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ORIGINAL ARTICLE

Quality of colonoscopy in an organised colorectal
cancer screening programme with immunochemical
faecal occult blood test: the EQuIPE study
(Evaluating Quality Indicators of the Performance

of Endoscapy)
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Quality of colonoscopy was adequate, with the adenoma detection and caecal intubation rates being 45% and 93%, respectively. There was substantial variation among the endoscopists in both indicators. This variation
was explained by at least three levels of Predictors, namely at per-patient, per-endoscopist and per-centre levels. » Gastroenterology specialty, sedation and the availability of screening-dedicated sessions were
associated with the adenoma detection rate. Sedation, the availability of screening dedicated sessions and the volume of screening colonoscopies were associated with the caecal intubation rate. » Policies addressing
organisational issues, such as sedation, the availability of screening sessions and endoscopist retraining are likely to improve the overall quality of colonoscopy in this setting
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Initiatives to increase colonoscopy capacity - is there an impact
on polyp detection? A UK National Endoscopy Database

analysis
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Background To address mismatch between routine
endoscopy capacity and demand, centers often implement
initiatives to increase capacity, such as weekend working or
using locums/agency staff (insourcing). However, there are
concerns that such initiatives may negatively impact quali-
ty. We investigated polyp detection for weekend vs. week-
day and insourced vs. standard procedures using data from
the UK National Endoscopy Database.

Methods We conducted a national, retrospective, cross-
sectional study of diagnostic colonoscopies performed dur-
ing 01/01-04/04/2019. The primary outcome was mean
number of polyps (MNP) and the secondary outcome was
polyp detection rate (PDR}). Multi-level mixed-effect regres-
sion, fitting endoscopist as a random effect, was used to ex-
amine associations between procedure day (weekend/
weekday) and type (insourced/standard) and these out-
comes, adjusting for patient age, sex, and indication.

Results 92879 colonoscopies (weekends: 19977 [21.5%];
insourced: 9909 [10.7 %]) were performed by 2496 endos-
copists. For weekend colonoscopies, patients were less of-
ten male or undergoing screening-related procedures; for
insourced colonoscopies, patients were younger and less
often undergoing screening-related procedures (all P<
0.05). Fully adjusted MNP was significantly lower for week-
end vs. weekday (incidence rate ratio [IRR] 0.86 [95%Cl
0.83-0.89]) and for insourced vs. standard procedures (IRR
0.91 [95%CI 0.87-0.95]). MNP was highest for weekday
standard procedures and lowest for weekend insourced
procedures; there was no interaction between procedure
day and type. Similar associations were found for PDR.

Conclusions Strategies to increase colonoscopy capacity
may negatively impact polyp detection and should be mon-
itored for quality. Reasons for this unwarranted variation re-
quire investigation.




©®

OPEN ACCESS

FMOEC]
(CompreHENSIVE
Centre

Cancer

Endoscopy

Guideline review

JAG consensus statements for
training and certification
in colonoscopy
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Marietta lacucci,>*® Siwan Thomas-Gibson ©,%>*? Christopher Wells,*
Aravinth Murugananthan,>*' On behalf of the Joint Advisory Group on
Gastrointestinal Endoscopy (JAG)



Definire la

competence

1.1: Competence in colonoscopy is defined as
the ability to perform colonoscopy, including all
relevant peri-procedural and post-procedural aspects
consistent with current BSG colonoscopy best practice
standards and guidelines

Evidence: Very low; Recommendation: Strong;
Agreement: 100%

Competence in endoscopy may be defined as the
ability to independently carry out procedures in a safe
and effective manner, and across a spectrum of case
difficulties and case contexts. For colonoscopy, this
should cover the necessary periprocedural and post-
procedural aspects according to national standards,
set by the JAG," the BSG and the ACPGBI.* The UK
standards for colonoscopy published in 2016 contain
guidance on the minimum key performance indicators
(KPIs) required for competent colonoscopy.’ Guidance
tor tattoo placement and biopsies for chronic diar-
rhoea should be followed. On review by the working
group, KPIs appropriate to reflect trainees’ pertor-
mance summarised in table 2.
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Quality indicator Minimal Aspirational

standard target (where (Conpreensive
Centre

(where exists)  applicable)

