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Professor Vilardell subtitled his mono-
graph on the history of digestive
endoscopy “From the Lichtleiter to
Echoendoscopy" [24]. The "Lichtleiter”
(light conductor) was invented as the
first useful instrument for endoscopy
by Phillip Bozzini in 1806. The long
way from Bozzini's modest candle to
the video-endoscopic micro-chips took
2 centuries. However, true progress
began only in the middle of the 20th
century when fibreoptic endoscopes
were developed and introduced into
clinical practice. Nowadays we are wit-
nessing tremendous progress in the
development of new and sophistica-
ted methods in gastrointestinal endo-
scopy. Kopacova et al [11] report on
confocal laser endomicroscopy and
Cyrany et al [4] present their very ini-
tial experience with autofluorescence
imaging in this issue of the Journal.
Both these methods are good exam-
ples of the latest achievements in gas-
trointestinal imaging. However, many
questions concerning the benefit (for
patients), usefulness (for gastroen-
terologists), direction and future of
this technological advancement have
naturally occurred.

In 1994 Fleischer published his
vision of digestive endoscopy in 2020
[5]. Most of his predictions were
fulfilled 15 years earlier (capsule,
endoscopy, tele-surgery, new imaging
techniques, optical biopsy, robotic
surgery and virtual reality) [23]. We
already may routinely use high-resolu-
tion wide-angle endoscopes, zooms or
spectral endoscopic image processing
technology (FICE - Fuji Intelligent Color

Enhancement; Olympus Narrow Band
Imaging). Recently we have learnt new
methods (endoscopic mucosal resec-
tion) and Japanese endoscopists are
teaching us new techniques (endosco-
pic submucosal dissection). Capsule
endoscopy fulfilled our dreams of non-
invasive investigation [7] and double-
balloon enteroscopy [26] signifies
a technological revolution in digestive
endoscopy. Nevertheless, indications
should be further elaborated and safe-
ty issues specified [2,10]. And we can
expect further improvements in wire-
less capsule endoscopy (from a dia-
gnostic device to a multipurpose
robotic system) [14].

The concept of the transgastric
approach for intra-abdominal surgery
is both attractive and alarming [22].
Natural orifice transluminal endosco-
pic surgery (NOTES) still remains an
experimental method [1,15,19,21].
Similarly, oesophageal endoluminal
antireflux devices (Endocinch, Stretta,
Enteryx, NDO Plicator) are still waiting
to open the door to routine care for
patients with gastro-oesophageal
reflux disease [20].

Let us return to autofluorescence
imaging and confocal endomicrosco-
py. At present it is necessary to be
aware of the potential limits of both
methods. Performance of autofluores-
cence imaging may vary in different
parts of the gastrointestinal tract. This
could be due to tissue characteristics
such as atrophy and inflammation,
light intensity, lumen size, and other
possible factors (e.g. luminal con-
tents) [16]. | would like to remind you

of a thought in Professor Rejchrt's edi-
torial - "we can see only what we
already know” - published in this
Journal [17]. It is essential to identify
the gross lesion first as the difference
compared to the normal mucosa
could be subtle. Only after that it is
possible to use confocal laser endo-
microscopy, endoscopic cytoscopy or
optical coherence tomography for
detailed, in-depth investigation of
pathological target. Initial trials have
been published recently this year
[3,6,8,9,12,13,25,27], nevertheless
further studies are warranted to prove
the real benefit of all these new
methods for our patients.

It is also necessary not to forget
the cost. All new methods increase the
cost of digestive endoscopy, some of
them substantially. Questions relating
to cost vs. benefit issues have not
been answered yet. The future of diges-
tive endoscopy will certainly also be
influenced by changes in disease
structure. We can await further decrea-
se in the incidence of gastric cancer
and peptic ulcer disease and major
burden in colorectal and pancreatic
tumours, complications of gastro-
oesophageal reflux disease, inflam-
matory bowel disease and others.

