse

Friable

Extent

Localised

Site(s)

Patchy

Diffuse

Bleeding

Yes: Spontaneous

Yes: Contact bleeding

No

Nodular

Extent

Localised

Site(s)

Patchy

Diffuse

Atrophic

Extent

Localised

Site(s)

Patchy

Diffuse

Hemorrhagic

Extent

Localised

Site(s)

Patchy

Diffuse
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Petechia Number Single Site(s)
Few
Multiple
Extent Localised
Diffuse
Site(s)
Flat Lesions
Spot (area) Number Single Site(s)
Few
Multiple
Extent Localised
Patchy
Diffuse
Bleeding Yes
Subepithelial
No
Stigmata of Yes
bleeding
No
Dieulafoy lesion Bleeding Yes: Spurting Site(s)
Yes: Oozing
No
Stigmata of Yes
bleeding
No
Angioectasia Number Single Site(s)
Few
Multiple
Extent Localised
Patchy
Diffuse
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Site(s)
Protruding lesions
Enlarged folds Extent Localised Site(s)
Diffuse
Type'™® Thick Site(s)
Giant
Papule (Nodule) Number Single Site(s)
Few
Multiple
Bleeding Yes

1% The differenciation between thick and giant folds should be based on the disappearance of the folds with
stomach inflation.
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No

Stigmata of Yes
bleeding
No
Polyp Number Single Site(s)
Few
Multiple
Pedicle Sessile
Pedunculated
Size Small (<5 mm)
Medium (5-20 mm)
Large (> 20 mm)
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Tumor/Mass’ Size Small Site(s)
Medium
Large
diameter in mm
Type Submucosal
Fungating
Ulcerated
Infiltrative
Circumferential Yes
No
Bleeding Yes: Spurting
Yes: Oozing
No
Stigmata of Yes
bleeding
No
Varices Bleeding Yes: Spurting Site(s)
Yes: Oozing
No
Stigmata of Yes
bleeding
No
Suture granuloma Site(s)
Excavated lesions
Erosion Number Single Site(s)
Few
Multiple
Extent Localised
Dispersed™”
Bleeding Yes
No
1 Dispersed should be used instead of diffuse for multiple focal lesions disseminated to a whole site
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Stigmata of Yes
bleeding
No
Ulcer Number Site(s)
Size Largest diameter in mm
Shape Superficial
Cratered
Linear
Bleeding Yes: Spurting
Yes: Oozing
No
Stigmata of Visible Vessel
bleeding
Clot
Pigmented Material
No Stigmata
Scar Number Single Site(s)
Multiple
Diverticulum Site(s)
4.2.3 List of terms for the duodenum and jejunum
The following terms shall be used to describe observations made during examination of the
duodenum.
Table 8. Terms for duodenum
HEADINGS TERMS ATTRIBUTES ATTRIBUTE VALUES SITES
Normal Normal Site(s)
Lumen
Stenosis Appearance Extrinsic Site(s)
Benign intrinsic
Malignant intrinsic
Traversed Yes
No
Deformity Appearance Extrinsic Site(s)
Post-ulcer
Evidence of previous | Specify Site(s)
surgery
Suture Material | Yes Site(s)
Visible
No
Contents
Blood Kind of blood Red Site(s)
Clot
Hematin (altered blood)
29
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Parasites Site(s)
Foreign Body Site(s)
Stent Type Specify Site(s)
Mucosa
Erythematous Extent Localised Site(s)
(Hyperemic)
Patchy
Diffuse
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Congested Extent Localised Site(s)
(Edematous)
Patchy
Diffuse
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Granular Extent Localised Site(s)
Patchy
Diffuse
Friable Extent Localised Site(s)
Patchy
Diffuse
Bleeding Yes: Spontaneous
Yes: Contact bleeding
No
Nodular Extent Localised Site(s)
Diffuse
Atrophic Extent Localised Site(s)
Patchy
Diffuse
Hemorrhagic Extent Localised Site(s)
Patchy
Diffuse
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Flat Lesions
Spot (area) Number Single Site(s)
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Few

