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Quality and performance measures

Quality in Endoscopy : degree to which an endoscopic procedure increases the likelihood of
desired health outcomes and aligns with current professional medical knowledge

£+

Performance Measure (// quality indicator) in Endoscopy: specific, quantifiable tool used to
evaluate the care delivered during a endoscopic procedure in order to achieve dedicated outcome.

Quality Quality Indicator Outcome

Qualitative Adenoma
Colonoscopy — Detection Rate —
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Why Quality Matters in UGI Endoscopy

> 450.000

OGDs performed in the Belgium
in 2025

5%—-49%

of OGDs performed without an
appropriate indication

10.7%

of UGI cancers diagnosed within 3 years of a previous "neg" OGD

23.9%

of Oeso ADC in BE patients: diagnosed within 1 year of a "neg" OGD

Bleeding : up to 20 /10000
Cardio-Vascular Comp : 20 / 10000
Death : 8 / 10000

after diagnostic OGD in older population

INAMI 2025 | Yadlapati et al., 2025 | Nagula et al., 2024 | Kim et al., 2021

The Quality Gap in UGI Endoscopy
E With Quality Standards

5-49% Appropriate
of EGDs: indication
no appropriate documented
indication
0
1fOUGI7 Yo Systematic
of UGI cancers examination
missed on ol
e protoc
‘negative’ EGD
(V)
M\ 23.9% Standardized
| | of esophageal reports &
adenocarcinomas: follow-u
missed within ;
1year ) J

Q Quality frameworks from ESGE and AGA /ACG bridge this gap. ]
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A Three-Domain Quality Framework

2025 (New update) @ 2025 (New update)

ESGE

DS 201

PRE-PROCEDURE INTRA-PROCEDURE POST-PROCEDURE

« Indication « Exam time =7 min « Structured report
e Consent » Mucosal visibility » Standardized terminology

« Fasting * Photo documentation = Follow-up plan
* Antithrombotic status = Biopsy protocols * H. pylori management

wunter

Pre-procedure — Intra-procedure — Post-procedure
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ASGE Performance Measures O

Frequency of endosco delivered to ulcers
NONDIEEaNTY VIsTOTE Vesse

Preprocedure

Frequency of a second treatment modality delivered (eg, coagulation, clips, argon plasma) when

TABLE 1. Quality indicators for EGD 13" Frequency with which, during EGD examination revealing peptic ulcers, at least 1 of the following >98
stigmata Is noted: active bleeding, nonbleeding visible vessels (pigmented protuberance), adherent
Performance clot, flat spot, or clean based
Quality indicator target (%) 14* >90

