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Quality in screening colonoscopy: position statement
of the European Society of Gastrointestinal Endoscopy
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Mzny @muntries in Furope are now introducing
sereening fir mloredsl cneer | 1). This consider-
able invetment adds o national econamic bur-
dens and must be sudited ta that it

Methodology
v
The Funopesn Society of Gastraintestinal Endos-

aopy (ESCE) commistioned this Pasition Stake-
ment. A small working group wa comensd,

isaat-eledive, well-Larg aed and alhigh quality.
Spending more money, having mare dociors, ad-
mitling mare paients ar having 2 nearby “cenler
of exedlene” does nol nacesarily result in im-
proved ol mes.

The provision alhealthcane servioss i mostellec
tive when deivensd in an arganized and mandi-
nated way |2 Ad hoe screening lor breast and
cervical eander has been shewn i beles elident
and poorer value for money compared with
sareening deliversd by an organired cancer
sereening program |3- 12

The Internatianal Agency far Reseanch an Cancer
defines an arganiesd cander wreening pugram
25 having: (i) an explicit policy with deflined
methads including screening imervals (i) a

with rep tion fram laly, France, the UK.
Scitzerland, Egypl and Germany. The develap-
ment proess for this document induded online
disssions among members of the entire cam-
mittes during 2009 and 2010.

Alliterature search wars carried outan the Medline
and Cochrane databases Antiches were firsl sdec
e by Gitle; their rdevance was then canfirmed
Ty review al the mmes rnding st s and pub-
Tications wi th cantent that was ansidensd irmele-
vant were excluded Additional anticles werne
identified by manually searching the reference
Tists of retrieved papers The evidencewss notfir-
mially g raded_

Searches were re-runin Decenber 2010

The recommend.atians. are relevant to individuals
and insfitgions involved in @loredal ancer
1o emsure that sereeness have sees

clearly defined target papulstion; (i)

ment team for implementation and B monitar
uptake; (iv) a clinical healthare ean o dedde
an dinical matters; (v) 2 detsiled quality asur-
anee pragram; and (vi) 2 methed far identilying
cancer accurrence and desth in bath the Largel
and the hackground papul sions |13

Until recendy. the anly method af screening
which had been tested in randam tred pres pective
studies wa the gusise lecal occull blood best
(FOET) |14~ 18] This screening methad is there-
Tare the anly ane that i reammmended by he Fu-
ropean Union |18 Several Europesn countries
nerve hawe 2 FOBT b ed o rganized sreening o
gramin place (Finlene Franee Iishy, Crech Repub-
lic, and the Unived Kingdom) and further aun-
ries are panning o intraduce such 3 program.
Several tisk of Nexible sigmoidoscapy have
been recendy reparted ar ane due to repon soon
|20-22)

1o swcresning with amnsisently reproducdtie high
standards.
It & emphasized that this document doss naloan-
sider the respective advantages of dilferent
i dalities ar quality (L]
items related o Nexible sigmaidoseopy. In sdedi-
tian, this doaument does ol advise on QA isues
autside the direct remil af screening calmesa py,
such a% benchmarking the screening uptake, an-
erage. compliance, or timeliness ol the screening
service. Rnally, this decument does nol address
how sere eners should be trained and aceredied
Far 2 camplele review al the merits af dilferent
methads ol screening ko aloredal cancer we re-
fer Lo the recent guideline produced by the Euro-
pean Usian [23). This guideline a5 discusses the
impaat af different screening methodologies an
endoscapic, histalagical radiolagical surgical
anel ancalagical serviees.

Rurmisacen Bot al Qualtyin soreaning . Endancepy 2002 44: 957963

QUALITY INDICATORS FOR
GI ENDOSCOPIC PROCEDURES

Quality indicators for colonoscopy

Colonoscopy is widely used for the disgnosis and trear-
ment of colon disorders. Properly performed, colonos.
copy is generally safe, accurate, and  well-tolerated.
Visualization of the mucosa of the entire large intestine
and distal terminal ileum usually is possible during colo-
noscopy, Polyps can be removed during  colonoscopy,
thereby reducing the risk of colon cancer. Colonoscopy
is the preferred method to evaluate the colon in most
adult patients with large-bowel symptoms, iron deficiency
anemia, abnormal results on radiographic swdies of the
colon, positive  results on colorectal cancer  (CRC)
screening tests, post-polypectomy and post-cancer resec
tion surveillance, and diagnosis and surveillance in inflame
matory bowel discase. In addition, colonoscopy is the
most commonly used CRC screening test in the United
States,' Based on 2010 dats, over 3.3 million outpaticnt
coloncscopies e performed annually in the United
States, with screening and polyp sunveillance accounting
for half of indications.”