Multiple

Extent

Localized

Patchy

Diffuse

Bleeding

Yes

No

Subepithelial

Hematin stained
(altered blood)

Angioectasia

Number

Single

Site(s)

Few

Multiple

Extent

Localised

Patchy

Diffused

Bleeding

Yes

No

Stigmata of
bleeding

Yes

No

Protruding lesions

Polyp(s)

Number

Single

Site(s)

Few

Multiple

Size

Small (<5 mm)

Medium (5-20 mm)

Large (> 20 mm)

Pedicle

Sessile

Pedunculated

Bleeding

Yes

No

Tumor/Mass

Size

Small

Site(s)

Medium

Large

diameter in mm

Type

Submucosal

Fungating

Ulcerated

Infiltrative

Frond-like/Villous

Bleeding

Yes: Spurting

Yes: Oozing

No

Stigmata of
bleeding

Yes

No

Excavated lesions

Erosion

Number

Single

Site(s)

Few

Multiple
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Extent Localised
Segmental
Diffuse
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Ulcer Number Site(s)
Size Largest diameter in mm
Shape Superficial
Cratered
Linear
Bleeding Yes: Spurting
Yes: Oozing
No
Stigmata of Visible vessel
bleeding
Clot
Pigmented material
No stigmata
Scar Number Single Site(s)
Multiple
Diverticulum Opening Large Sites
Small
Fistula Site(s)

4.3 List of terms for colonoscopy.

The following terms shall be used to describe observations made during examination of the lower

gastrointestinal tract.

Table 9. Terms for colon

HEADINGS TERMS ATTRIBUTES ATTRIBUTES SITES™
VALUES
Normal Normal Site(s)
Lumen
Dilated Site(s)
Stenosis Appearance Extrinsic Site(s)
Benign intrinsic
Malignant intrinsic
Length (cm)
Traversed Yes/No
12 Site recording should mainly be multiple for colonic findings
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Evidence of previous
surgery

Type

Colo-colonic
anastomosis
lleo-colonic
anastomosis

Colo-anal anastomosis
lleo-anal anastomosis
Colostomy

Site(s)

Suture Material
Visible

Specify

Site(s)

Contents

Blood

Kind of blood

Red

Site(s)

Clot

Hematin (Altered
blood)

Foreign body

Site(s)

Parasites

Site(s)

Exudate

Site(s)

Stool

Site(s)

Stent

Type

Specify

Site(s)

Mucosa

Vascular pattern

Appearance

Normal

Site(s)

Increased

Decreased

Extent

Localised

Segmental

Diffuse

Erythematous
(Hyperemic)

Extent

Localised

Site(s)

Segmental

Diffuse

Congested
(Edematous)

Extent

Localised

Site(s)

Segmental

Diffuse

Granular

Extent

Localised

Site(s)

Segmental

Diffuse

Friable

Extent

Localised

Site(s)

Segmental

Diffuse

Bleeding

Yes: Spontaneous

Yes: Contact bleeding

No
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Ulcerated mucosa Continuity Discontinuous Site(s)
Continuous
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Petechiae Number Few Site(s)
Multiple
Pseudomembrane Extent Localised Site(s)
Segmental
Diffuse
Melanosis Extent Localised Site(s)
Segmental
Diffuse
Flat lesions
Angioectasia Number Single
Few
Multiple
Size™ Small
Medium
Large
Extent Localised
Patchy
Diffuse
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Protruding lesions
Polyp(s) Number if less than 5, specify Site(s)
if more than 5:
Many
Multiple
Extent™ Localised
Segmental
Diffuse
Size in mm
Pedicle™ Sessile
Pedunculated
Bleeding Yes
No
Stigmata of bleeding
'3 Size could in this case also be given in mm for small angioectasia
% This attribute will apply only when describing multiple polyps
In case of multiple polyps, the application would allow the recording of multiple entries
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Pseudopolyps