Cancer

For individual operators
Number of procedures per year 100 150
(Including those directly supervising a trainee within the room)

=== Digital rectal examination 100%
Unadjusted caecal intubation rate™® 90% 95%
Terminal ileal intubation rate in % (for information only)
Polyp detection rate®* 15% 20%
Polyp retrieval rate 90%
Withdrawal time 6 minutes 10 minutes
Rectal retroversion rate 90%
Comfort score*** <10%

moderate or

Standards e

Median dose (Age <70) Midazolam <5mg
Median dose (Age <70) Pethidine <50mg
Median dose (Age <70) Fentanyl <100mcg
Median dose (Age >70) Midazolam <2mg
Median dose (Age =70) Pethidine <25mg
Median dose (Age >70) Fentanyl <50mcg
Greater than recommended dose of sedation 0

Unsedated procedures in %
(For interpretation of other results only)

For the whale service

Bowel preparation adequate or above for each different regime 90% 95%
*kEFE

Numero minimo di colonscopie in autonomia per ESGE: 280



Trainee

Table 2 Trainee-relevant key performance indicators (KPIs)
in colonoscopy (extrapolated from the UK quality standards
document by Rees et al)’

KPIs Minimal standards
Unassisted caecal intubation rate (CIR) >90%

Rectal retroversion >90%

Adenoma detection rate* >15%

Polyp retrieval rate >90%

Patient's comfort <10% mod-severe discomfort

This excludes KPIs which may be primarily influenced by the trainer, for
example, sedation doses, withdrawal time, adenoma detection rate.
*Polyp detection rate may be used as a substitute.
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JAG JAG Pathway for Training and oz
s Certification in Colonoscopy (Coneregens

Cancer
on Gl Endoscopy

Gastroenterology Clinical

Gl surgery Endoscopists Other Specialties

= Commitment to colonoscopy training and future practice

Entry * 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
Early ' if available procedures
+ 1 DOPyS every list
training | Colonescopy basic skills course wherepypowpercym“-,y
attempted
‘ + =1 reflection every
50
* Continued hand_s-_on + cognitive skills training || , Reg;? Iie:'sappmlsal
Later * Polypectomy training with trainer

training "

Eligibility Summative

* =280 logged cases on JETS; 215 last 3 months process

* Satisfy minimum KPls set by BSG* « dx summative

* Physically unassisted in 290% (last 3 rmonths) DOPS
Summative |- TI inmbaﬁop 260% (in SUSEECtEd IBD) + =2 assessors (not by
assessment |° Competent in 20% of items in last 5 DOPS primary trainer)

*+ Competent in SMSA 1 and 2 polypectomy*™ « Competentin all

* Minimurm of 5 reflections, 25 formative DOPS itermns

¥

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

¥

cetrc JAG certification in colonoscopy

2100 procedures in first year, with caseload and list size vetting
Post- Mamed individual for supponr, performance monitoring and review
certification | Accessto mentored lists
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1.3: Competence in colonoscopy requires the ability
to recognise normal findings, describe and document
abnormal findings and take appropriate action.

Evidence: Very Low; Recommendation: Strong;
Agreement: 100%

1.5: Competence in colonoscopy includes the
ability to identify and manage immediate and late
complications of the procedure demonstrating
effective clinical, endoscopic and non-technical skills
(ENTS) to coordinate subsequent action.

Evidence: Low; Recommendation: Strong; Agreement:
100%

1.7: Competence in polypectomy should be based on
achieving all competencies defined in the DOPyS form
rather than a set minimum number of procedures.

Evidence: Very low; Recommendation: Strong;
Agreement: 96%

1.9: Endoscopists should be able to competently
document polyps using the Paris classification.

