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Advances and Challenges in Endoscopic Training

Kevin A. Waschke' Walter Coyle”

Waschke KA, Gastroenterology 2018;154:19851 1992
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Training the gastrointestinal endoscopy trainer @Cmmm
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Se necesita entrenamiento formal de los

Instructores para entrenar a los residentes

Waschke KA, Gastrontest Endosc 2019:90:27-34



En la practica mucha variacidon en
la forma de hacer los examenes




Endoscopistas expertos
diferentes habilidades técnicas

—

Sivak Jr MV. Gastrintest Endosc Clin North Am 1995:5:299-310




Colonoscopia dificil

|

No hay
Meta-analisis

No hay ensayos clinicos
Que comparen dos técnicas!!!!
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IMPORTANCE OF DEVELOPING A CONSENSUS
AMONG TRAINERS ABOUT HOW BEST TO

TEACH ENDOSCOPY

Waschke KA, Gastrontest Endosc 2019:90:27-34



Entrenar a otros médicos a realizar
procedimientos endoscopicos

e

Arte especial

Sicologo

Dedicacion || Astuto
Paciencia |[|Observador|{inaf i ci onadobo

Talento

Verbal

Hablar claro

Comunicacion | | qyrante ejecucion

Destreza adquirida
NConver sac.
Anatomia, fisiopatologia
Indicaciones, conducta

Sivak Jr MV. Gastrintest Endosc Clin North Am 1995:5:299-310



Lenguaje claro

Waschke KA, Gastrontest Endosc 2019:90:27-34



Habitos

Malos Buenos
Habitos Habitos
o <
Faciles de adoptar Dificiles de adoptar
Vida dificil Vida facil

Primero hacemos los habitos
Despueés los habitos, nos hacen a nosotros
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COMPETENCY-BASED ASSESSMENT OF
ENDOSCOPY TRAINING

No numeros de procedimientos

Waschke KA, Gastrontest Endosc 2019:90:27-34
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IDEAL CONDITIONS FOR ENDOSCOPY
TRAINING

Waschke KA, Gastrontest Endosc 2019:90:27-34
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INCORPORATING SIMULATORS INTO
ENDOSCOPY TEACHING

KEY PRINCIPLES OF TEACHING USING
SIMULATORS

Waschke KA, Gastrontest Endosc 2019:90:27-34
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ENDOSCOPY SUPERVISOR VERSUS
ENDOSCOPY TRAINER

Waschke KA, Gastrontest Endosc 2019:90:27-34
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EFFECTIVE FEEDBACK

Waschke KA, Gastrontest Endosc 2019:90:27-34
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TRAINING IN ENDOSCOPY 1052-51¢ I o

PROVIDING FEE

Philip O. Katz, MD

Although we all ac knowledge the importance of prov
to our fellows, residents, and colleagues, this key step in
of clinical skills is often omitted from our training progran
ment of our fellows and ourselves. When effective feedbac
when it is focused on directly observable skills and beha
performing a procedure or giving informed consent, impo
and educational progress can oceur The following articl
key components of formative feedback, as distinct from sum
mance evaluation; discusses the barriers to providing effec
and makes specific suggestions for beginning the process of
feedback to our trainees

VIGNETTES

In late November, a junior faculty member informs you
director) that one of the first-year fellows is not performin
dards. His endoscopy reports are poorly written with insuffic
tial diagnosis and vague, often incomplete recommend:
frequently late for rounds and procedures and has weak ends
You express surprise that this is the first you've heard of t
a meeting with the fellow, inform him that “his reports are
quate” and that you understand “he is late for rounds and
on his endoscopic skills.” The fellow is surprised (this is th
heard of this) and wants more specific details. You unfort
only two sketchy evaluation forms and cannot provide ther
lateness, feels that only a few reports were not up to speed

From the De ne, Johns Hopkins Bayview Medical Cente

Maryland

artment of M

GASTROINTESTINAL ENDOSCOPY CLINICS OF NORTH AMERICA

VOLUME 5« NUMBER 2 »

Gastrointest Endosc Clin N An

- o, AT c Enaosc 2019:90:27-34
RO [ 805y YA wastromiest
oo an GOV

yoo?
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Waschke KA, Gastrontest Endosc 2019;90:27-34
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To Err Is Human: Building a Safer Health System

1999

10 LRR 1 HUMAN

Building a Safer Health System

Identificar y entender el error

se puede mejorar
Inteligente!