Extent

Localised

Site(s)

Segmental

Diffuse

Lipoma

Size

Small

Site(s)

Medium

Large

Diameter

Mm

Tumor/Mass’

Size

Small

Site(s)

Medium

Large

diameter in mm

Length

incm

Type

Submucosal

Fungating

Ulcerated

Infiltrative

Frond-like/Villous

Obstructing

Partial

Complete

Circumferential

Yes

No

Bleeding

Yes: Spurting

Yes: Oozing

No

Stigmata of
bleeding

Yes

No

Hypertrophy Anal
Papillae

Hemorrhoids

Bleeding

Yes

No

Suture granuloma

Number

Single

Site(s)

Few

Multiple

Condylomas

Excavated lesions

Erosion

Number

Single

Site(s)

Few

Multiple

Extent

Localised

Segmental

Diffuse

Bleeding

Yes

No

Stigmata of
bleeding

Yes

No
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Aphtha Number Single Site(s)
Few
Multiple
Extent Localised
Segmental
Diffuse
Bleeding Yes
No
Stigmata of Yes
bleeding
No
Ulcer Number Single (Solitary) Site(s)
Few
Multiple
Size Largest diameter in mm
Bleeding Yes: Spurting
Yes: Oozing
No
Stigmata of Yes
bleeding
No
Scar Number Single Site(s)
Multiple
Diverticulum Number Single Site(s)
Few
Multiple
Opening Small
Large
Fistula Site(s)
Anal fissure™

4.4 List of terms for ERCP.

The following terms shall be used to describe observations made during examination of the pancreas
and biliary tract. They are divided by anatomic site according to the area visualized on ERCP.

4.4.1 List of terms for duodenum

The terms used for the duodenum in Table 8 shall be used to describe observations made in the
duodenum

4.4.2 List of terms for papilla major.

The following terms shall be used to describe observations made during examination of the papilla

major. It is useful to specify if the position of the papilla was normal, peridiverticular or
intradiverticular.

16 . . . . . . . .
Fissure is the preferred term instead of erosion which could be confused with colonic erosions
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Table 10. Terms for papilla major

HEADINGS TERMS ATTRIBUTES ATTRIBUTES SITES
VALUES
Normal Normal Site(s)
Abnormal Output or
Content
Blood Site(s)
Pus
Sludge
Impacted stone
Foreign body
Parasites
Stent
Drain
Abnormal
Appearance
Stenosis Appearance Benign Site(s)
Malignant
Bulging Site(s)
Congested Site(s)
Lacerated Site(s)
Tumor/Mass Type Frond-like/Villous Site(s)
Fungating
Infiltrative
Evidence of Previous | Type Sphincterotomy: Biliary | Site(s)
Endoscopic
Intervention
Sphincterotomy:
Pancreatic
Sphincterotomy: Biliary
and Pancreatic
Precut
4.4.3 List of terms for papilla minor.
37
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The following terms shall be used to describe observations made during examination of the papilla

minor.
Table 11. Terms for papilla minor
HEADINGS TERMS ATTRIBUTES ATTRIBUTES SITES
VALUES
Normal Normal Site(s)
Abnormal Output or
Content
Blood Site(s)
Pus Site(s)
Stent Site(s)
Drain
Abnormal
Appearance
Congested Site(s)
Lacerated Site(s)
Tumor/Mass Type Frond-like/Villous Site(s)
Fungating
Infiltrative
Evidence of Previous | Type Sphincterotomy Site(s)

Endoscopic
Intervention

Precut

4.4.4 List of terms for pancreas.

The following terms shall be used to describe observations made during examination of the pancreas.

