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Kaminski MF et al., Performance measures for lower gastrointestinal endoscopy:

a European Society of Gastrointestinal Endoscopy (ESGE) Quality Improvement Initiative, Endoscopy 2017; 49(04):378-39



PREPARAZIONE INTESTINALE

Boston Bowel Preparation Scale

Grado 0: mucosa non visualizzabile

per presenza di feci solide (colon
non preparato)

Grado 1: aree di mucosa non ben
visualizzabile per feci solide o
liquido scuro

Grado 2: mucosa visualizzabile
nonostante minimi residui fecali o
minimo liquido opaco

Grado 3: mucosa perfettamente
visualizzabile, assenza residui
fecali o liquido opaco

Preparazione adeguata se:
- BBPS =26
- Punteggio=2 per ogni segmento
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Adenoma Detection Rate
(ADR)

intestinale

[Qualité della preparazione }/

[ Intubazione ciecale }




PREPARAZIONE E ADENOMA MISS RATE

Adenoma Miss Rate (AMR):
adenomi al secondo passaggio
/ adenomi totali

m BBPS-1
m BBPS-2
m BBPS-3

ADENOMA MISS RATE

Clark BT, et. al; Quantification of Adequate Bowel Preparation for Screening or Surveillance
Colonoscopy in Men. Gastroenterology. 2016 Feb;150(2):396-405



PREPARAZIONE SPLIT

In Piemonte, dal 2019, su
delibera regione
aggiornamento della
preparazione.

Indipendente dal tipo di
lassativo.

Orarlo Prenotazione
Esame

Dalle 8.00 alle 5.00

Dalle 9.00 alle 10.00

Cafle 10.00 alle 11.00

Cafle 11.00 alle 12.00

Cafle 12.00 alle 13.00

Cafle 13.00 alle 14.00

Cafle 14.00 alle 15.00

Calle 15.00 alle 18.00

Cafle 16.00 alle 17.00

Cafle 17.00 alle 18.00

Assumerns
la prima dose

traleore 20 ¢ le 22

del gioma g dell'esame

Assumere
la seconda doso

traleoredele

ol groma dellesame

trale ore 20 ¢ le 22

del gioma g dell'esame
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dal giama prr dedl'sssme
trale ore 20 ¢ le 22

del gioma g dell'esame

traleore 20 ¢ le 22

dal giama prr dell'esssme
tralecreGeled
ded goeno del’ esama
tralecre 7 eled

ted groeno dellesame

ed oo dek psame

fraleoebeley
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tralcoreGeled
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tralcore7eled
ol groma dellesame
fraleoreYeled

ol groma dellesame

traleore8ele 10

ol groma dellesame

tralgoreSele 11

gl groma dellesame
ralgare 10 e le 12

ol groma dellesame
raleore 11ele 13

ool grama deilesams




PREPARAZIONE vs SPLIT

60 - p=0.002

m Split-Dose Group
®Day-Before Group

53.0

Percentage of patients

Adenoma Advanced SSP
adenoma

Clark BT et al; Quatification of ADEQUATE Bowel Preparation for Screening or Suveillance Colonscopy in Men. Gastroenterology
2016 Feb;150(2):396-405



PREPARAZIONE PREVENZIONE SERENA 2017-2022
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PUNTI DI RIFERIMENTO DELLA REGIONE CIECALE

Valvola ileociecale lleo distale
P 5 ". I\ .



INTUBAZIONE DEL CIECO E CANCRO INTERVALLARE

<B0% BO%-B4% 85%-89% 80%-94% 95% +
A
=
. I
distale s . 2
HR = 1.D0 HR=1.16 HR = 0.69 HR =0.B6 HR=0.72
(reference] {C10.86-1.56) (C10.51-0.83) (C1 0.50-0.87) (C10.53-0.97)
HR =0.9 HR = 0.65 HR=0.71 HR=0.73
{1 0.65-1.25) (C10.47-0.89) (C10.54-0.33) [C 058097

Cancro intervallare
(iCCR): CCR
inaspettato dopo una
colonscopia nei 3
anni precedenti

Baxter NN, et al., Analysis of administrative data finds endoscopist quality measures associated with postcolonoscopy
colorectal cancer. Gastroenterology. 2011 Jan;140(1):65-72



