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ABSTRACT

The European Society of Gastrointestinal Endoscopy (ESGE)
is dedicated to improving the quality of gastrointestinal
endoscopy, including through educational activities such
as live endoscopy events (LEEs). The primary goal of LEEs
should be to facilitate the improvement of endoscopic pa-
tient care through the acquisition of best endoscopic prac-
tice. Patients should not expect additional benefit from
being treated during a LEE compared to a routine setting.
There is limited available evidence on LEE safety but to
date there is no indication that patients are at increased
risk from participation. Pre-recorded cases with live facilita-
tion can also be used to fulfill learning outcomes. Establish-
ing an endoscopic curriculum with clear learning outcomes
is important to structure attendees’ learning, assess course
outcomes, and allow appropriate targeting of courses to
learner experience. Increasingly, LEEs are streamed online
and therefore the necessary measures should be taken to
ensure that patients have given appropriate consent and
that their anonymity has been safequarded. ESGE recom-
mends that an endoscopist who is not participating in the
live demonstrations is named as patient advocate, and that
patient safety should must be prioritized throughout. In all
ESGE-organized LEEs the intended learning outcomes, pro-
cedural indications and descriptions, attendee feedback,
and adverse events should be recorded and submitted in a
post-event report to ESGE.
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» Table1 Live endoscopy events (LEEs): summary of European Society of Gastrointestinal Endoscopy (ESGE) recommendations.

The
Patient

Patient
advocate

Curriculum

Informed consent. An additional separate written informed consent must be signed for LEE participation. Patients must be informed
that they may at any point refuse or withdraw their consent. Patients must not suffer any disadvantage for refusing or withdrawing
their permission, and their endoscopic procedures must be performed outside the LEE without significant delay. Patients must be
informed as towhether the case isintended to be shown locally or broadcast online.

Patient care, dignity, and anonymity. As an independent advocate for the patient, he/she must intervene and liaise with the director of
the local organizing committee (LOC) if, at any time, any of those patient interests are put at risk by lack of adherence to the ESGE
recommendations for LEEs.

Post-LEE feedback. The patient advocate must give general feedback to the director of the LOC in a standard written report. This must
include all potential or actual breaches of the ESGE recommendations, or any other action related to the LEE that may have exposed
patients to an increased risk.

The main indication for LEEs is to demonstrate excellent endoscopic care delivered safely. Each LEE should therefore publish an
“endoscopic curriculum™ with learning objectives explicitly stated at the outset. The learning objectives should be specific and
describe competencies that the attendee should be able to demonstrate by the conclusion of the LEE (see Appendix 15, available
online-only, in Supplementary material).

Learning objectives should be stated in the LEE advertising material to ensure attendees are aware of whatto expect prior toreagister-
ing for the course. Relevant learning objectives should be referenced prior to each case, and asummary at the end of each case or
session is a vital component of each LEE. LOCs should aim to provide supplementary course material, e.g. in the form of videos ora
literature library, to augment the learning objectives.

The LOC is responsible for collecting feedback with regard to attendee experience of the course. This should address whether
attendees felt learning objectives were met by the course (see Appendix 2s) and provide amechanism by which LOCs canimprove the
educational output of future courses.
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Course
format

Operator

Moderator

LEEs should aspire to provide an option for online streamed content if practicable and appropriate. LOCs must provide appropriate
safequards to ensure that online attendees are healthcare professionals or industry representatives.

Patient care. The operator is the only person responsible for the endoscopic outcome of the procedure. If the indication is deemed to be
inappropriate, the LOC director should be immediately informed and the case cancelled. Even within the stated educational objectives
of the LEE, the operator’s primary focus must be optimal patient care.

LEE procedure. LEE operators are expected to carry out only procedures in which they have extensive experience. New techniques,
adding a potential clinical benefit for the patient, may be included at an LEE only if the LOC staff has already been trained in them.

Post-procedure management. Although the LOC director is responsible for the clinical management of the patient, the visiting operator
should liaise with the LOC director as needed. The visiting operator must be contacted with regard to any adverse patient outcome.

Patient care. Excessive prolongation of the procedure because of extended discussions must be avoided. Moderator(s) or the audience
may favor endoscopic approaches that are different from that of the LEE operator. In the setting of a clear difference of opinion on
optimal patient care then management should be agreed between the operator, the LOC, and the patient advocate, with the central
focus being patient safety.

Educational benefit. Moderators must reinforce the educational message of LEE events. They should ensure that demonstration and
discussion during live cases have a particular focus on the stated learning objectives. The moderators are also expected tointeract with
faculty and the audience to provide further perspectives and clarification. Moderators should direct learners towards the relevant lit-
erature to encourage evidence-based decision making.



Table 1 (3)

LOC
director

Patient selection and care. High quality, safe procedures are a central expectation with regard to LEEs. Nevertheless, LEE procedures
may be associated with more prolonged sedation/anesthesia, and the operator will be required to address educational aspects of the
LEE, as well as the procedure itself. As a result an LEE may not represent the most suitable setting for patients with significant co-
morbidities. The clinical management of the patient is the responsibility of the LOC director, the operator, and endoscopy team di-
rectly involvedin each case. The LOCdirector will be responsible forintervening if concernis raised (including by the patient advocate)
about patient safety during an LEE, and for the appropriate management of adverse events.