Table 12. Terms for pancreas

HEADINGS TERMS ATTRIBUTES ATTRIBUTES SITES
VALUES
Normal Normal Site(s)
Abnormalities
Pancreas Divisum Extent Complete
Incomplete
38
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Irregularity Extent Localised Site(s)
Segmental
Diffuse
Dilated Extent Localised Site(s)
Segmental
Diffuse
Rarefaction Extent Localised Site(s)
(attenuation) of
branches
Segmental
Diffuse
Stenosis Length in mm Site(s)
Obstruction Appearance Stone Site(s)
Tumor/Mass
Completeness Partial
Complete
Stone Number Single Site(s)
Multiple
Cavity Number Single Site(s)
Multiple
Diameter in mm
Chain of lakes Site(s)
Extravasation Site(s)
Fistula Site(s)
Evidence of previous Site(s)
surgery
Stent Site(s)

4.4.5 List of terms for biliary system.

The following terms shall be used to describe observations made during examination of the biliary

system.
Table 13. Terms for biliary system
HEADINGS TERMS ATTRIBUTES ATTRIBUTES SITES
VALUES
Normal Normal Site(s)
39
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Abnormalities

Cystic duct junction™’

Location from
papilla

Lower than 2 cm

Site(s)

Greater than 2 cm

Irregularity

Extent

Localised

Site(s)

Segmental

Diffuse

Dilation

Extent

Prestenotic

Site(s)

Localized

Segmental

Diffuse

Rarefaction
(attenuation) of
branches

Extent

Localised

Site(s)

Segmental

Diffuse

Stenosis

Length

inmm

Site(s)

Number

Single

Multiple

Extent

Localised

Segmental

Diffuse

Extrinsic Impression
(non-stenotic)

Size

Long

Site(s)

Short

Obstruction

Appearance

Stone

Site(s)

Tumor/Mass

Completeness

Partial

Complete

Stone

Number

specify if less than 5

Site(s)

Multiple

Size™

in mm

Filling defect™ (other
than stone)

Appearance

Air bubbles

Site(s)

Sludge

Parasite

T-tube

Stent

Specify

Site(s)

" This term should be used only for the description of an abnormally low implantation of the cystic duct onto the

main bile duct.

'® Give here the diameter of the largest stone

19 .
This term should never been used for stones
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Extravasation Site(s)
Cavity Number Single Site(s)

Multiple

Diameter in mm

Fistula Specify... Site(s)
Evidence of previous Cholecystectomy Site(s)
surgery Choledocho-

duodenostomy

Choledocho-

enterostomy

Cholecystoentero-

stomy

Liver transplantation

4.5

Additional Diagnostic and Therapeutic Procedures.

The following terms shall be used to describe additional diagnostic and therapeutic procedures made

during endoscopy.

Table 14. Terms for additional diagnostic and therapeutic procedures

HEADINGS TERMS ATTRIBUTES ATTRIBUTES SITES
VALUES
Diagnostic
Procedures
Biopsy Device Forceps Site
Snare
Method Cold
Hot
Purpose Histology
Microbiology
Helicobacter pylori test
Lesion Specify
Cytology Lesion Specify Site
Chromoscopy Type Dye spreading Site
Staining
Dye Specify
Fluid aspiration Site
Fluoroscopy Type Specify Site
Cholangioscopy Type Specify Site
Endosonography Type Specify using the Site
dedicated terminology
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Functional Type Specify Site
Measurement
Therapeutic
Procedures
Foreign body removal | Type Site
Polypectomy Device Forceps Site”’
Snare
Method Cold
Hot
Result Complete
Incomplete
Retrieval of Retrieved
polyp
Not retrieved
Sphincterotomy Precut Yes
Result Successful
Unsuccessful
Stone extraction Result Complete
Incomplete
Not successful
Lithotripsy Type Speci fyé
Result Successful
Unsuccessful
Cystostomy Type Transgastric
Transduodenal
Guide-wire Type Specify Site(s)
placement
Result Successful
Unsuccessful
Tube,/Drain Type Nasobiliary
Placement
Nasocystic
Nasoenteric
Nasopancreatic
Stent
Result Successful
Unsuccessful
Percutaneous Type Specify
Gastrostomy (PEG)
Type of removal | External
Internal
Result Successful
Unsuccessful

