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Every screening program: colonoscopy
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Colonoscopy

e Gold standard for detection of CRC

e But not perfect!
— Not 100% protection for CRC: post-colonoscopy CRCs
— Overdiagnosis & treatment of small polyps.. surveillance
— Invasive: burdensome, risks ... participation
— High costs, issues on capacity, sustainability




Optimal colonoscopy

Detection of all (pre)malignant lesions
& Acceptable & low-
Accurate optical diagnosis risk experience for
& _ the patient
Complete resection of relevant lesions
& <
Adequate surveillance




Quality of colonoscopy: history

COLON CANCER

A prospective study of colonoscopy practice in the UK

today: are we adequately prepared for national colorectal
cancer screening tomorrow?

C J A Bowles, R Leicester, C Romaya, E Swarbrick, C B Williams, O Epstein

Gut 2004;53:277-283. doi: 10.1136/gut. 2003.014434

® Before start of UK BCSP: cecal intubation rate (CIR) in UK only 57%
® Nobody expected this..




Quality of colonoscopy

e Report of Bowles led to much effort and financial support for quality
improvement in the UK

® And — the start of research and development of many evidence-based
quality indicators world-wide

Especially for screening: it is our obligation to deliver high
quality!

_———
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Quality indicators colonoscopy
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Monitoring: structured reporting

Adenoma detection rate
Number of patients 199,00 =1 Adenoma 71.00 ADR 3IS6EX
Polyp detection rate
Number of patients 19900 =1 Polyp 99.00 PDR 4975%
Total mumber of colonos with Bosten score 196
Hq:ﬂtadinsﬂﬁxﬂwm:r:s
Average score 7.54 | At least & points Q4. 4%
M Less than & points 5.6%
Distribution of the soore Total: 100 &
Total mamber of colonos with insertion registration 196
Reported in 985 % of e
I Terminal deumn 67.3%
B Cecum 29.1%
Ascending colon 0.5%
Maximal site of insertion Bl Splenic flexure 1.0%
Ml Sigmoid 1.5%
Rectum 0.5%
Totalk: 100 %
Percentage colonosco pies with se dathve
Number of colonoscopies 199 MNumberwith sedatiee 186 Percentage 93.0%
Percentage colonosoopies with a minimal withdawel time of 6 minutes
MNumber of examinations Withdrawel time>6 min 24.0 %
Total mumber of colonos copies with Gloucester Comfort Score 196
Cloucester Com fort Score
B No discomfort(1) 21.4%
Bl One ortwo episodes of mild discomfort, well tolerated (2) 51.5%
Bl More than two episodes of discomfort, adequately tolerated (3) 16.3%

Significant discomifort, experenced several times during the procedure (4) 7.7 %
-E:hm:lgmn'ﬁ:tm@ﬁa;pmﬂfdlﬂrgﬂupmgﬁ] 3.1%
Total: 100,0%

Total number of colonos copies with complications 5




Monitoring: PDCA cycle

Monitoring

!

Quality Insight, feedback Quality
Improvement benchmarking ~ Improvement

!

Awareness, training etc




Awareness of monitoring withdrawal time
-> Increase in ADR

2145w 36 %
Pt

5

Endoscopists Endoscopists

unware of aware of

Adenoma detection rate [ %)

eweonallERai s

being monitored  being monitored

Fg.2 Adenoma detection rate (ADR) in the two phases of the study. The
increase in ADR was statistically significant (P< 0.001).




Feeback -> improved ADR -> reduced

PCCRC

Adjusted hazard ratio

HR
95% CI
No. of cancers/

100,000 p-yrs
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No improvement Improvement Improvement Improvement Improvement L
from 1 to 2 fromior2to3 from1-3to 4 from1-4 to 5
1.00 0.90 074 0.64 0.27 0.18
(0.61,1.34) (0.47, 1.16) (0.41, 1.01) (0.12, 0.63) (0.08, 0.56)
25.34 2267 18.86 16.25 7.09 4.4%




Interventions to improve ADR

Audit & tBowel tBowel Withdrawal
Feedback cleansing distension time
Additional Advanced Add on Artificial

training Imaging devices Intelligence




Improved ADR by QI program ->
reduced PCCRC

ORIGINAL ARTICLE: Clinical Endoscopy

Association between improved adenoma detection rates and
interval colorectal cancer rates after a quality :
improvement program °S

Angela Y. Lam, MD,’ Yan Li, MPH, MS,” Dyanna L. Gregory, BS,” Joanne Prinz, RN, BSN,”
Jacqueline O’Reilly, RN, BSN, MBA,” Michael Manka, MBA,” John E. Pandolfino, MD, MSCL~
Rajesh N. Keswani, MD, MS®

San Francisco, California; Chicago, lllinois, USA

Conclusions: We confirmed that iCRC rate is inversely correlated with provider ADR. ADRs increased and iCRC
rates decreased over time, concomitant with a OI program focused on split-dose bowel preparation, quality
metric measurement, provider education, and feedback. iCRC rate measurement should be considered a feasible,
outcomes-driven institutional metric of colonoscopy quality. (Gastrointest Endosc 2020;92:355-64.)




