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European guidelines for quality assurance in
CRC screening. IARC (in press)
Ed. J. Patnick, N Segnan, L. Von Karsa

Colonoscopy is often not perfect

« Before (referral practices, consent,
anticoagulants, bowel prep quality)
* During (sedation, technique, difficult polyps,
safety issues)
« After (recovery, post-procedure questionnaire,
surveillance recommendations)

Competence levels Quality parameters
* 0 — taking biopsies; no polypectomy
* 1 —removal of polyps <1cm » caecal intubation rate
« 2 — removal of polyps <2,5cm » adenoma detection rate (15%F, 25% M)

« 3 — removal of flat lesions <2cm, large sessile * bowel prep quality (to see polyps 5 mm)
lesions * photodocumentation of caecum
» 4 — removal of large sessile lesions and and other - mean withdrawal time without polypectomy
lesions , that can also be treated surgically - adverse events (24 hours — 30 days)
European guidelines for quality assurance in

g ” i L3 i inal Ef 2007,65:757
colorectal cancer screening. IARC (in press) Lieberman D et al.: Gastrointestinal Endoscopy 2007;65:75
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Flat adenoma detection rate? Sessile serrated lesion detection rate?

Endoscopic features of serrated lesions ADR and Polypectomy Rate (?)

=08, p<0.001

- difficult to see
- flat
- covered with brown mucus difficult to wash off
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- pitt pattern suggestive of hyperplastic
- looks hyperplastic or adenomatous

Male Polypectomy Rate (%)

Williams JE et al. Gastrointest Endosc 2010; (epub)

ADR and Polypectomy Rate (?) Adenoma detection rate

<088, p £0.004

- needs histology to be calculated

- includes all (also small, irrelevant) adenomas
but

- based on hard data (histology)

Female Adenoma Detection Rate (%)

s - measures precision of inspection of the whole
Female Polypectomy Rate (%) |al’ge bOWB| mucosa
Williams JE et al. Gastrointest Endosc 2010; (epub)




Building the future of Endoscopy
BSGIE Annual Meeting
Brussels — January, 29 2011

coy (%) @ @ searcn £ &) | T seect G P @ - [1] 11| © [150% |- @ [0 @nen- ' Adol

New Engl J Med. 2006; 355, 1863

The NEW ENGLAND JOURNAL of MEDICINE

Colonoscopy in Colorectal-Cancer Screening
for Detection of Advanced Neoplasia

Maj M.D., )
Marek P. Nowacki, M.D

ABSTRACT

BACKGROUND
Recommendations for colorectal-cancer screening are based solely on age and fam- o
ily history of cancer, not sex. )

METHODS
We performed a cross-sectional analysis of the data from a large colonoscopy-based 1P
screening program that included 50,148 participants who were 40 t0 66 Years 0Fage. ¢ neer (v.oNy, Maria SKiodowske-curie
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ADR improvement with
monitoring only

Kaminski MF et al. Gastrointest Endosc 2009;69(5):AB215

Caecal intubation rate improvement
(5 centers; 5 years; 24,520 colonoscopies)
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Adenoma detection rate variation
(126 endoscopists; 46,032 colonoscopies)

[36.8%
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Cecal intubation rate in large studies

* Bowles et al. 04’ — UK 76,9%
¢ Aslinia et al. 06’ — USA 85.1%
*Shah etal. 077 - Canada 86.9%
* Regula et al. 06’- Poland 91.1%

Target

> 90% for routine colonoscopies
> 95% for screening colonoscopies

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Quality Indicators for Colonoscopy
and the Risk of Interval Cancer

Michal F. Kaminski, M.D., Jaroslaw Regula, M.D., Ewa Kraszewska, M.Sc.,
Marcin Polkowski, M.D., Urszula Wojciechowska, M.D., Joanna Didkowska, M.D.,

Maria Zwierko, M.D., Maciej Rupinski, M.D., Marek P. Nowacki, M.D.,
and Eugeniusz Butruk, M.D.