%0 Refer to location, description, size, number of removed polyps
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Dilation Type Guided Bougie Site
Non-guided bougie
Balloon
Size™
Result Successful
Unsuccessful
Lesion Specify
Injection Injected material | Specify Site
Volume Specify
Purpose Hemostasis
Eradication of varices
Tumor destruction
Drug delivery
Tattooing
Result Successful
Unsuccessful
Ligation Type Specify Site
Number Specify
Result Successful
Unsuccessful
Prosthesis Type Speci fy é Site
Length in cm or mm
Diameter in French or mm
Result Successful
Unsuccessful
Mucosal resection Type Speci fyé Site
Lesion Speci fyé
Result Successful
Unsuccessful
Thermal Therapy Type Coagulation Site
Vaporisation
Device Monopolar electrical
Bipolar electrical
Laser
Argon beam
Purpose Hemostasis
Tissue destruction
Tumor destruction
Result Successful
Unsuccessful
Photodynamic Type Specify Site
therapy
Purpose Specify
Result Successful
Unsuccessful

21
In French or gauge
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Intraluminal radiation | Type Specify Site
Purpose Specify
Result Successful
Unsuccessful
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4.6 Complications

The following terms shall be used to describe complications.

Table 15. Terms for complications

Complications

Cardio-respiratory
Perforation
Hemorrhage
Pancreatitis
Infection
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5.0 REASONS FOR ENDOSCOPY

5.1 Scope

These lists have been reviewed by the ASGE but there are some differences in use between the U.S.
and the European community. The lists are provided and are being tested. In the U.S. Indications are
often used in place of reasons for endoscopy. An Indication is used to define the reason for an
endoscopy which complies with generally accepted standards of practice. There may be reasons for
an endoscopy which are not Indications. For example, a patient may want to undergo annual
colonoscopy for colorectal cancer surveillance even though there is no prior history of polyps or family
history of colon cancer. The reason for colonoscopy is to exclude a tumor but there is no Indication.

The ASGE Committee's recommended list of "Indications" was intended as a means of assessing the
relevance and necessity for an endoscopic examination. This list had been devised on the basis of the
appropriateness of an individual examination. While appreciating the reasons behind this decision, the
Committee felt that it was more important to record why a particular examination had been undertaken
rather than instruct users when an examination was acceptable.

"Reasons for " have, therefore, been divided into:

1. Symptoms: to allow a user to record the symptoms for which an endoscopic examination is

required. This is particularly important where a disease is difficult to define.

2. Diseases: this lists the common diseases for which an endoscopic examination may be required.

These can be qualified by "Suspecupdéf eg""bBor "&0cl tdhieo
of é" .

3. Assessment of: this item was introduced in the "Reasons for" list in order to allow the recording of

examinations performed to evaluate the status of a part of the Gl tract before or after a surgical

procedure, in the absence of a specific sign requiring the examination of this organ.

4. Diagnostic sampling: this was included as a "Reason for", as it was recognized that some

examinations may only be performed to collect a sample.

The lists proposed are provided for each type of examination performed.
5.2 Reasons for examination
5.2.1 Upper gastrointestinal endoscopy.

The following terms shall be used to describe the reasons for performing an upper gastrointestinal
examination.

Table 16. Reasons for upper gastrointestinal examination

Symptoms.