Table 7 Multilevel analysis to identify predictors of caecal
intubation in the study population

OR

Patient characteristics
Sex

Male* 1.00

Female 0.72
Age

1-year increase 0.97
FIT round

1-round increase 1.42
Endoscopist characteristics
Screening colonoscopies performed in 2010

<300 1.00

301-600 1.38

>600 1.51
End g ; et
Colonoscopies with sedation/all colonoscopies

>66% * 1.00

33%—66% 1.01

<33% 0.47
Screening-dedicated sessions

No* 1.00

Yes 218

95% Ci

0.66 to 0.78

0.97 to 0.98

1.27 to 1.58

1.04 to 1.82
1.11 to 2.04

0.57 to 1.80
0.24 t0 0.92

1.24 t0 3.83

p Value

<0.001
<0.001

<0.001

0.026
0.008

0.97
0.027

0.007

Only colonoscopies with adequate cleansing.

*Reference category.

FIT, faecal immunochemical test.

TASSO DI INTUBAZIONE CIECALE

Variabili associate all'intubazione
ciecale:

1.sess0

2.competenza dell’endoscopista
3.programmazione di sedute
dedicate

4 .sedazione

Zorzi M, Senore C, et al, 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

Endoscopy), Gut 2015;64:1389-1396.
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ADR E CANCRO INTERVALLARE

21,5% |
i 25,7%
. 77| 16,56% R
o0 e--——--------- | 30,96%
5 os ' 38,86%
.E 0.6+ ¢ h*‘-~‘_~l |
3 o4 [y
L s
0.2+ .
0.0
Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5
HR=1.00 HR=1.02 HR=0.80 HR=0.51 HR=03%
(reference) (95%Cl, 0.65-1.61)  (95%C1,0.55-117)  (95%C1,033-0.81)  (95% Cl, 0.22-0.65)
43 15 9 8 12

Corley, D., et al, Adenoma Detection Rate and Risk of Colorectal Cancer and Death, 2014, N Engl J Med

2014;370:1298-306.



Table 6 Multilevel multivariate analysis to identify predictors of
the adenoma detection rate in the study population

OR 95% C1 p Value
Patient characteristics
Sex
Male® 1.00 -
Female 0.58 0.56 to 0.60 <0.001
Age
1-year increase 1.02 1.02 to 1.03 <0.001
R round Abenoma
1-round increase 0.78 0.75 to 0.81 <0.001
Caecal intubation
No* 1.00 -
Yes 152 2321275 <0.001
Bowe| cleansing
Inadequate* 1.00 -
Adequate 153 1.42 to 1.65 <0.001 D ETECTION
Endascapist characteristics
Specialty
Gastroenterology® 1.00 -
Others 0.87 0.76 to 0.96 0.01
Endascopic centre characteristics
Tolonoscapy With sedationall ColonGsCopies R
>66%" 1.00 - ATE
33%66% 0.9z 0.76 to 1.11 038
<33% 0.80 0.64 to 1.00 0.05
SCreening-dedicaled Sessions
No* 1.00 -
5i 1.35 1.11 to 1.66 0.001
*Reference category.

AT, faecal immunochemical test

Zorzi M, Senore C, et al, 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
Endoscopy), Gut 2015;64:1389-1396.
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TEMPO DI RETRAZIONE E ADR

n = 31088 colonscopie

Tempo di

retrazione

<7 42,5%

>11’ 47,1% < 0,001

Aumento dovuto per lo piu lesioni subcentimetriche o prossimali.

Lee TJW et al., Longer mean colonoscopy withdrawal time is associated with increased adenoma detection: evidence
from the Bowel Cancer Screening Programme in England. Endoscopy. (2013);45(1):20-6



TEMPO DI RETRAZIONE E CANCRO INTERVALLARE

interval colorectal cancers / 1000 person-yrs
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P < .00001 -Almeno 6’ di
retrazione

- Dopo 10’ non si

ha miglioramento
% della prestazione

—
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Physicians' average annual withdrawal times (minutes)

Shaukat A, et al., Longer Withdrawal Time Is Associated With a Reduced Incidence of Interval Cancer After Screening
Colonoscopy. Gastroenterology. 2015 Oct;149(4):952-7.