1 Frequency with which endoscopy is performed for an indication that is included in a published >95 epinephrine injection is used to treat actively bleeding or nonbleeding visible vessels In patients
standard list of appropriate indications and the indication is documented with bleeding peptic ulcers
2 Frequency of EGD performed within 24 hours for patients admitted to or under observation In >80
hospital for upper GI bleeding nonvariceal upper Gl bleeding lesion Is documented
intra ok 17 Frequency with which gastric biopsy sampling is done or follow-up endoscopy is planned to exclude >80
PORROS malignancy in patients with gastric ulcers
3" Frequency of photodocumentation of the esophagus, gastroesophageal junction, gastric cardia/ >90 18" Frequency of systematic biopsy sampling of the gastric corpus, antrum, and incisura in patients with >90
fundus, corpus, Incisura, antrum/pylorus, second portion of duodenum, and detected lesions in known GPMCs, patients at high-risk for gastric cancer, or patients with an endoscopic appearance
DObaR pdergoing ) concerning for GPMCs
Frequency of obtaining a total of 6 biopsy samples (or more) obtained from at least 2 leve 19 Frequency with which high-definition white-light endoscopy and virtual chromoendoscopy is used =90
(proximal/mid and distal) of the esophagus in the absence of an endoscopically evident etiology for in patients with known GPMCs, patients at high-risk for gastric cancer, or patients with an
dysphagia in patients reporting dysphagia endoscopic appearance concerning for GPMCs
Serence SCoTe documentation wWherT e 20 Frequency with which gastric polyps (without the typical appearance of a fundic gland polyp) >80
; ¥ >10 mm in size undergo bi sampling or are resected
suspected or established e pling
21 Frequency with which >4 duodenal biopsy samples (including 1 from the bulb) are obtained in >98
6" Frequency of Los Angeles classification documentation when erosive esophagitis Is present >98 patients with suspected celiac disease
7  Frequency with which the locations of the squamocolumnar junction, gastroesophageal junction, >95 Postprocedure
and diaphragmatlc.hlatus (if there is a hiatal hernia present) are recorded for patients with 22 Frequency of repeat endoscopy recommendation after a course of acid suppression in cases of Los >90
endoscopically suspected columnar metaplasia in the tubular esophagus Angeles grade C or D erosive esophagitis
8" Frequency with which the presence of at least 1 ¢cm of endoscopically evident columnar mucosa s >95 23 Frequency of acid suppression therapy recommendation for patients who underwent dilation for >98
documented while obtaining biopsy samples to evaluate for BE peptic esophageal strictures and do not have allergy or other contraindication to these medications
= 24  Frequency with which follow-up surveillance endoscopy is recommended no sconer than 3 years if >80
9*  Frequency with which the extent of suspected or confirmed BE Is documented using the Prague >95 systematic surveillance blopsy sampling was performed in a patient known to have nondysplastic BE
criteria In cases of suspected or confirmed BE without prior history of dysplasia
10 Frequency with which high-definition white-light endoscopy (with dye-based or virtual >90 25  Frequency of achieving complete eradication of intestinal metaplasia within 18 months of initial >75
chromoendoscopy) is used for performing surveillance endoscopy in patients with BE endoscopic treatment in patients with BE and dysplasia or intramucosal carcinoma undergoing
endoscopic eradication therapy
11 Frequency of systematic 4-quadrant biopsy sampling every 2 cm taken throughout the extent of the >90 26" Frequency of administering high-dose proton pump Inhibitor therapy (continuous or intermittently =95
endoscopically involved segment of BE in patients with known BE undergoing surveillance for 3 days) after successful endoscopic hemostatic therapy of a bleeding ulcer in patients without
endoscopy allergy or contraindication to the medication
12 Frequency with which biopsy samples or endoscopic resection is obtained from visible lesions and 90 27 Frequency with which plans to test for Helicobacter pylori infection are documented in patients with >95
processed separately from the systematic biopsy samples in a patient with known BE with a visible GPMCs, peptic ulcer diseass, and other Y pylor-assoclared conditions
lesion identified on surveillance endoscopy 28 Frequency with which plans to treat and assess eradication of H pylori infection are documented in =95
patients with endoscopically diagnosed H pylori
Yadlapati et al., 2025 29 Frequency that the GPMC surveillance plan is documented in patients with known GPMCs >90
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ESGE Performance Measures %

Praprocedire Identification | Management | _ : Patient Post-
Domain RIS of pathology of pathology ] experience procedure

Barrett's
NEW @ Seattle protocol 9509:‘"39“5
used for surveiiance
Appropﬂato Examination Barrett's according to
mcin; gt‘:von time 27 minutes esophagus guidelines
o S %) (295%) (295%)
ormance
measure ' r’{‘f“‘f'fg Standardized MA:S; proto::l Gastric
ns IU(I. tions Inology used for gastric >95%) precancerous
received serm) precancerous
: o used (295 %) surveillance
(295%) ¢2) assessment
295%) according to
( guidelines
(295%)
g™
Observation tlme
of 21 minute/cm and
NEW chromoendoscopy [ NEW |
Time slot of in Barrett’s Patients’
220 minutes esophagus inspection experiences
Minor allocated for (295%) (ot measured
performance upper (295%)
measure gastrointestinal Ch'omqe-“dosco :
endoscopy in Paﬂe"ts at risk
(295 %) nd
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ESGE Performance Measures @

ESGE

Areia et al., 2025

M Domain

Preprocedure

=

Key
performance
measure

Minor
performance
measure

NEW

Appropriate
indication
(295%)

Fasting
instructions
received
(295%)

NEW
Time slot of
220 minutes
allocated for
upper
gastrointestinal
endoscopy
(295%)

Trust your knowledge ... or refer to Guidelines

.
=¥  22hours .