Evidence: Low; Recommendation: Strong; Agreement:
100%

1.4: Competent endoscopists in colonoscopy should be
able to demonstrate endoscopic non-technical skills
(ENTS) as defined in DOPS and DOPYyS.

Evidence: Low; Recommendation: Strong; Agreement:
100%

1.6: Competent endoscopists should be able to
recognise the adequacy of the endoscopic procedure
performed and recommend subsequent action.

Evidence: Very low; Recommendation: Strong;
Agreement: 100%

1.8: Competent endoscopists should be able to define
the difficulty level of polypectomy using the SMSA
scoring system.

Evidence: Low; Recommendation: Strong; Agreement:
96%

1.10: Endoscopists should competently use at least
one validated optical diagnosis system to classify and
document polyps.

Evidence: Moderate; Recommendation: Strong;
Agreement: 100%
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Competenze cognitive,
interpersonali e sociali che
consistono soprattutto di
capacita di comunicazione,
di lavoro di squadra, di
consapevolezza
situazionale, di leadership,
di capacita di giudizio e di
prendere decisioni

Endoscopic

Non
Technical

Skill

Performance measures for the SACRED team-centered approach
to advanced gastrointestinal endoscopy: European Society of
Gastrointestinal Endoscopy (ESGE) Quality Improvement Initiative



FMOEC]
(CompreHENSIVE
Centre

Cancer

Table 1
SMSA sconng system.
Benchmarks Points
/ Size <lcm 1
. . y - 1-19cm 3
(Application of SMSA (N 2 29¢m 5
. : (N 3-39¢m 7
divides complexity of . E
polypectomy into four Marphology Pedunculated 1
Sessi 2
levels: level 1 (4—5), | Flat 3
= = ‘ i Left 1
level 2 (6-8), level 3 (9 site et !
12), and level 4 (>12). P Easy ,
Difficult 3

Level 1: 4-5 points. Level 2: 6-9 points. Level 3: 10-12 points. Level 4: =12 points.
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1.11: Endoscopists in colonoscopy should be
competent to perform safe and effective polypectomy
of SMSA level 2 polyps as a minimum.

Evidence: Low; Recommendation: Strong; Agreement:
100%

1.12: Endoscopists must be able to competently
demonstrate safe and appropriate use of diathermy
relevant to polypectomy.

Evidence: Low; Recommendation: Strong; Agreement:
100%

1.13: Endoscopists should be able to competently
manage post-polypectomy perforation and bleeding
using endoscopic clips and at least one other method
of haemostasis while demonstrating relevant ENTS.

Evidence: Low; Recommendation: Strong; Agreement:
100%
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Recommendation statement

Level of evidence

"4 0ECI

Strength (COMPREHENSIVE
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2.2
2.3
2.4
2.5

2.6

2.7

2.8

2.9

Lower Gl endoscopy training should take place in a unit that maintains its training environment to JAG
standards.

Colonoscopy trainers should meet colonoscopy standards as defined by JAG GRS and BSG quality standards.
The training programme should include opportunities to gain experience and competencies in ENTS.
Trainees in colonoscopy should attend a JAG approved Basic Skills in Colonoscopy course during training.

Lower Gl endoscopy trainees should apply for a JAG approved basic skills course at the start of LG
endoscopy training and attend this within their first 70 procedures.

Virtual reality simulation training for endoscopic technical skills is encouraged in conjunction with
conventional endoscopy training to enhance development of early endoscopic technical skills. Trainee
simulator-based training should be directly supported by appropriately skilled trainers/supervisors.

Training in polypectomy should start early during basic colonoscopy training and continue in parallel with
this.

Attendance at a hands on (tissue/tissue-like) model endoscopy course with exposure to differing polyp
resection technigues, submucosal injection techniques, haemostatic therapy and tattooing is encouraged.

Polypectomy training should include skills acquisition in cold snare, hot snare and basic lift assisted
polypectomy to a minimum of SMSA level 2.