Linda T. Kohn, Janet M. Corrigan, and
Molla S. Donaldson, Editors

Committee on Quality of Health Care in America

INSTITUTE OF MEDICINE

NATIONAL ACADEMY PRESS
Washington, D.C.
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Atributos del buen mentor

ara una seleccion equitativa
vamos a hacer el mismo examen a
todos: Por favor, trepe el arbol.

Adapatar la ensefnanza

a cada estudiante ‘ "'Ji -
Waschke KA, Gastrontest Endosc 20ié;90:27-34 i
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DEVELOPING SKILL AS AN ENDOSCOPY
TRAINER: THE IMPORTANCE OF CONSCIOUS
COMPETENCE AND THE ABILITY TO
DECONSTRUCT TASKS INTO DISCRETE STEPS

Waschke KA, Gastrontest Endosc 2019;90:27-34
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Las inteligencias multiples en el siglo XXI




Ciclos del aprendizaje OMGE, TTBrazil2011
Experto

Competencia
Inconsciente

Incompetencia
Inconsciente

Competencia
Consciente

< Incompetente
Consciente

Aprendiz

Peyton JWRPeyton JWR. The learning cycle. In: Peyton JWR, editor. Teaching and learning in medic:i
practice. Rickmansworth, UK: Manticore Europanited, 1998. p. 1309.



NDurante | a I nser
en colonoscopia hacen muchas
cosas Inconscientemente pero no

puedene x pl i car | aso

Rex DK, Am J Gastroenterol 2012:107:1467-72

Competentes
Inconscientes!

C



Abordaje de 4 pasos de Peyton

El instructor demuestra la habilidad
en su forma normal, sin ningun comentario

Demostracion:

Deconstruccion -

Comprension - El estudiante tiene que explicar cada sub-paso
mientras el instructor sigue las instrucciones del alumno

El profesor repite el procedimiento, esta vez
describiendo todos los sub-pasos necesarios

El estudiante realiza la habilidad completa €l mismo

mientras realiza el procedimiento

Desempeno -
Rendimiento

Peyton JWRPeyton JWR. The learning cycle. In: Peyton JWR, editor. Teaching and learning in medic
practice. Rickmansworth, UK: Manticore Europanited; 1998. p. 130.
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Endoscopia Alta
Técnica basica

Endoscopia Alta
Pos cirugia

Calidad en Endoscopia
digestiva superior

CPRE: técnica basica

CPRE: dificil

Colonoscopia
Técnica basica

Colonoscopia
Dificil

Colonoscopia
P Examen ano-rectal

Aspectos basicos

Indicadores calidad



Ther Adv Gastroenterol

Quality indicators in diagnostic upper
gastrointestinal endoscopy

2020, Vol. 13: 1-19

DOI: 10.1177/
1756284820916693

© The Authorl(s), 2020.
Article reuse guidelines:
sagepub.com/journals-

Wladyslaw Januszewicz and Michal F. Kaminski

Guidelines

An Asian consensus on standards of diagnostic upper
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Quality indicators for EGD
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Intense interest in health care
quality has been raised world-
wide after the Institute of Medicine
published a book entitled To Err Is
Human, which brought to light the

Sharma P, Gastroenterology 2020;158:971 13

Quality standards in upper gastrointestinal
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How to Improve the Quality of Screening Endoscopy in Korea:
National Endoscopy Quality Improvement Program

Yu Kyung Cho

)