Optimal effectivenessof colonoscopy depends on patient
acceptance of the procedure, which depends mostly on
acceptance of the bowel preparation.” Preparationquality af
fects the completeness of examination, procedure duration,
and the: need 1o cancel or repeat procedures ar eardier dares
than woulkl otherwise be needed. " Ineffective preparation
4 major contributor to costs,” Meticulous Impcuknf Tand
longer withdrawal times™ ' are associated with higher ade-
noma detection rates (ADR). A high ADR is essential o
rendering recommended intervals'’ between screening
and sunwillance examinations safe,'" ' Optimal wechnique
s needed to ensure a high probability of detecting dysplasia

when present in inflammatory bowel disease.” ' Finally,

lesions that are endoscopically subtle or difficult o re-
move, such as sessile serrated polyps and flar andior
depressed adenomas, and differences in tumorigenesis
between  right-sided and  left-sided  cancess. Improving
prevention of right-sided colon cincer is a major goal
of colonoscopy quality programs.

Five studics have establishad that gastroenterologists
are more ceffective than surgeons o prinmary care physi-
cians at preventing CRC by colonoscopy.™ = This most
likely reflects higher rates of complete examinations (ie,
cecal intubation) ™ and higher rates of adenoma detection
among gastroenterologists, ' All endoscopists perform-
ing colonoscopy should measure the quality of their colo-
noscopy. Institutions where endoscopists from multiple
specialties are practicing shoulkd reasomably expect all en-
doscopists to partidipate in the progrim and achieve rece
ommended quality benchmarks.

The quality of health care cin be measured by
comparing the performance of an individual or a group
of indlividuals with an ideal or benchmark.”” The panticukir
parameter that is being used for comparson is wrmed a
quality indicator. A quality indicator often is reponted as a
ratio between the incidence of correa performance and
the opportunity for correct performance’ oras the propor-
tion of interventions that achieve a predefined goal.””
Quality indicators can be divided into 3 categories: (1)
structural maasures—these assess characteristics of the
entire health care envimonment (¢g, participation by a
physician or other clinician In systematic dinical database
registry that includes consensus endorsad  quality mea-
sures), (2) process measures—these assess performance
during the delivery of care (¢g, ADR and adequate biopsy



Sledovani kvality kolonoskopie

Screeningovou kolonoskopii podstupuji asymptomaticti jedinci

Endoskopické odstranéni adenomu ma pozitivni vliv na incidenci, mortalitu a
morbiditu KRK

Snizena protekce proti karcinomu v pravém tracniku
Uhrada od poijistoven vazana na vykazovani indikatord kvality

Singh H et al. Gastroenterology. 2010, Brenner H et al. Ann Intern Med. 2011
Burwell, N Engl J Med. 2015,Winawer SJ et al. N Engl J Med 1993;329:1977-81
Rex DK Gastrointest Endosc Clin N Am 2000;10:135-60



Prioritni indikatory kvality

1. ADR
2. Doporucené dispenzarni intervaly
3. Intubace céka s fotodokumentaci

VSeobecné indikatory pro endoskopické vykony

Kolonoskopickeé indikatory: preproceduralni
periproceduralni

postproceduralni



Indikatory preproceduralni
Indikace — spravna a zdokumentovana > 80 %
Informovany souhlas s vysetrenim > 98 %

Spravny dispenzarni interval pro pacienty s IBD > 90 %

Spravny dispenzarni interval — po polypektomii / po resekci karcinomu /
u screeningu = 90%



Dispenzarizace po polypektomii

Bez polypu 10 let
Hyperplasticky levostranny polyp 10 let
1-2 tubularni adenomy <10 mm 5-10 let
3 a vice tubularnich adenom 3 roky
Tubularni adenom 210 mm 3 roky
Vilézni adenom (>25%) 3 roky
Adenom s HGD 3 roky
>10 adenomU <3 roky
Resekce piecemeal 2-3 mésicl
Karcinom 1 rok
Serrated adenom — polypdza 1 rok
Serrated adenom — dysplazie/>10 mm 3 roky

Serrated adenom — bez dysplazie/<10 mm 5 let



Indikatory intraproceduralni

Kvalita strevni pripravy — zdokumentovana (> 98 %) a adekvatni (>85%)
Dosazeni céka s fotodokumentaci (=90 / 95 %)
ADR =225 %

Prohlizeci ¢as 2 6 min, méreni > 98 %

Biopsie u prajma / IBD > 98 %

Spravna endoskopicka Iécba — endoskopicky
pokus o resekci polypt nad 2 cm >98 %




Indikatory postproceduralni

Incidence komplikaci
Perforace < 1:500 pro vSechna vysetreni
Perforace < 1: 1000 pro screening
Krvaceni po polypektomii <1 %

