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Background Methods

* Problem: Over-the-scope (OTS)-clips can be used for * Ex-vivo fresh porcine foregut * Total NL.meer of Attempts: 216 * Removal d.ifﬁocfjlty by .subgroup.:
full-thickness gastrointestinal tract defects, but nodel * Mean Likert Score (all attempts): 1.24 * Significant difference in
deployment can be difficult: ' * Likert Score Breakdown OTS-clip size (p = 0.001)

«  (OTS)-clips perform best when fired in an * 1: Nodifficulty =174 (80.6%)  10/3: 1.40+0.7
“end-on” position * 3-mm diameter full-thickness e 2: Mild difficulty = 35 (16.2%) e 11/6: 1/13+0.3
+ Scope, clip, tissue aligned on one axis defects made with biopsy punch * 3: Moderate difficulty =5 e 12/6: 1/33+0.6
) ) . o) ° .
* OTS-clip deployment also requires successful (Figure 2A) ;2.'3;’) diciculty = 9 14/6: 1.04 £ 0.2
fistula identification - Extreme difriculty =
(0.9%)

* New Concept: cannulating defect with guidewire,
backloading endoscope over wire, firing OTS-clip over

* Wire threaded through defect,
endoscope backloaded onto

 5: Impossible =0 (0%)
* Significant difference in

Wire Removal Difficulty vs Trial Order

tissue/wire, reoving wire though t endoscope wire (2B) ?5 trial order (Figure 4)
et .,.' . g
 OTS-Clip (OVESCO, Tuebingen, | Figure P ;:3 o« o .
Germany) fired over (2C) Difficulty of Wire Removal Scale §2 ) N N |
1: No difficulty — wire slides with no resistance = T C o ’ ._- * No difference (p > 0.05)
2 y = O.(2)(=)_2x + 1.06g .
2: Mild difficulty — small amount of resistance is noted, but ,:'c-g‘l E ——— R n: _
e Guidewire pu||ed back th rough wire can be slid in continuous motion § ° Cllp teeth type
the endoscope and C||p (ZD) 3: Moderate difficult : . s O 0 50 100 150 200 250 ° Wire type
: y — more resistance is noted, requiring Trial Order Numb . T :
' | wire to be pulled in noncontinuous motion rla. — Tissue location
. F Figure 4 * Angle
E— . o 4: Extreme difficulty — significant resistance is noted, and
Figu re 1 * Wire removal difficult graded significant manipulation of the wire is required to remove Ccon CI us | on
» Example: Here, a colovaginal fistula is identified from using 5-point Likert scale (Figure | . o o o | |
the vaginal side (Figure 1A) and cannulated (1B). The 3) \-'I’V-it'hfgl::;;'b'e‘w're Is trapped and unable to be advanced or * No clinically significant wire entrapments occurred. The wire could have
wire is identified in colon (1C), and the guidewire is - bﬁe? rerr(ﬁc\f/.ed Iend.oscoplcally; n al C?ie?' atod o f
used to position the OTS-clip over the colonic defect » 216 unique combinations of firings including: Flgure 3 The tew h! ;CU L V\I/(;re rfmova S Werﬁ '. ely ri:te to wire damage trom
reuse, wnicn wouid not oCCur in a CliniCal setting.
(1D). + 9 OTS-clip types: 10/3A, 10/3 T, 11/6A, 11/6 T, 12/6 A, 12/6T, 12/6 GC, 14/6A, . Thic tachn ) e to facit 5 o o o
. Question: Can this technique be performed safely 4/6T This tec. nique can be employe .to faci |tate.O.TS-c ip closure when “end-
without risk of wire entrapment within the deployed + 2 wire types: .035’ monofilament, .035’ braided on” positioning or fISt.UIa |dent|f|ca15|on a.re.dlfflcult. . -
clip? 4 wire angles: 0°, 30°, 60°, 90° ’ * Further clinical study in human patients is indicated before wide clinical
. ° Wi . U, ’ ’

implementation.

* 3tissue locations: esophagus, stomach, duodenum ra 5%??5553}553%53 Center