Abdominal distress/pain
Dysphagia
Hematemesis

Melena

Heartburn
Nausea/Vomiting
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Weight loss

Anemia

Diarrhea

Diseases

Attribute

Tumor

Suspected

Gastro-esophageal reflux
disease

Established

Ulcer

Exclusion of

Gastritis

Follow-up of

Stenosis

For therapy of

Gastrointestinal bleeding

Varices

Precancerous lesions

Foreign Body

Metastasis of unknown origin

Assessment

Preoperative

Post-operative

Screening

Familial history of neoplasm

Abnormal Imaging procedure

Specify

Diagnostic sampling : specify

5.2.2 Lower gastrointestinal endoscopy.

The following terms shall be used to describe the reasons for performing an lower gastrointestinal

examination.

Table 17. Reasons for lower gastrointestinal examination

Symptoms

Hematochezia

Melena of unknown origin

Diarrhea

Abdominal distress/pain

Modification of bowel habits

Anemia

Weight loss

Diseases Attributes
Polyps Suspected
Colo-rectal cancer Established
Colonic obstruction Exclusion of
Diverticula Follow-up of
Inflammatory Bowel Diseases: For therapy of
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Crohn's disease
Ulcerative colitis
Volvulus
Angioectasia
Ischemic colitis
Pseudomembranous colitis
Metastasis of unknown origin

Assessment

Preoperative

Post-operative

Occult blood loss

Screening

Familial history of neoplasms

Abnormal Imaging procedure Specify

Diagnostic sampling : specify

5.2.3 ERCP

The following terms shall be used to describe the reasons for performing an ERCP.

Table 18. Reasons for performing ERCP

Symptoms

Jaundice

Abdominal pain of suspected
biliary or pancreatic origin

Biological abnormalities

Liver function tests

Pancreatic tests

Abnormal imaging procedure | Specify

Diseases Attributes
Bile ducts stone Suspected
Gallbladder stone Established
Acute pancreatitis Exclusion of
Chronic pancreatitis Follow-up of
Periampullary tumor For therapy of
Pancreatic/biliary tumor

Cholangitis

Biliary or pancreatic cysts

Complication of previous biliary
surgery

Complication of previous biliary
non-surgical intervention

Stent occlusion

Assessment
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Preoperative
Post-operative

Diagnostic sampling : specify

Therapy

Sphincterotomy

Stone removal

Stenting : biliary / pancreatic
ducts

Stent removal or change
Dilatation : biliary / pancreatic
location

Drainage : biliary, pancreatic
Cyst drainage

Hemostasis

6.0 Diagnosis

6.1 Scope

This list of terms for each examination indicates the diagnosis, single or multiple that the
endoscopist feels is most likely on the basis of macroscopic findings. This is not necessarily
the final diagnosis, which takes into account the findings of any additional procedures
performed such as biopsy/cytology. The diagnostic list has been split into two parts: (i) Main
diagnoses, ordered by expected prevalence; (ii) Other (rarer) diagnoses listed alphabetically.
The decision on to which list a particular diagnosis appears is based upon the expected
frequency of this finding in a European context. This "diagnosis" could be used to implement a
"conclusion" field within any report generated. Such a conclusion would be based on a
synthesis of all of the findings recorded. This is particularly true when a number of different
lesions are described, such as in inflammatory bowel diseases at colonoscopy.

The Committee also recommends that it should be possible to record a "negative conclusion”
as well as a positive one. It is often as important to record that a feature is not present as it is

to describe that it is, for example, the failure to find any sign of bleeding when a patient
presents with an apparent gastrointestinal bleed. It is suggested that it be possible to qualify a

diagnosis by "certain", "suspected", "probably not present" and "definitely excluded".

6.2 List of diagnosis for the upper gastrointestinal tract

6.2.1 Esophagus

The following terms shall be used to describe the diagnosis for the esophagus.