Trainees should receive training in Paris polyp classification and validated optical diagnosis systems. When
available, supportive web-based training tools should be used and any relevant modules completed prior to
the basic skills course.

Very low

Low
Low
Low
Low

Moderate

Very low
Very low
Low

Moderate

Weak

Strong
Strong
Strong
Strong

Strong

Strong
Strong
Strong

Strong
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Level of evidence
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Strength

2.18
2.19

2.20

Appropriate discussion and reflection related to polyp classification and management should eccur
throughout training.

All parameters described in DOPS/DOPYS should be included during skills training.

Water-assisted insertion technigues may improve patient comfort levels and technical success, and should
form part of training in colonoscopy.

Where available, magnetic endoscopic imaging should be used for colonoscopy training and should be
preferentially used for training lists.

A trainee should undertake a minimum of 280 colonoscopy procedures to be eligible for summative
assessment in colonoscopy.

Trainees who held JAG certification in flexible sigmoidoscopy should have a minimum of 200 lifetime
colonoscopy procedures to be eligible for summative assessment in colonoscopy.

A trainee should have a minimum number of dedicated training lists as defined by the JAG training
standards.

It is recommended that a trainee should receive a minimum of one DOPS per training list.

It is recommended that a minimum of one DOPyS should be completed for every training list where a
polypectomy has been attempted by a trainee.

Trainees must complete a reflection tool on JETS every 50 procedures. This forms a framewark for meetings
with their endoscopy supervisor every 6 months or less.

Very low

Very low
Low

Low
Low

Very low

Low

Low
Low

Low

Strong

Strong
Weak

Weak
Strong

Strong

Strong

Weak
Weak

Strong
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Recommendation statement Level of evidence  Strength
3.1 DOPS should be used as the competency assessment tool in lower gastrointestinal endoscopy. Low Strong
3.2 Each formative DOPS should be performed on a single pre-selected case. Low Strong
3.3 The last 5 DOPS prior to summative assessment must be rated competent without supervision in>90% of all Low Strong
itens, with none requiring maximal or significant supervision.
3.4 DOPyS should be used as the polypectomy competency assessment tool for both technical and non-technical Low Strong
skills.
3.5 For competence at SMSA Level 1 polypectomy, a minimum of 2 SMSA Level 1 DOPYS should be competently Very low Strong
performed using the following methods: cold snare polypectomy, diathermy-assisted resection of stalked
polyps and diathermy-assisted EMR. The last 4 DOPyS (Level 1) should score ‘competent for independent
practice’ in all items.
3.6 For competence at SMSA Level 2 polypectomy, a minimum of 2 SMSA Level 2 DOPyS should be competently Very low Strong
performed for each of the following methods: cold snare polypectomy, diathermy-assisted resection
of stalked polyps and diathermy-assisted EMR. The last 4 DOPyS (level 2) should score ‘competent for
independent practice’ in all items,
3.7 Eligibility for summative assessment in colonoscopy may be triggered once the following are met: Low Strong
1. Meeting criteria for BSG standards for competence in colonoscopy relevant to trainees—averaged
over a 3-month period (ie, unassisted caecal intubation rate 90%-+, rectal retroversion 90%-+, polyp
detection rate 15%-+, polyp retrieval rate 90%+, patient comfort: <10% with moderate-severe
discomfort)
2. Attaining minimum colonoscopy procedure count of 280 (200 if certified in flexible sigmoidoscopy)
3. Have performed at least 15 procedures over the last 3-month period
4. Attendance of JAG Basic Skills in Colonoscopy course
5. Terminal lleum intubation rates (60%+ in suspected IBD)
6. Meeting formative DOPS and DOPYS requirements
— Minimum of 25 formative DOPS
— Last 5 DOPS rated competent without supervision for 90%+ of all items
— Evidence of competency in SMSA level 1 polypectomy
— Evidence of competence in SMSA level 2 polypectomy
7. Evidence of engagement with the JETS reflection tool (minimum of 5 reflection entries)
3.8 For successful completion of the summative DOPS assessment, the trainee should be rated as ‘ready for Low Strong

independent practice’ in all items within four DOPS by a minimum of two different assessors who are not
the trainee’s usual trainer.
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4.1: Newly certified endoscopists should have access
to a named individual and meet on a regular basis to
discuss cases and to review progress.