Selection of faculty members. Only experts with adequate skills and experience in endoscopic training should be included (see above).
The LOC director should specifically strive to invite faculty from diverse backgrounds toreflect the ESGE’s aim to improve diversity and
equity within endoscopy.

Local staff support. The LOC must recognize that visiting operators may be unfamiliar with planned cases and the endoscopic setting.
Local staff must present visiting faculty with relevant support and patient documentation and this must be done well ahead of the
scheduled procedure.

Availability of staff. The local director needsto involve invited faculty according to their experience and skills, and that of the host team.
Onlyin exceptional circumstances should procedures be performed with which the host unit do not have experience.

Disclosure of conflict of interest. The LOC director must ensure that faculty members disclose all their personal and financial conflicts of
interests before the LEE. If any of these conflicts jeopardizes patient safety, the involved parties mustbe excluded from the LEE.
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ABSTRACT

Background and study aims There are no data showing
the outcome of ESD during live endoscopy events (LEE).
ESD performed during the Augsburg Endo-Update LEE

were compared with matched routine procedures with the
aim of demonstrating non-inferlorty of LEE ESD.

Patients and methods ESD performed during the Endo-
Update between 2006 and 2018 were reviewed. The con-
trols were routine procedures matched according to age,
location and lesion size. Resection, recurrence, survival
and complication rates, procedure time and propofol seda-
tion were assessed. Clinically relevant margins were as-
sumed for resection and complication rates, procedure
time and propofol sedation quantity.

Results Thirty-eight ESD were performed in the given time
period, and were compared with 38 matched routine ESD.
En bloc and curative resection rates in the LEE group and in
the control group were 100% and 87 % as well as 84% and
71 % respectively, while procedure times were 135 and 125
minutes, respectively. Non-infedority was demonstrated
for resection rates and procedure time. The complication
rate was lower in the LEE group as compared with the con-
trol group (5% vs 13%) while propofol sedation was similar
in both groups (863 mg vs 872 mg). Recurrence and 5-year
survival rates for both groups were 4% vs 0% and 70% vs
65 % respectively.

Conclusions The resection rate and procedure time of ESD
during LEE was non-inferior to those of routine ESD proce-
dures. Comparson of the complication rates, however,
was inconclusive owing to the low patient number and
complication risk in both groups.
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Abstract

Background A number of factors may result in lower than
expected success rates for endoscopic retrograde cholan-
giopancreatography (ERCP) performed by overseas experts
during live demonstrations (LDs). Stratifying the degree of
ERCP difficulty may help in the assessment of procedure
outcomes, but no prior reports have done so. This study
aimed to compare the success rate and complications of
ERCP between procedures performed in live demonstra-
tions and for matched control subjects.

Methods  From 2004 to 2011, a total of 82 patients who
underwent ERCP during live demonstrations at the
Endoscopy Unit of King Chulalongkom Memorial Hospital
were reviewed. The control for each patient was a patient
admitted to the same ERCP unit with matched indications
at the time closest to the demonstration course who had
matching gender and techniques in therapeutic interven-
tions during ERCP. The success rates and complications
between the two groups were compared based on the
grading scale for the degree of difficulty according to
Cotton and colleagues.

Results  For standard ERCP cases (levels 1-2), the suc-
cess rate, complication rate, and duration of the procedure
(DOP) did not differ significantly. In contrast, the success
rate for complex ERCPs (levels 3—4) performed during LD

was significantly lower (73% vs. 90%: P = 0.006). The
complication rates and DOP were not significantly differ-
ent (P = 0.31 and 0.23, respectively). The overall success
rate was significantly lower for LD procedures than for
control procedures (81% vs. 91%: P = 0.02).
Conclusions  In this series, the standard ERCP performed
during LD was associated with success and complication
rates similar to those for the control subjects. Complex
ERCP cases were, however, associated with lower success
rates than those for the control subjects. A high proportion
of complex ERCP cases during live demonstration can
influence the overall success rate of ERCPs performed by
OVerseds experts.
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Background and Study Aims: Endoscopy workshops are
thought to be associated with larger numbers of complications
than routine clinical treatment, In this study, patients who un-
derwent endoscopic retrograde cholangiopancreatography
(ERCP) during live demonstrations were compared with mat-
ched patients treated in an ERCP unit,

Patients and Methods: Patients who underwent ERCP during
workshops over a 12-year period were reviewed, The control for
each patient was the next patient admitted to the same ERCP
unit with similar indications, Possible delays before treatment,
ERCP indications, the use of general anesthesia, standard endo-
scopic and special treatments, success and complication rates
for ERCP, prolonged hospitalization periods, and financial bene-
fits for patients were assessed.

Results: A total of 168 workshop patients and 168 control pa-

tients were compared. ERCP was delayed in 18 patients to allow
treatment during the workshops. General anesthesia was used in
87.5% of the workshop patients, in comparison with 44 % of the
control patients (P<0.,001). The duration of the endoscopies and
radiation exposure did not differ, and the endoscopic treatments
carried out also did not differ significantly, with the exception of
cholangiopancreatoscopy (7% in the workshop group versus 0%;
P<0.01). The success and complication rates were similar in the
workshop and control patients, as was the duration of hospitali-
zation, Among the patients treated during workshops, 45 % bene-
fited financially, as they were not charged for stents or other de-
vices,

Conclusions: These results suggest that, in this setting, ERCP
performed during live demonstrations is safe and raises no major
ethical problems,

Endoscopy 2005; 37 (8): 695-699 ¢