‘ 2 6 hours
for liquids I}L

for solids

Institution / Department responsibility

Routine UGI endoscopy = 20 min
Extensive gastritis =2 30 min

Barrett’s 2 30 min, increasing to 40 min for ultralong segments

Institution / Department responsibility

O
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Completeness of the procedure : Visibility score / Data

KEY OUTCOME DATA

OR 1 78 Adequate cleanliness: independent predictor of UGI pathology detection (PEACE, n = 995)
= 95%CI 1.06-3.01 P =0.03

Predictors of Clinically Significant Lesion (CSL) Detection during EGD

Multivarate logistic regression « n = 995 patients, 5 centres + 929/995 (93 .4%) had Adequate Cleanliness (AQ)

OR [9%% C1})
P valye
Adequate Cleanliness (AQ) : ’ J' R T I8 [1.06-3.01]
Duration of EGD l’l OR 1.29 [1.23-1.35)

0ol

Male Sex I ’ l OR 1,33 [1.04-1.7]
Indication: Dyspepsia | > ] OR 0,43 [0.31-060]
(vs GERD) | 1
Indication: Alarm Symptoms | o | OR 0.44 |0.28-0.67]

(vs GERD) | B

Indication: Gastritis | o ] OR 044 [0.25-0.76)
Survelllance {vs GERD) | |
Indication: Other | & | OR .44 [0.31-0.62]
(vs GERD) | i Bl Positive predictor {OR > 1)

BN Negative predictor {OR < 1)
!

)uv‘.
Odds Ratlo ({log scale) — Factors associated with CSL Detection

I Adequate visibility is fundamental for detection and diagnosis of lesions, and improves communication among endoscopists — ESGE Performance Measure
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Completeness of the procedure : Visibility score / Scales

ESGE recommends GRACE, PEACE, or Barcelona to report mucosal visibility after cleansing — selected for full upper Gl coverage and robust
interobserver agreement (Consensus R2: 89.7%)

Segments Assessed Score Range Interobserver Agreement UGI Coverage
Crema (CSCS) Fundus, corpus, antrum Grade 1-3 Kappa 0.91 Stomach only
Toronto (TUGCS) Fundus, corpus, antrum, duodenum Grade 0-3 ICC 0.79; test-retest 0.83 No esophagus
Barcelona Esoph, fundus, corpus, antrum, duodenum Grade 0-2; total 0-10 Kappa 0.83; intraobs 0.89 Full UGI

(ESGE Recommended)

PEACE

Esoph, stomach, duodenum Grade 0-3; total 0-9 ICC 0.82 Full UGI
(ESGE Recommended)
GRACE

Esoph, stomach, duodenum Grade 0-3; total 0-9 ICC 0.80-0.81 Full UGI

(ESGE Recommended)

Teal rows = ESGE-recommended. PEACE validated in 995 patients (5 centres); GRACE validated in real-time use. Both designed analogously to the Boston Bowel
Preparation Scale.

Areia et al., 2025 | Nagula et al., 2024 ‘ Belgian Society of Gastrointestinal Endoscopy
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Completeness of the procedure : Visibility score / Simethicone

Premedication with simethicone for improving the quality of gastric mucosal visualization: a double-blind randomized controlled trial

Gastio-esophageal junction Corpus Antrum Anguius Fundus

Pre-procedure Preparation

* Agent: Simethicone (antifoaming agent)

1 point

* Dose: 200 mg in 100 mL water

* Timing: 10-20 min before endoscopy

2 paints

Excellent Gastric Visibility Rates

Fasting alone (with Placebo) vs with Fasting + simethicone premedication

Mean Gastric Mucosal Visualisation (lower is best) P <0.001

11 /15

3 puints

y )

6.6 /115 Safety of Premedication with Simethicone

Acceptable GMV (<9/15) P <0.001 * No adverse events vs controls (RR 0.4, 95%CI 0.2-1.0;
P=0.05)

* No aspiration in 13 studies (n=11,086 patients)

* No O2 saturation difference in sedated patients

B Fasting alone (n:47) W@ With simethicone (n:52) » 20 mg simethicone + 400 mg NAC not superior — dose
matters

© BSGIE
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Completeness of the procedure : Photo Documentation

Rational :

- Photodocumentation of all anatomical
landmarks = indicator of a complete
examination

1. Proximal 6. Antrum (O] 4. Duodenal
esop'h“;;us '-@ m bulb e

Photodocumentation of abnormal findings

7. Cardia +
dorsiog = better communication and follow-up
inversion)
2. Distal
S, . lati Questions :
curvature
(partial - Photo’s order = flow of UGI endoscopy ?
inversion)
9. Incisura Number of picture required (AGA : min 5
3. Z-line + ial e
dm,,.,',‘agm m §:3;:’;o,,, WEO : ideally 28 ! )
indentation

Real diagnostic yield impact ?
(Evidence Grading = very low)

10. Greater
curvature

(forward view)

Legal impact ?