QUALITY INDICATORS FOR
GI ENDOSCOPIC PROCEDURES

Quality indicators for EGD

22 Iltem
45 posibles indicadores

Gastrointest Endosc 2015:81:15-30



Indicadores de calidad en EVDA

Pre-procedimiento |

Intra-procedimiento |

'Post-procedimiento]

ASGE, ESGE



Endoscopia digestiva alta

Evaluar siempre

Todas las marcas Todas las Estaciones
Anatomicas relevantes alto riesgo

Beg S, Gut 2017;66:1886-99



Clasificaciones estandarizadas



Alteraciones morfoldgicas

Protruidas No Protruidas
0-Ip O-lla 0-Ill
— = 7
. <2.5mm . .
Ligeramente elevado
O-llb
Pediculado T s .,
O-Is Plano
>2.5 mm 0-llc <1.2mm
Seésil

Ligeramente deprimida

Paris. Endoscopy 2005;37:570-8
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El instructor demuestra la habilidad
en su forma normal, sin ningun comentario

Demostracion:

Deconstruccion -

Comprension - El estudiante tiene que explicar cada sub-paso
mientras el instructor sigue las instrucciones del alumno

El profesor repite el procedimiento, esta vez
describiendo todos los sub-pasos necesarios

El estudiante realiza la habilidad completa €l mismo

mientras realiza el procedimiento

Desempeno -
Rendimiento

Peyton JWRPeyton JWR. The learning cycle. In: Peyton JWR, editor. Teaching and learning in medic
practice. Rickmansworth, UK: Manticore Europanited; 1998. p. 130.




Lee SH, World J Gastroenterol 2015; 21:759-85




T Vocal cord
Epiglottis

Lee SH, World J Gastroenterol 2015:21:759-85



Lee SHWorld JGastroenterol2015; 21



Estandarizacion de los informes de endoscopia

Standardization of Endoscopy Reporting: Déja Vu All Over Again?

LOUIS Y. KORMAN
Metropolitan Gastroenterology Group, Chevy Chase, Maryland

Roadmap to the

FUTURE - PRACTICE

This month’s article for “Practice. Management: The Road

Ahead” concerns a problem that has plagued gastroenterology
since the endoscope was invented: how to record endoscopic findings
in a manner that is understood by everyone involved in a patient’s
care. By everyone, I mean the endoscopist, pathologist, referring
physician, coding and billing  personnel, epidemiologist, re-
searcher, and health policy analyst. Dr Korman is an expert on
this subject, having been involved in an attempt to develop the
“Minimum Standard Terminology” for endoscopy a decade ago.
As be clearly articulates, the importance of defining a universal

vals after polyp removal. In spite of the availability of easy-to-
use drop-down menus, we encountered free text entries such as,
“if adenoma bring back in S years, if hyperplastic 10 years and
schedule only with Dr X using MAC.” Obviously, if one wants
to demonstrate and improve the value of gastroenterology care,
it 1s imperative that the language we use can be systematically
coded. We must strike a balance between the use of natural
language and controlled vocabulary.

Eftective implementation of health reform and current finan-
cial constraints require that we protect and allocate increasingly
limited resources to maintain a sustainable care/business model
for gastroenterology. Defining, implementing, and supporting in-
formation technology that caprures clinical information 1n a stan-
dardized form by using a controlled vocabulary will facilitate
retrospective outcomes analysis and achieve the goal of demon-
strating value. The absence of standardized data restricts analysis

r‘\":‘ ~Aarn mvatrtasee "11'\{"] LR o Wt 070 T Wale ol "I"\A ﬂ-"]i"\'\'l’f'\'f:"‘l'f"ﬂ"i‘?."\ "11-1."] ~mot ['\|1|‘r’l(‘11—1

Korman LY, Clin Gastroenterol Hepatol 2012;10:9561 959



ENDOSCOPIA
DIGESTIVA:
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y “Reporte Endoscépico Estandardizado”
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NOMBRE: MMBMBRARARARA