Training & accreditation?

Seddon ..

“..And of course, I'm Corgi registered”
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DOPYS: Direct Observation of Polypectomy
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Basic curriculum UK

Figure 1 Pathway for JAG training and certification in colonoscopy.

* 290% unassisted caecal intubation rate, rectal retroflexion and
polyp retrieval, <10% moderate/severe pain; ** Minimum of two
direct observation of polypectomy skills (DOPyS) demonstrating
competency for each of: cold snare polypectomy, diathermy-assisted
resection of stalked polyps and diathermy-assisted endoscopic mucosal
resection for both Size, Morphology, Site, Access (SMSA) Level 1 and
Level 2 polyps. JETS, JAG Endoscopy Training System.

JAG JAG Pathway for Training and
Certification in Colonoscopy

Joint Advisory Group
on Gl Endoscopy

Entry

Early
training

Later
training

Summative
assessment

Post-
certification

Gastroenterology
Gl surgery

Clinical
Endoscopists

Other Specialties

« Commitment to colonoscopy training and future practice

« Approval from endoscopy training lead, trainer, +/- programme director

« Commitment for delivery of training (either within unit or within regional
networked training / endoscopy academy

) 4

* Register with JETS e-portfolio || Simulation ||« Upload all hands-on
» Begin hands-on training training / procedures to JETS
induction * 1 DOPS every 10
' if available procedures
* 1 DOPyS every list
Colonoscopy basic skills course where polypectomy
attempted
‘ » =1 reflection every
50
» Continued handgrgn + cogpnitive skills training || . Regﬂjls;slppniﬂl
* Polypectomy training W . L
Eligibility Summative
* 2280 logged cases on JETS; 215 last 3 months | process

» Satisfy minimum KPIs set by BSG*
Physically unassisted in 290% (last 3 months)
Tl intubation 260% (in suspected IBD)
Competent in 0% of items in last 5 DOPS
Competent in SMSA 1 and 2 polypectomy**
Minimum of 5 reflections, 25 formative DOPS

* 4x summative
DOPS

* =22 assessors (not by
primary trainer)

* Competentin all
items

¥

Training lead and external JAG assessor verification of JETS e-portfolio data

. 4

Certification JAG certification in colonoscopy

=100 procedures in first year, with caseload and list size vetting
Named individual for support, performance monitoring and review

Access to mentored lists




Accreditation of endoscopists for FIT- —
program

® Endoscopists must be medical specialists

® Perform =200 colonoscopies/year, life-time 500
* Quality-parameters 100 consecutive colonoscopies in own practice
* E-learning plus exam

* Hands-on exam of 2 colonoscopies & videos of 2 polypectomies, evaluated by
DOPS and DOPyS

® Yearly monitoring of endoscopists and centers

(g



Quality in colonoscopy

* Crucial for optimal benefit and cost-effectiveness in CRC screening

* Many tools available to support training and measure competence: semi-
objective for guidance, objective quality indicators

* Worldwide implementation is challenging

* And not a one-size-fits-all..




New: WEO CRC SC Taskforce on _
Colonoscopy quality assurance in screening
and survelillance

e Taskforce: group of experts in field of colonoscopy quality from around the world
® | ed by Uri Ladabaum, Han-Mo Chiu and Evelien Dekker

¢ Aim: dissemination of best-practices worldwide to support regional/national screening (and
surveillance) programs to achieve high-quality colonoscopy services




First ideas — open for suggestions!

® Tnventorize what is already being done and possibly available around the world on

o monitoring
. auditing
. training & accreditation

¢ \Which minimal dataset and which quality parameter for colonoscopy?

e How to implement standard reporting, monitoring & auditing, set minimal standards,
provide feedback, implement quality improvement programs etc etc

R




We look forward to your ideas and
suggestions — feel free!




(€ WEO

World Endoscopy
Organization
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