To be included in the written protocol (as
suggest by ESGE) ?

Ecological impact ?

Esposito et al., 2025 | Yadlapati et al., 2025 | Nagula et al., 2024 ‘ Belgian Society of Gastrointestinal Endoscopy
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Completeness of the procedure

Photo Documentation

1. Proximal __@ ‘ 6. Antrum -—@ © 4. Duodenal
esophagus bulb

7. Cardia + f
fundus (ful @ (O]
N @ 5. Second part
2. Distal
esophagus m

_~ Fundus
Oesophagus

inversion)
Blind Spots of Upper Gastrointestinal Endoscopy
3. Z-line + /ﬁ
ciiaphragmaﬁc \ m
indentation

2. Greater curvature -
upper part

@ 1.Cardia |

Body

@ 3. Posterior wall

of the body

Incisura
angularis

Pylorus |
N

@_ 4. Pyloric area |

5. Lesser curvature
of the antrum

----- ) Endoscopic blind spot )

Duodenum

Antrum

Esposito et al., 2025 | Yadlapati et al., 2025 | Nagula et al., 2024

Rational :

- Photodocumentation of all anatomical
landmarks = indicator of a complete
examination

Photodocumentation of abnormal findings
= better communication and follow-up

Questions :
- Photo’s order = flow of UGI endoscopy ?

Number of picture required (AGA : min 5
WEDO : ideally 28 ! )

Real diagnostic yield impact ?
(Evidence Grading = very low)

Legal impact ?

To be included in the written protocol (as
suggest by ESGE) ?

Ecological impact ?
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Identification of pathology: Examination Time

>7 - intubation to extubation
— m I n ESGE Key Performance Measure 2025

Evidence at a Glance

3.4%

higher odds of detecting dysplasia or cancer for endoscopists spending =27 min (OR 3.42, 95% CI 1.25—- 10.38)

2.5%

higher odds of detecting high-risk gastric lesions in Singapore cohort study (OR 2.50, 95% CI 1.52—4.12)

7 vs >7 min

studies fail to show differences

I BS
The et al., 2015 | Kawamura et al., 2017 | Areia et al., 2025 | Nagula et al., 2024 Belgian Society of Gastrointestinal Endoscopy

1.9%
higher odds of detecting gastric neoplasia with 5—7 min vs <5 min examination time (OR 1.90, 95% CI 1.06-3.40)
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Identification of pathology: Examination Time for Barrett Oesophagus

21 min/cmof BE L

Evidence at a Glance

OR 1.05 to 1.21 for detecting dysplasia in targeted and
non-targeted B+

Incremental yield of dysplasia per additional minute for Seattle protocol (odds ratio [OR] 1.10, 95 %CI 1.00-1.20, P = 0.04),
and for patients with BE > 6cm also on targeted biopsies (OR 1.21, 95 %CI 1.04-1.40; P = 0.01).

Combined Minor performance Measure : Adequate inspection of nondysplastic BE should

inCIUde the use of chromoendoceconv
D BS
Belgian Society of Gastrointestinal Endoscopy
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Identification of pathology: Chromoendoscopy for risk
of SCC

Chromo for patient at risk of SCC ESGE Minor Performance

Evidence at a Glance

« early synchronous/metachronous cancer
in 5% of ENT/lung cancer population

« Virtual vs Lugol staining

> superior PPV
> same NPV

> shorter examination time

‘ Belgian Society of Gastrointestinal Endoscopy
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Identification of pathology: Standardize Terminology

- uniformity in communication.
- severity in a validated classification allows physicians to optimize
the patient’s treatment

» Los Angeles classification for erosive esophagitis
» Prague classification for Barrett’'s esophagus