Evidence: Very Low; Recommendation: Strong;
Agreement: 96%

4.2: Endoscopy departments should have systems in
place to ensure appropriate list size and case load
selection for newly certified endoscopists.

Evidence: Very Low; Recommendation: Strong;
Agreement: 96%

4.3: Certified endoscopists should perform at least 100
procedures a year to maintain competence.

Evidence: Very Low; Recommendation: Strong;
Agreement: 100%

4.4: Certified endoscopists should have access to
mentored lists.
Evidence: Low; Recommendation: Strong; Agreement:

91%
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* Training in basic gastrointestinal procedures

(ESGE+ESGENA, 2023)

- SIED-GISCOR recommendations for colonoscopy in screening

(DLD2024)

* Endoscopic submucosal dissection technique and technology

(ESGE 2024)

* Colorectal polypectomy and endoscopic mucosal resection

(ESGE 2024)



Under

Performers

Joint Advisory Group
on Gl Endoscopy

Royal College
of Physicians

A framework for managing
underperformance and
supporting endoscopists —

a JAG perspective

Table 1: Framework for identifying and managing underperformance in endoscopy.

Endoscopic
(technical)
skills

Identifying underperformance

e National data collection
(ERS, BCS, NED)

s Local expectation to audit
against KPls as part of
GRS

*  ‘Good Medical Practice’
placing responsibility on
the individual to self-
audit and use CPD to
ensure persoenal
development as part of
PDP

s Endoscopy governance

e Self-reporting

Managing underperformance
» \erify issue and communicate concerns.
e Risk stratification (based on severity and
chronicity of underperformance)
e Low: Inform and re-evaluate
» Woderate: Mentorship, internal suppaort,
reducing list size and not allowing the
individual to train others so that they focus
on their own performance. PDP to identify
learning needs and agree support model
with their appraiser or mentor
o Severe: Peer-review of technical skills;
review privileges for independent
endoscopy.
e Mentorship in screening (with a cohort trained
through SAAS).
o Attendance at upskilling courses; formal
evaluation using DOPS assessments.

la0EC]
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Health

e Self-reporting and
appraisal as routes to
identify concerns

e Occupational health, eg ergonomics review /
engagement with GP / use of external resources
eg NHS Practitioner Health Programme.

s For those with lack of insight, this would sit
under the medical director’s office who would
provide support, or with a director of nursing.

Behaviours | e Peer-feedback as part of * Would sit within the professional conduct
revalidation for doctors framewaork, hence could be managed:
and nurses ¢ locally by a QA lead
e |ndividual concerns raised e within a directorate or division to provide
by staff members or externality and appropriately trained
patients individuals to support
e Endoscopy governance « medical director’s office through the
e Self-reporting Maintaining High Professional Standards
Framework, depending on severity,
chronicity.

e Core to the approach is appropriate data
collection (MSF / 360), supported discussions
and reflection, simulation based training and
access to external programmes, with the use of
a formal process of conduct anly in very
extreme cases, with a plan for remediation.

e MNon-technical skills training.

Extrinsic e GRS as a measure of e Local and GRS driven systems to define the

whole unit performance

and standard setting

model of a good unit and support / advise on
managing this.

JETS Workfarce programme to upskill
endoscopy assistants and improve unit quality.