TEMPO DI RETRAZIONE E ADENOMA MISS RATE

100%
- Adenoma Miss Rate (AMR):
o adenomi al secondo passaggio
/ adenomi totali
- 6’ di retrazione sono il minimo
e standard subottimale
0%

3 minuti & minuti
| Prirmo passaggio (ADR]) m Secondo passaggio (AMR)

Kumar, S., et al, Adenoma Miss Rates associated with a 3-minutes vs 6-minute colonoscopy withdrawal time: a
prospective, randomized trial, 2017, Gastrointestinal Endoscopy, vol. 85 n. 6



MIGLIORAMENTO DELL’ADR

Retroversione nel colon destro

Retroversione nel retto




DESCRIZIONE DELLE LESIONI

Classificazione di Parigi

Type 0
v v '
Polypoid Non-polypoid Excavated
ol o= o
| | 1
v v v ¥ ¥
Pedunculated (0—Ip) Sessile (D—ls) Min. etevated (0—ila) Truly flat {0—lib) Min. depressed (0—lic) Ulcerated (0—4II)
SM1 0,7-2,4% SM1 27-40%

The Paris Endoscopic Classification of superficial neoplastic lesions: esophagus, stomach, and colon: November
30 to December 1, 2002. Gastrointest Endosc 2003;58:5S3-S43.



DESCRIZIONE DELLE LESIONI

Classificazione di Parigi
4‘—- TIPO O —l

POLIPOIDE NON POLIPOIDE
5<0<10 mm

Lievemente Lievemente
nibevala Piatta depressa

- l | "-E_N
0-lla o-iib 0-lic
0-is 0-lp

o Escavata (ulcera)
4 == »
o-n
FORME MISTE
. ] " —_ m
OHic+lla Ola+lic OHlc+
LST DEL COLON @>10 mm
LSTG [ LST NG
(GRANULARE) | _(NOH GRANULARE)
0-lia 0-lla
{omogenea) {elevato)
0-lla+ls, 0-lic + lla,
D-ls+ita,0-lla+ls 0« lia +lic
{nedulare miste) (pseudodepresso)
S
0-ls+lia
{nodulare)




DESCRIZIONE DELLE LESIONI

Classificazione di Parigi
A v

Granular type
0,5% invasione sottomucosa

Non-granular type
31% invasione sottomucosa

)

Bogie RMM, Veldman MHJ, Snijders LARS, et al. Endoscopic subtypes of colorectal laterally spreading tumors
(LSTs) and the risk of submucosal invasion: a meta-analysis. Endoscopy 2018;50:263-282.



Classificazione di Kudo

Type

DESCRIZIONE DELLE LESIONI

Schematic

Endoscopic

s

i

Tanaka S, Kaltenbach T, Chayama K, Soe- tikno R. High-magnification colonoscopy (with
videos). Gastrointest Endosc. 2006 Oct;64(4):604-13.

Description Suggested Ideal
Pathology Treatment

Round pits. Non- Endoscopic
neoplastic. or none.

Stellar or pap- Non- Endoscopic

illary pits. neoplastic. or none.

Small tubular Neoplastic. Endoscopic.

or round pits

that are

smaller than

the normal pit

Tubular or Neoplastic. Endoscopic.

roundish pits

that are larger
than the nor-
mal pits.




DESCRIZIONE DELLE LESIONI

Classificazione di Kudo

v Branch-like or Neoplastic. Endoscopic.
gyrus-like pits.

Vi Irregularly ar- Neoplastic Endoscopic
ranged pits (invasive). or surgical.
with type llls,

I, IV type
pit pattemns.

Vi Non-structural Neoplastic Surgical.
pits. (massive

submucosal
invasive).

Tanaka S, Kaltenbach T, Chayama K, Soe- tikno R. High-magnification colonoscopy (with
videos). Gastrointest Endosc. 2006 Oct;64(4):604-13.