Table 19. List of esophageal diagnosis

Main Diagnoses Attribute

Normal Suspicion of
Reflux esophagitis Established
Varices Exclusion of
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Benign stricture Follow-up of

Malignant tumor Treatment of

Barrett's esophagus

Ulcer

Other Diagnoses

Achalasia

Benign tumor

Diverticulum

Fistula

Foreign body

Hiatus hernia

Mallory-Weiss tear

Monilial esophagitis

Non reflux esophagitis

Polyp

Post-operative appearance

Post-sclerotherapy appearance

Scar

Schatzki ring

Submucosal tumor

6.2.2 Stomach

The following terms shall be used to describe the diagnosis for the stomach.

Table 20. List of stomach diagnoses

Main Diagnoses Attribute

Normal Suspicion of

Gastropathy: Established
Erosive Exclusion of
Erythematous (hyperemic) | Follow-up of
Hypertrophic Treatment of

Hemorrhagic

Gastric mucosal atrophy

Suspicion of gastritis (in this
case the choices
"Establishedé"
of" and "Follow-up of" should

not apply

Portal hypertensive
gastropathy

Gastric ulcer

Bleeding gastric ulcer In addition to the general
attributes noted above the type
of bleeding according to
Forrest's classification may be
included as modifiers for this
diagnosis:

Type IA: Active pulsating

Type IB: Active oozing

Type llA: Visible vessel
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Type 11B: Black material/clot
Type IlI: No sign of bleeding

Stomal ulcer

Malignant tumor: Specify if
relevant: Gastric carcinoma

Polyps

Other Diagnoses

Angioectasia

Benign tumor

Bleeding of unknown origin

Dieulafoy lesion

Diverticulum

Early gastric cancer

Extrinsic compression

Fistula

Foreign body

Gastric retention

Helicobacter pylori

Papulous gastropathy

Parasites (should be added to
the list in some countries)

Post-operative appearance

Scar

Submucosal tumor

Varices

6.2.3 Duodenum

The following terms shall be used to describe the diagnosis for the duodenum.

Table 21. List of duodenum diaghoses

Main Diagnoses Attribute

Normal Suspicion of

Duodenopathy: Established
Erosive Exclusion of
Erythematous (hyperemic) Follow-up of
Congestive Treatment of

Hemorrhagic

Duodenal ulcer

Bleeding duodenal ulcer

In addition to the general
attributes noted above the
type of bleeding according to
Forrest's classification may be
included as modifiers for this
diagnosis:

Type IA: Active pulsating
Type IB: Active oozing

Type lIA: Visible vessel
Type 1IB: Black material/clot
Type lll: No sign of bleeding

Ulcerogenic deformed duodenum

Other Diagnoses

Angioectasia

Minimal Standard Terminology Digestive Endoscopy: International edition

April 22, 1998

51



Benign tumor

Bleeding of unknown origin

Brunner's gland hyperplasia

Coeliac disease

Crohn's disease

Diverticulum

Fistula

Malignant tumor

Parasite

Polyp

Post-operative appearance

Scar

Submucosal tumor

Other (specify)

6.3 List of lower gastrointestinal diagnosis

The following terms shall be used to describe the diagnosis for the colon.

Table 22. List of colon diagnosis

Main Diagnosis Attribute
Normal Suspicion of
Polyp(s) Established
Malignant tumor : Exclusion of
Primary Follow-up of
Recurrent (post- Treatment of
operative/anastomotic)
Ulcerative colitis :
Quiescent

Active moderate

Active severe

Crohn's disease :

Quiescent

Active moderate

Active severe

Unspecified colitis

Diverticulosis

Diverticulitis

Radiation(al) colitis/proctitis

Hemorrhoids

Other Diagnoses

Angioectasia (vascular abnormality)

Bleeding of unknown origin

Condylomata

Foreign body

Fistula

lleitis

Ischemic colitis

Lymphoma

Melanosis

Parasites (should be added to the list
in some countries)

Polyposis coli
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Pneumatosis coli

Post-operative appearance

Post-operative stricture

Proctitis

Pseudomembanous colitis

Solitary ulcer

Lipoma

Other (specify)

6.3 List of ERCP diagnosis

6.3.1 Pancreas

The following terms shall be used to describe the diagnosis for the pancreas.