Abbreviations: ERS - endoscopy reporting system, NED - National Endoscopy Database, MSF -
Multisource feedback, GRS —global rating scale, QA — quality assurance, SAAS - Screening Assessment
Accreditation System, BCS — Bowel Cancer Screening, CPD — Continuing Professional Development, KPI
—key performance indicator, DOPS - direct observation of procedural skills, PDP — personal

development plan
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Date of procedure

Traines name

Trainer name

Polyp type

Pleana bek appraprine bzs

Polyp site

Difficulty of case

Easy

[ ———

Level of supervision

Complate DOP S farm by
tickirgg baa o mdicate tha
spproprate level of
wmparauon recuired for aach
B balow, Cominuctine
Fosd buince: b g b B dzsal
ansduirg in okl

Maximal
supervision
Separdumr
urderiabes the
mujerily of tha
o diciuons &
dilivary combask
varhial prampts

Diptimisi

Achieves optimal polyp
wviows and position

Determines full extent
of lesion

Adjusts/stabdlises scope
position

Chooses appropriate

| palypectomy technigue

Checks eguipment and
snare chosure prior to
Insertion

Checks approprizte
diathermy setting:

Uses approgriate

Iy tomy techini

Fhoto-documents pre
| and past palypectomy

Commeents

Selects appropriate
snare size

Directs smare accurately
over pobyp head

Correctly selects en-bloc
of piecemeal removal
iy fing on slze

Adwances smare sheath
‘towwards stalk as snare
chased

{1 Royal College
% of Physicians

JAG

Level of supendsion

Maximal
supendsion

Places snare at
appropriate pasition on
the stalk

Mabdises polyp and
applies appropriate
degree of diathermy

Commeenis

Small sesslle g

Adequate suh mucasal
Injection
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Fig. 1. Comparison of adenoma detection rate (ADR), polyp detection rate (PDR), and endoscopists above the ADR 25% threshold here and in the study by Rica et al. from
2013. Error bars represents ADR and PDR ranges among endoscopists.

Testoni, DLD 55 (2023)
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Impact of a scalable training program on the quality of
colonoscopy performance and risk of postcolonoscopy
colorectal cancer
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Richard Contreras, MS," Bruce H. Fireman, MA.,1 Charles P. Quesenberry, PhD'’

L)
=t

Oakland, Walnut Creek, Pasadena, California; Columbus, Ohio; New Brunswick, New Jersey; Dallas, Texas, USA

Volume 98, No. 4 : 2023  GASTROINTESTINAL ENDOSCOPY 609

raining Period
Background and Aims: Endoscopist adenoma detection rates (ADRs) vary widely and are associated with pa-
tients' risk of postcolonoscopy colorectal cancers (PCCRCs). However, few scalable physician-directed interven- F————— 3-year Pre-Training Period
tions demonstrably both improve ADR and reduce PCCRC risk. —— — — — PRI |
R . . R L. 12 1 10 ] B T & 5 4 3 2 1 o o 1 2 3 4 5 L] T & a9 o 112
Methods: Among patients undergoing colonoscopy, we evaluated the influence of a scalable online training on Quarters
individual-level ADRs and PCCRC risk. The intervention was a 30-minute, interactive, online training, developed us-
ing behavior change theory, to address factors that potentially impede detection of adenomas. Analyses included [ #DRFectbackProvides |

interrupted time series analyses for pretraining versus posttraining individual-physician ADR changes (adjusted
for temporal trends) and Cox regression for associations between ADR changes and patients’ PCCRC risk.

Results: Across 21 endoscopy centers and all 86 eligible endoscopists, ADRs increased immediately by an absolute
3.13% (95% confidence interval [CI], 1.31-4.94) in the 3-month quarter after training compared with .58% per quarter
(95% CI, .40-77) and 0.33% per quarter (95% CI, .16-.49) in the 3-year pretraining and posttraining periods, respec-
tively. Posttraining ADR increases were higher among endoscopists with pretraining ADRs below the median. Among
146,780 posttraining colonoscopies (all indications), each 1% absolute increase in screening ADR postiraining was