DESCRIZIONE DELLE LESIONI

Classificazione NICE (Narrow Band Imaging International Colorectal
Endoscopic Classification)

o T

Browmos relative 00 B kgrowrsd \ :
Color S or lhghter than background Background . somertimes patchy
{verity colos arises from vessels| widier sress
None, or isolsied lacy vessels | o, Lessels surmounding white s armals) of disrupted of
Vesspis may be presen! COUrSIng scross
the lesi wiructures™” iRl el
Surtsce Dark or white spots of uniorm |  Oval, tubular, or branched white |  Amorphous or sbsent surfsce
pattern sire of hamogensous absence of structures*” surrounded by pettern
pattern beown vessels
Most likely Hyperplastic and sossile Deop submucosal invasive
pathology sorrated losions ™ Adenome™= cancer

Hewett DG, Kaltenbach T, Sano'Y, et al. Validation of a simple classification system for endoscopic diagnosis of
small colorectal polyps using narrow-band imaging. Gastroenterology 2012;143:599-607 e1.



ADR 2021 vs 2022

PREVENZIONE SERENA

Piemonte 42,1% 24,6% 46,7% 28,8%
1 43,2% 28,1% 44,6% 30,5%
2 32,1% 21,2% 39,8% 25,6%
3 41,9% 22,8% 50,3% 30,8%
4 41,7% 24,1% 46,6% 27,5%
5 45,1% 26,7% 50,8% 32,5%
6 48,4% 22,8% 49,1% 22,5%
7 45,3% 27,6% 49,1% 31,3%
8 42,9% 22,9% 47,2% 31,3%
9 41,3% 25,1% 44,0% 27,8%

60.0%
50.0%
40.0% -
30.0% -
20.0% -
10.0% -
0.0%

m ADR 2021
m Adv ADR 2021
™ ADR 2022
m Adv ADR 2022



DESCRIZIONE DELLE LESIONI

Classificazione JNET (Japanese NBI Expert Team)

NEI Type 1 Type 2A Type 2B Type 3
«Invisible - Regular caliber -Variable caliber - Loose vessel areas
Vessel N o a ; .
i « Regular distribution , « Irregular distribution « Interruption of thick
pa (meshed/spiral pattern) vessels
« Regular dark or white « Regular « Iregular or obscure « Amarphous areas
Surface | spots (tubular/branched/papiilary)

pattern « Similar to surrounding
normal mucosa

a
Most W g TP
lkely Hyperplastic polyp/ Low-grade intramucosal Hf:nﬂ[:f:;f 5:’ S:"‘rﬁuz;‘;’;&' Deep submucosal
: Sessile serrated pol neoplasia : B
histology POYE op! submucosal invasive cancer invasive cancer
Examples

#1.If wiclble, the calioer In the leslon is similar to surrounding mormal mucosa,
* & Microvessels are often distributed in a punctate pattern and well-ordened reticular or sparal vessals may not be observed In depressed lesions
* 3. Deap submucosal Invasive cancer may be includead.

o 4, Low-grade intramucosal neoplasia: low-grade dysplasia.

# 5. High-grade intramucosal neoplasia: high-grade dysplasia

Hewett DG, Kaltenbach T, Sano'Y, et al. Validation of a simple classification system for endoscopic diagnosis of
small colorectal polyps using narrow-band imaging. Gastroenterology 2012;143:599-607 e1.
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CANCRO INTERVALLARE

ICCR

- Resezione incompleta di

" Incom plete

| resections p0|lpl causa del 20-25% di
_ﬁ:novo- = Missed lesions ICCR
S - 70-80% iCCR attribuibili a
e = incomplete resections lesioni non diagnosticate

Pohl H, et al., Incomplete polyp resection during colonoscopy-results of the complete adenoma resection (CARE) study.
Gastroenterology. 2013 Jan;144(1):74-80.



RESEZIONI INCOMPLETE

25%

20%
28 Maggiori sono le dimensioni
©  15% . . \
2 8 ’ della lesione maggiore ¢ la
_%;é i probabilita la probabilita di
@ 0 . .
a5 resezione incompleta.
(= V]
E® 5% ‘ |
0%
5-7 8-9 10-14 15-20
Size, mm
2 marginal biopsies 4 marginal biopsies

Pohl H, et al., Incomplete polyp resection during colonoscopy-results of the complete adenoma resection (CARE) study.
Gastroenterology. 2013 Jan;144(1):74-80.
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