N Engl J Med, 2010; 362: 1995-803
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Risk factors for interval CRC

Variables in the model*

Screenee’s age — yr
40-49
50 — 54
55— 59
60 — 66

P value
(LR test)

Hazard Ratio
[95% CI]

1
6.5[0.8, 52.8]
6.4[0.8, 52.8]

13.4[1.7,105.7]

P value

Endoscopist’'s ADR
220%
15.0-19.9%
11.0-14.9%
<11.0%

1
10.9[1.4, 87.0]
10.8[1.4-85.1]
12.5[1.5-103.4]

Characteristics of

endoscopists
- according to adenoma detection rates

Characteristic
Specialty — (%)
Gastroenterology

Internal medicine
Surgery

11.0-14.9%

Risk of interval cancer

Proximal cancers

15.0-19.9% 220%

Distal cancers

OR (95% CI)

P value OR (95% CI)

% Completeness for endoscopist

BO%-B4%
85%-89%
90%-94%
95%+

Specialty of endoscopist
Gastroenterologist
Surgeon
Other

Setting of colonoscopy
Academic hospital
Community hospital
Nonhospital

1.00 (referent)
1.16 (0.86-1.56)
0.69 (0.51-0.93)
0.66 (0.50-0.87)
0.72(0.53-0.97)

1.00 (referent)
1.23(0.96-1.57)
1.87 (1.34-2.60)

1.00 (referent)
1.11(0.83-1.50)
1.88(1.2-202)

Baxter NN et al.

1.00 (referent)
0.90 (0.65-1.25)
0.65 (0.47-0.89)
0.71 (0.54-0.93)
0.73 (0.54-0.97)

1.00 (referent)
0.96(0.73-1.25)
1.67(1.13-2.46)

1.00 (referent)
0.96(0.73-1.25)
1.67(1.13-2.46)

Gastroenterology 2011;140:65
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Cumulative hazard rates for interval CRC

- according to endoscopist's ADR

Cumulative Hazard Rate

Mo. at Risk

ADR <11.0% 15,883
ADR 11.0-148% 13,281
ADR 15.0-199% 6607
ADR =20.0% 9,255

Risk of interval cancers

General surgeons
Internists
Family practice
Gastroenterologists
Site of CRC?
Right colon
Transverse colon/splenic flexure
Left colon
Site unspecified

Rectum/rectosigmoid colon

— ADR<11.0%
ADR 11.0-14.5%

— ADR 15.0-19.9%
ADR =20.0%

Months

15,744
13,182
6,562
5,202

95% CI
0.72-1.28
0.77-1.59
1.01-2.47

Reference

1.82-3.27
1.54-353
0.88-1.73
1.91-6.41

Reference

Singh H et al. Am J Gastroenterol 2010;105:2588

Teaching proper technique

endoscopist:
« proximal folds
* cleaning
« distention
« time of viewing

1
31,5
33,1
33,5
32,4

2
19,6
21,9
245
21,0

p
<0,001

<0,001
<0,001
<0.001

Rex, 2000
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Video-recording improves quality Are new technologies helpful?
 wide-angle colonoscopy

Pre-awareness score Post-awareness score

e el el - cap-fitted colonoscopy
Overall quality index (1t 5)

Fod erinaton (1109 5010 ! « colonoscopes for retroflexion
Luminal distention (1 to 5) .4 (1 20, 'thll’d-eye retrOSCOpe

Cleanup (1to5)

» chromoendoscopy

Adequacy of inspection ime (1 to 5)
Measured inspzction time (min) 9 (2. . © hlgh deﬁnition
* NBI

« autofluorescence
Rex DK et al. Am J Gastroenterol 2010;105:2312

How to improve human performance? Existing national quality control systems

- Showing the problem

- Teaching proper technigues - Norway — Gastronet

- Constant monitoring - UK — within screening programme

- Audits - Poland — within screening programme
- Elimination of poor performers

Summary

- Quality of colonoscopy is a problem !

- Ensuring high quality examination has become
the main task of endoscopic societies

- Adenoma detection rate (ADR) is a validated
quality indicator

- Monitoring of quality in each endoscopic unit
should be required