EDAD: 30 ANOS
IDEMTIFICACION: 1019072484

TELEFOMNC: MRMMMIRN P
QCUPACION INGENIERD INSDUSTRIAL
EMPRESA: MARMMIAMBBARARAR
REMISIGHN: CONSULTA EXTERMA,
FECHA: 12 MARTO 2022
PROCEDIMIENTC: COLONOSCOPIA TOTAL
INDICACION VIGILANCIA DE COLITIS ULCERATIVA DE 10 ANOS DE EVOLUCION
MEDICO SOLICITANTE: GASTROENTEROLOGO
LOCALIDAD: CHAPINERO

CORREQ ELECTRONICO FAMBARARABARARRARA
CALIDAD DE LA PREPARACION: BOSTOM 29 (ZI3-CT3-C03)
PUMTAJE DE BURBUIAS: 32

TIEMPO DE LLEGADA AL CIEGC: 4 MINUTOE

TIEMPO DE RETIRADA, 2 MINUTOS

Previo al examen se realizd encuesta epidemiokagica v al ingreso del consultono sobre sinfomas de COVID-19. 5e realiza lavado
de manos segln recomendaciones de la OMS, y se hace uso de los EFP).

Previo consentimiento informodo con la respectiva informacion de cuestionano Cowd-1% v siguiendo las recomendaciones de
seguridad para mitigar 2l contagio de Covid 17, se procede a realizar el examen endoscdpico, bajo sedacidn conducida por
la Dra. Herrera, con los siguientes Hollozgos:

INSPECCION: normail.

TACTO RECTAL: normail.

ANC RECTO: normal.

SIGMOIDES: Hay multiples cicatrices blonguecinas.
COLOMN DESCEMDENTE: CICATRICES blangquecinas
COLON TRAMSVERSO: normal.

COLOMN ASCEMDENTE: normal.

CIEGO: normal.

ILECM DISTAL: normal.

Como parte de la vigilancio de colitis ulcerativa g2 toman biopsios asit ciego v colon ascendente frasco 1. colon fransverso
frasco 2, colon descendente, sigmoides y recto frasco 3.

DIAGNOSTICO:

1. HEMORROIDES INTERNAS GRADO | N
2. COUTS ULCERATIVA EN REMISION ENDOSCOPICA MAYO 0

sefior vswario.
Estas son las recomendaciones que wsted debe fener en cuenfad |05 proxdimas 24 horos despuss de haberse realzado un examen de COLONOSCORIA O
RECTCEGMOIDSSCOPLA:
— Seguir las recomendaciones del médico de confinuar eliminande flatos “gases” hasta senfi alivic de Ia distension abdominal.
— 30 minutos después del procedimiento debe iniciar diefa nommail,
— &i en las proximas 72 horas presenta alguns de estos sinfomas: diarea con macs y sangre, dolor asdominal intense o sangrads rectal debe dingrse al servicks
de urgencias mas cercana v en ko posible llevar el resultada endoscopico.
— Liamar al servicio de gastroenterciogia para informar a 1os teiéfonos 5068745,
Recomendacién post venopuncién:
— Inmediatamente Sespués dal retino dal catéter deba hacerss prasion constante par § minutos.
— 5l después de 5 minutos presenta sangrade en 21 sitic de |a venopuncién debe continuar con presién constante y elevar la extremidad [orazo).
— & después de 5 horas presenta dolor, inflamacién y enrcjecimiento en &l sitio de la venopuncién, debe ponerse un pano limpio y humedecide en agua tizia,
sabre la zona afectada.
Recemendacién pos-sedacion.
- El dfa de hoy no pusde condusir y no debe realizar frakbajos que requisran concentracion. Mo tomar licor. No corsumir sedantas
Conirok: llevar 10z resuitados de su examen a su médico tratante.

Resultado de patologio: su resultado de potologia llegard a su comeo electrdnico, si no lega en & dias, por favor solicitario a
umidadgastro123@hotmail com g, comunicarse al teléfono: 3505210870
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