TABLE 2. Endoscopist ADR changes by training period and median pretraining ADR

associated with a 4% decrease in their patients’ PCCRC risk (hazard ratio, .96; 95% CI, .93-99). An ADR increase Saysar] pestralning] pariod et ning el i
of =210% versus <1% was associated with a 55% reduced risk of PCCRC (hazard ratio, .45; 95% CI, .24-.82). Bl G L G Bl Al G e Ll s Gk i e
Endoscopists per quarter (95% Cl) per quarter (95% Cl) per quarter (95% CI)
Conclusions: A scalable, online behavior change training intervention focused on modifiable factors was associated with All endoscopists, n = 86 58 (40 to .77) 313 (131 to 4.94) 33 (16 to 49)
significant and sustained improvements in ADR, particularly among endoscopists with lower ADRs. These ADR changes Lower ADR endoscopists, n = 43 43 (19 to 67) 4.89 (2.42 to 7.36) 27 (18 1o 51)
were associated with substantial reductions in their patients’ risk of PCCRC. (Gastrointest Endosc 2023;98:609-17.) Higher ADR endoscopists, n = 43 80 (54 to 1.06) 73 (-1.71 t0 3.17) 40 (18 to 63)

21 - TABLE 3. Adjusted hazard ratios for the associations between change in pretraining versus posttraining endoscopist ADR and risk of PCCRC in
the 3-year posttraining period, for all endoscopists and stratified according to change in ADR
= T | Cancer-negative Adjusted hazard
% Absolute ADR change colonoscopies, n PCCRC cases, n Person-years Crude cancer rate® ratio (95% Cl)
[u] L
E 0.5 1 Per 1% (all endoscopists) 146,786 a7 413,581 235 86 (.93-99)
é 1 <1% 24,750 22 69,677 36 1.00 (referent)
§ 0.25 - 1.0-4.9% 30,648 30 86,457 347 1.00 (57-1.77)
5.0-9.9% 44,032 25 124,185 201 58 (32-1.04)
0.125 : - - ) =10% 47,356 20 133,261 15.0 45 (24-82)

<1% 1.0-4.9% 5.0-9.9% =10%

Absolute change in ADR
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Nationally Automated Colonoscopy Performance Feedback @Qﬂ'ﬁfﬂi‘“
Increases Polyp Detection: The NED APRIQOT Randomized
Controlled Trial

Jamie Catlow,' Linda Sharp,” Janelle Wagnild,” Liya Lu,”

Rashmi Bhardwaj-Gosling,”* Emmanuel Ogundimu,® Adetayo Kasim,®
Matthew Brookes,”° Thomas Lee,” Stephen McCarthy,” Joanne Gray,”
Falko Sniehotta,” Roland Valori,'” Claire Westwood,'" Richard McNally,”
Josephine Ruwende,’? Simon Sinclair,’" Jill Deane,’’ NED APRIQOT Trialists
Group, and Matt Rutter’”

The intervention non-significantly
increased endoscopist case-mix
adjusted polyp detection,
significantly increased

polyp detection rate
and unadjusted
mean polyp
detection.

Evidence

/process was
’ feasible and
scalable.

Engaged endoscopists
benefitted most. Future

work should explore
improving engagement.

NED-APRIQOT, a cluster-controlled
randomized trial of evidence-based
theory-informed automated performance
reports in 36 centres (541 endoscopists,

>70000 procedures). Clinical Gastroenterology

and Hepatology

Although our automated feedback intervention did not increase aMNP significantly in the
intervention period, MNP and polyp detection rate did improve significantly. Engaged endo-
scopists benefited most and improvements were not maintained postintervention; future work
should address engagement in feedback and consider the effectiveness of continuous feedback.



“40ECI

COMPREHENSIVE

Cancer Centre




FMOEC]
(CompreHENSIVE
Cancer Centre

*Definire il percorso operativo
RER, 2025 *Misurare le competence (automatica?)
Impostare un programmma di retraining

-Valutare gli esiti

*Agire prospetticamente per la
manutenzione della competence e peril

training dei nuovi ingressi

Certificazione?
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