Table 23. List of pancreas diagnosis

Main Diagnoses Attribute
Failed pancreatogram Suspicion of
Normal pancreatogram Established
Chronic pancreatitis Exclusion of
Pancreatic tumor Follow-up of
Pancreatic cyst Treatment of

Papillary stenosis

Tumor Ampulla of Vater

Other Diagnoses

Abnormal biliary-pancreatic
junction

Annular pancreas

Pancreas divisum

Pancreatic duct fistula

Pancreatic stone

Parasites

Other (specify)

6.3.2 Biliary tract

The following terms shall be used to describe the diagnosis for the biliary tract.

Table 24. List of biliary tract diagnosis

Main Diagnoses Attribute
Failed cholangiogram Suspicion of
Normal cholangiogram Established
Normal post-cholecystectomy Exclusion of
cholangiogram

Normal post-sphincterotomy Follow-up of
cholangiogram

Cholelithiasis Treatment of
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Choledocholithiasis

Cholecystolithiasis

Hepatic lithiasis

Cystic duct lithiasis

Cystic stump lithiasis

Mirizzi syndrome

Biliary tumor

Main Bile duct tumor

Klatzkin tumor

Gallbladder tumor

Papillary stenosis

Ampullary tumor

Stent occlusion

Other Diagnoses

Abnormal biliary-pancreatic junction

Bile duct fistula

Bile duct occlusion

Bile leak

Biliary stricture

Caroli's disease

Choledochal cyst

Choledochocele

Cirrhosis

Hemobilia

Papillary stenosis

Parasites

Sclerosing cholangitis

Sump syndrome

Suppurative cholangitis

Tumor of the gallbladder

Other (specify)
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INFORMATIVE ANNEX

1.0 Revision Notes

Date: January 21, 1998

Note from the American Editor applying for release in the USA:

Version 1.0g represents a U.S. revision to MST Version 1.0. This revision was reviewed by the ASGE
Informatics Committee on November 15, 1997 in Washington, DC. The decision was made based on
testing to include Reasons for Endoscopy and Diaghoses based on preliminary testing results. It was
determined that these would be mapped to the existing ASGE Indications list and this map would be
forwarded to the Standards of Practice Committee for review and modification. Furthermore, more
careful analysis of the U.S. testing results would enable the U.S. representatives to make proposals
for modification of the MST Version 2.0 after its publication.

Date: March 7, 1999

This revision is minor and simply corrects omissions in the anatomic sites of the stomach where
modifiers "greater curvature" and "lesser curvature”, "anterior" and "posterior wall" were omitted. It
also corrects some typing mistakes in other tables and reintroduces the Forrest's classification for

bleeding ulcers of the stomach and duodenum.

2.0 MST Version 2.0 Revision Notes
2.1 General Comments

Version 2.0f is based on the analysis of the results obtained in prospective testing in Europe and the
United States. The results of these testings will be published separately in scientific journals with peer
review and will be summarized in the publication of the extended version of the Minimal Standard
Terminology that will be proposed joinly by the Committees of the ESGE and ASGE and OMED.

2.2 Highlights on MST Changes

2.2.1 Major Sites changed to Site(s): There are no Major Sites defined in the Anatomic Sites. Major
implies that there are Minor Sites. It is simpler to specify simply Site(s) which are derived from the
Anatomic Site Tables.

2.2.2 Use of "Other": Other is implied in any system designed. There should always be the ability to
add a Term if the list is inadequate. A choice "Other" should thus always be available, at the end of
every list of terms.
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2.2.3 Stomach: Hemorrhagic Mucosa: There is no need for attributes that define bleeding. A
hemorrhagic mucosa must be defined as a bleeding mucosa and as such must be bleeding and
stigmata are always present.
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