= Forrest classification for bleeding ulcers YT R T T Ty YT T T TRy ryereces

« Paris classification for visible lesions f e Gissification dos rarices rsophapiemnes (selon 1 tate)
» Baveno classification for varices '
» Zargar classification for caustic lesions
» Spigelman classification for duodenal adenomas in patients with (S _ y

familial adenomatous polyposis P ' ‘ e | e | o e Vs cocsni

Varices
gastriques
(salon Sann)

WA GIFTIVIAS ke
oy

fsere varces cecohagpee

Al generated image from Sarin et al 1992 and others

The et al., 2015 | Kawamura et al., 2017 | Areia et al., 2025 | Nagula et al., 2024 Belgian Society of Gastrointestinal Endoscopy
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Management of pathology: Sampling protocol

Seattle Protocol ey

Evidence at a Glance

e 2-to-13-fold drop in dysplasia detection when no adherence
to the Seattle protocol

 Adherence may be less than 50% !

the Seattle protocol consists of targeted biopsies of any visible lesion within
the Barrett's epithelium, followed by four-quadrant biopsies taken at 2-cm
intervals, all collected in different containers per level, and per lesion [5]. Any
suspicious areas should be biopsied before taking the random biopsies to
avoid bleeding that may impair adequate visibility

O BS
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Management of pathology: Sampling protocol

ESGE Key Performance

Seattle Protocol . resre

Evidence at a Glance

e 2-to-13-fold drop in dysplasia detection when no adherence
to the Seattle protocol

 Adherence may be less than 50% !

MAPS Protocol s

If suspicion of
gastric atrophy or intestinal metaplasia (after the use of virtual
chromoendoscopy)

to evaluate extension
(i.e. OLGA/OLGIM)

‘ Belgian Society of Gastrointestinal Endoscopy
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Complications / Patient experience / Post Procedure

Complications

(after therapeutic
procedures)

Patient
experience

Post
procedure

» Post-procedure patient contact (in person / phone / e-services)
» 30-day follow-up recommended to capture all adverse events

» Enables benchmarking and AGREE AE classification
Institution / Department responsibility

British Society 2025

« Patients need reassurance as many are anxious about the prospect of endoscopy:
individual and team endoscopy non-technical skills (ENTS) are important in this »

« Non-pharmacological interventions, such as auditory or visual distraction, to reduce patient
anxiety are recommended.»

Institution / Department responsibility

Validated Gastric cancer risk
. . . classification
Barrett extension Surveillance intervals No risk Low risk High risk
OLGA Stage 0 Stage 1= Stage 1=V
1to3cm 5 years : T :
OLGIM Stage 0 Stage 1= Stage |HI-1V
3to 10 cm 3 years Kimura-Takemoto co ClandC2 C3to03
EGGIM Q0 1-4 5-10
>10cm 1-2 years (expert center)

Surveillance Not recom- Not recom- Every 3 years
recommendation mended mended

i) DI
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ESGE Performance Measures %

Pre ,mcedm - ldentiﬂcaﬁon Management | Patient Post-
Domain ' pathology of pathology experience procedure

Barrett' s
e @ Seattle protocol es°":|°9“5
\isad for surveillance
AppfO;)(iatv Examlnatlon Barrett's according to
m(il(; .;tru)n time 27 minutes esophagus guidelines
rformance
measure  Fasting Standardized MAPS protocol Gastric
instructions used for gastric > Q& &)
: terminology 295 %) precancerous
received . precancerous
s used (295 %) surveillance
(295%) 03 2 assessment
Sk according to
( ) guidelines
(295 %)
Observation tlm,e
of 21 minute/cm and
NEW chromoendoscopy [ NEW |
Time slot of in Barrett's Patients’
220 minutes esophagus inspection experiences
Minor allocated for (295%) (aure measured
performance upper (295 %)
measure gastrointestinal Chromoendoscop
endoscopy in Patiems at risk
(295 %) for SCC
(295%) R
—-JalE

w Belgian Society of Gastrointestinal Endoscopy
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Quality in Upper Gl endoscopy

* Avoid unnecessary endoscopy

Moderate your speed

Clear the field and look everywhere (and capture it ! )

Sample adequately

Speak “gastro”

Quality is not an act, it is a habit fj‘--’._i
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