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discussions with BCBS of NC in
ity parameters for GI. 2010.

as physician representative
ality maintenance with

> of NC as advisor.

ent member of MACRA -established
ical Expert Panel (Acumen) for
refinement and development of quality and
cost measures within MIPS for CMS.
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lonoscopy practice in
juately prepared for
er screening tomorrow?”

¢, CB Williams, O Epstein

Gut. 2004 Feb; 53(2): 277-283
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spective study of colonoscopies
units in UK.

pies performed.

B Dation rates, 76.9%. 56.9% when
d for documentation of landmarks.

found in 22 %
2 Cancer found in 3.8%



ission within 30 days: 1.2%
1g colonoscopy: 0.14%
oration rate 1:769 (12 patients)

aths within 30 de

)f the endoscopists only 17% received
supervised training during first 100 cases and
- only 39.3% attended a training course.
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s began to look at development of
 as a result of this and other
articles.

DEFINE QUALITY
MEASURE QUALITY

T ON YOUR MEASURES
REPORT
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ds were already in place

JS training r ams.

ntialing pressures on hospitals and
endoscopy facilities.

ps the greatest challenge was to

| quality benchmarking and
measures within colonoscopy for practical
- use.
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arameters for success
e easily identified and

e reflective of reasonable quality

their value.

inical significance.
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'@ Measures must undergo appropriate vetting
- within the profession and reach agreement on



s of items that have been looked at
n denominator in most

easures rests improvement in the
enoma detection rate (ADR).

every 1% increase in ADR there is a 3%
ease in the risk of interval cancer. (Corley,

1., 2014, NEJM)

 is now included in PQRS measures, MIPS
reporting, Core Quality Measure Collaborative.

‘@ Results in improved service to patient and
possible boost in reimbursement.
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igh-definition optics with
11tors.

h volume irrigation system for lavage and
1ing of areas when needed.

designed training program for techs and
nts .

5 Quality scope reprocessing equipment with
appropriate training and periodic reassessment
- of individuals involved.
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You can

vage prep.

lose. oves quality of prep as well as
nt comfort and compliance.

roved polyp as well as adenoma

ction rates of 5 percentage points. Also
ted in improved completion rates.

e Tes ida, SR et. al. Castrointestinal
Endoscopy 2012; 76:603-608 el.
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be clear and understood.
1ce of large volt

idities and medicines.
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th both training and prep.
ms have minimum volume

er assessment of endoscopist
b . iy

ntly used as benc arking for
\ units.
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sionificance but the controversy is
> decision of what the
1wum length of time should be
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_ | e level
1 Patient comfort and sedation.
5 Anatomy of colon.
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oe, especially in the removal of

xion of s in the right colon has been
wvn to improve ADR. (Hewett, DG; Rex, DK et.
11 Gastrointestinal Endoscopy)

nd look also found to improve ADR in right
. (Kushnir V.M. et. al., 2015 Am. J.
enterology)

E Madhav Desai, et. al. Gastrointestinal Endoscopy,

2018.09.006. Review comparison of retroflexetion
and second look.
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high-definition imaging combined
n HD monitor.

moendoscopy by color filtering. Many
tlons all with good claims of increasing

moendoscoy by use of injected dye

__ lene blue, indigo carmine). Improves
detail of visualized mucosa with significant
improvement in ADR. (Brown SR, et. al.)
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sion/exchange. Improves patient
hows slight improvement in
Cochrane, A. et. al. )

lers of flax adenomas better defined.

s tend to float as opposed to lying down
air insufflation. Need for repositioning
1t may be a barrier for polyp removal.
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ntelligence in colonoscopy

o with identifica
level of accuracy.

on of polyp type with

outer assisted grading of prep quality,
landmarks.

= Most importantly assists in detection of polyps
- as well as pathology of that polyp.



(2018), tied back to
arameters. Pathology is

1e future may be looking at clip and drop

3 ;card small adenomas and reserving
patholc gy for larger polyps??? Much to be

determined by local medico-legal status.
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istance of Al will we be able to

y colonoscopy performed by

I trainec -physicians with one
troenterologist available for polyp removal
cision making for multiple rooms being
ated by multiple individuals under the
tion of one physician? Already done is

e countries without Al




surveillance interval measures.

Appropriate Indication
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