Endoskopicka zastava krvaceni po polypektomii =90 %

Doporuceni dispenzarizace = 90 %



Adenoma detection rate

Zlepseni / udrzeni nad 24 %

J rizika intervalového KRK
OR 0.63

J rizika umrti na KRK
OR 0.52

Kaminski MF et al. N Engl J Med. 2010
Kaminski, DDW 2015
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Adenoma detection rate

A Risk of Interval CRC

No. of CRCs

C Risk of Fatal CRC

No. of Deaths

Adjusted Hazard Ratio

Adjusted Hazard Ratio
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Adenoma detection rate

Nad 20 % (nad 25 % u muzu a 15 % u Zen nad 50 let)

Rex DK at al. Am J Gastroenterol 2002;97:1296-308

V bézné praxi vyssi ADR

864 screeningovych kolonoskopii ADR —-33.7 %
Muzi 41.2 % (p<0.0001)
Zeny 25.4 % (p=0.0003)

Coe SG et al. Gastrointest Endosc 2013;77:631-5



Adenoma detection rate

ADR nad 25 %
nad 20 % u zen

nad 30 % u muzu

Kromeé pohlavi a veku ovlivhuje ADR koureni,
obezita, diabetes mellitus ...

Korekce ADR k témto faktorim v soucasnosti
neni doporucovana

Rex, Gastrointest Endosc 2015



Adenoma detection rate

Manualni vkladani histologie
Cekani na histologii

Mozny ,,one and done” pristup



Polyp detection rate (PDR)

Meéneé Casu i prace, neni nutna histologie
Mozné vyuziti pri ,resect and discard” strategii

Muzi: ADR 25 % koreluje s PDR 36.7 %
Zeny: ADR 15 % koreluje s PDR 26.7 %

Vliv PDR na incidenci intervalového KRK

Baxter N. et al. Gastroenterology. 2011, Lieberman D et. al. Gl Endoscopy. 2015
Kessler WR et al. Endoscopy 2011,;43:683-691

Rembacken B et al. Endoscopy 2012;44:957-968

Williams et al. Gl endoscopy 2012



Adenoma per colonoscopy (APC)

Zohlednuje kvalitu inspekce celého streva
Vice diferencuje jednotlivé endoskopisty

Zatim nejslibnéjsi alternativa ADR
Nejsou stanoveny doporucené hodnoty

Rex, Gastrointest Endosc 2015
Barclay LR et al. N Engl J Med. 2006



Colonoscopy gquality indicator (CQl)

Kombinace ADR a intubace céka

50K - Colonoscopy quality indicator
Srovnavani jednotlivych instituci
40% — Improve CIR :
. : ® o
Belderbos Tim DG et al. Endoscopy 2015 < ; @
o f ®
: I
Improve CIR and /\DRE Improve ADR .
20% r T
85% 90% 95%

CR



Adekvatni resekcni technika

Forceps removal rate FRR 25 mm

Bioptické klesté
polypy < 5 mm
Cold snare
polypy 25 mm

Steele JR et al. Endoscopy 2012

Editorial

Show me how you remove small polyps
and I'’ll tell you who you are

Institutions

Jaroslaw Regula’-?, Anna Pietrzak’-*

! Department of Gastroenterological Oncology, The Maria Sklodowska-Curie Memorial Cancer Centre and Institute
of Oncology, Warsaw, Poland

? Department of Gastroenterology and Hepatology, Medical Center for Postgraduate Education, Warsaw, Poland



Adekvatni resekcni technika

128 969 screeningovych kolonoskopii v Rakousku, 278 endoskopickych
jednotek:

PDR 39.6 %, 95.6 % polypu resekovano
46 % polypu =2 5 mm resekovano bioptickymi klestémi

FRR =25 mm korelovalo s ADR (p=0.0007) i s procentem dosazeni céka
(p=0.0001)

Britto-Arias Martha et al. Endoscopy 2015



Sledovani kvality

Tvorba pocitacovych programl umoznujicich sledovani kvality
van Doorn SC et al. Endoscopy. 2014

Beskydské Gastrocentrum: Tabulka Excel
Udaje o pacientovi (pohlavi, vék, medikace)
Vysetrujici kolonoskopista

Udaje o vysetfeni (typ vysetieni, indikace, dosaZeni céka, intubace ilea,
pocCet nalezenych |ézi)

Zaznam komplikaci
Histologické vysetreni



Sledovani kvality kolonoskopie

ADR
Procento dosazeni céeka

Komplikace



/avery

Sledovani kvality je nedilnou soucasti endoskopické prace

Zvyseni limitu ADR na 25 %

Zlepseni ADR ma vliv na incidenci i mortalitu kolorektalniho karcinomu

Zahrnuti adekvatni resekéni techniky do sledovanych parametru