Last but not least, it is necessary
to stress that despite all the tremen-
dous technological progress, the basis
remains the basis: proper, lege artis
practice of gastrointestinal endoscopy
including strict adherence to all of its
safety aspects [18]. All new technolo-
gies are (can be only) extensions of
basic clinical digestive endoscopy.
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Monografie o historii digestivni endo-
skopie profesora Vilardella méa ve svém
podtitulu ,0d Lichtleitera k echoendo-
skopii“ [24]. Lichtleiter (svétlovodic) byl
vynalezen Filipem Bozzinim v roce
1806 jako prvni pouzitelny pristroj pro
endoskopii. Dlouha cesta od Bozziniho
skromné svicky k video-endoskopickym
mikroCipim trvala 2 stoleti. AvSak
skute€ny pokrok nastal az v poloviné
20. stoleti, kdyz byly vyvinuty viaknové
(fibro-optické) endoskopy a zavedeny
do klinické praxe. V soucCasné dobé
jsme svédky mimoradného rozvoje
novych sofistikovanych metod v diges-
tivni endoskopii. V tomto ¢isle naseho
Casopisu Kopacdova et al [11] referuji
o konfokalni laserové endomikroskopii
a Cyrany et al [4] informuji o svych
prvotnich zkuSenostech s autofluores-
cencnim zobrazenim. Obé tyto metody
jsou prikladem nejnovéjSich zobrazova-
cich metod v gastroenterologii. S novymi
metodami se pochopitelné vynofi fada
otazek tykajicich se benefitu (pro ne-
mocné), pfinosnosti (pro gastroenterolo-
gy), smérovani a budoucnosti téchto
vydobytkd technologického pokroku.
Fleischer publikoval v roce 1994
svoji vizi digestivni endoskopie v roce
2020 [5]. Nutno konstatovat, Ze vétsi-
na jeho predpovédi se vyplnila jiz
o 15 let dfive (kapslova endoskopie,
tele-chirurgie, nové zobrazovaci tech-
niky, optické biopsie, roboticka chirur-
gie, virtualni metody) [23]. JiZz nyni
mame moznost rutinné pouzivat Siro-
kouhlé endoskopy s vysokym rozliSe-
nim, zoom nebo spektralni technologie
zpracovani endoskopického obrazu
(FICE - Fuji Intelligent Color Enhance-
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ment; Olympus Narrow Band Imaging).
Nedavno jsme si osvojili nové metody
(endoskopicka sliznicni resekce) a od
Japonskych endoskopistl se ucime
novym technikdm (endoskopicka sub-
mukozni disekce). Kapslova endosko-
pie splnila nase sny o neinvazivnim
vySetrovani [7] a dvojbalonova entero-
skopie [26] predstavuje skutec¢nou
technologickou revoluci v digestivni
endoskopii. Nicméné je tfeba dale
upresnovat indikace a doreSit otazky
bezpecnosti [2,10]. MlzZeme také
ocekavat dalSi technicka vylepSeni
kapslové endoskopie (od diagnostic-
kého zafizeni k vicelcCelového robotic-
kému systému) [14].

Myslenka transgastrického pfistu-
pu pro intra-abdominalni chirurgii je
atraktivni a soucasné i alarmujici [22].
Transluminalni endoskopicka chirur-
gie vyuzivajici pfirozena usti (NOTES -
Natural Orifice Transluminal Endosco-
pic Surgery) vSak dosud stale zUstava
experimentalni metodou [1,15,19,21].
Podobné endoluminalni jicnova antire-
fluxni zafizeni (Endocinch, Stretta,
Enteryx, NDO Plicator) dosud ¢ekaji na
pomysIné otevieni dvefi a vstup mezi
metody rutinni péfe o nemocné
s refluxni chorobou jicnu [20].

Vratme se k autofluorescenénimu
zobrazovani a konfokalni endomikro-
skopii. Je tfeba si uvédomit mozné sou-
Casné limitace obou metod. Autofluo-
rescencni zobrazovani mulze byt
vyrazné odliSné v rliznych castech gas-
trointestinalnino traktu. To mlze byt
dano charakteristikou tkani (atrofie,
zanét), svételnou intenzitou, Sifi lumi-
na a pravdépodobné i dalSimi faktory

(napf. luminalni obsah) [16]. Rad bych
pfipomenul mysSlenku z editorialu do-
centa Rejchrta publikovaného v tomto
Casopise ,mizeme poznat jenom to, co
uz zname" [17]. Je zcela nezbytné
nejprve makroskopicky patologickou
|ézi rozpoznat, rozdily oproti normalni
sliznici mohou byt jen malé. Teprve poté
je mozno patologickou sliznici detailné
vySetfit pomoci konfokalni laserové
endomikroskopie, endoskopické cyto-
skopie nebo optické koherencni tomo-
grafie. Prvotni prace jiz byly v letoSnim
roce publikovany [3,6,8,9,12,13,25,27],
nicméné dalsi studie jsou nezbytné,
aby prokazaly skuteCny pfinos vSech
téchto novych metod pro pacienty.

Dulezité je také nezapominat na
ekonomické naklady. VSechny nové
metody zvySuji naklady digestivni endo-
skopie, nékteré z nich velmi podstatné.
Otazky vztahu ,naklady versus uZitek”
dosud nebyly zodpovézeny. V budouc-
nosti bude digestivni endoskopie
nepochybné ovlivnéna také meénici se
strukturou chorob. MizZeme ocekavat
dalsi pokles incidence karcinomu
Zaludku a vredové choroby a naopak
vetSi pocCty pacientll s kolorektalnimi
a pankreatickymi nadory, s komplikace-
mi refluxni choroby jicnu a idiopatic-
kych stfevnich zanét(l a dalsi.

V neposledni fadé je tfeba zdlraznit,
Ze pres veSkery mimoradny technolo-
gicky pokrok, zaklady z(istavaji zaklady:
spravné, lege artis provedené endosko-
pické vySetreni, véetné striktniho dodrzo-
vani principd bezpecné digestivni endo-
skopie [18]. VSechny nové technologie
jsou (mohou byt pouze) nadstavbou na
zakladni klinickou digestivni endoskopii.
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