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ASGE Unveils New 
Training Facility
By Brigid Duffy

As the global home of endoscopy, the American 
Society for Gastrointestinal Endoscopy (ASGE) 
was long in need of a training facility worthy of 
its stellar reputation. After nine years of planning, 
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If you happened to come across The 
New York Times article “The $2.7 Tril-

lion Medical Bill: Colonoscopies Explain Why U.S. 
Leads The World in Health Expenditures” (by Elisabeth 
Rosenthal, June 2, 2013), you undoubtedly felt outraged 
by what you read, perhaps even betrayed. Outraged to 

learn about the exorbitant cost of colonoscopy and the 
profit-mongering schemes of those who provide the ser-
vice. Betrayed by the insight that the entire thing may 
have been a fraud: Your colonoscopy may not have even 
been medically necessary.

On the other hand, if you were a patient at any one of 
the 5,300 physician-owned and operated ambulatory sur-
gery centers (ASCs) across the country, you may have felt 
perplexed, even confused. You could not easily dismiss the 

FOBT Shows ‘Striking’ Results for 
Long-Term Reduction in CRC Mortality
By Monica J. Smith

San Diego—A randomized controlled trial (RCT) 
of fecal occult blood test (FOBT) screening for 
colorectal cancer (CRC) has demonstrated dra-
matic reductions in mortality. The results are highly 
durable and persistent, and also support the role of 
polypectomy.

Results of the Minnesota Colon Cancer Control 
Study, which included more than 46,000 partici-
pants, aged 50 to 80 years, who were randomized 
to receive annual or biennial CRC screening with 
FOBT, or no screening, showed a relative risk for 
CRC-related mortality of 0.68 in the annual screen-
ing arm and 0.78 in the biennial screening arm 
through 30 years of follow-up. This translated into 
risk reductions of 32% with annual screening and 
22% with biennial screening.

The Minnesota study confirms the findings of 
two RCTs of biennial CRC screening with FOBT 
carried out in the United Kingdom and Denmark 

WEO Provides 
Global Training  
In Endoscopy
By Victoria Stern

Early last year, the World Endoscopy Organiza-
tion (WEO) organized the first Program for Endo-
scopic Teachers (PET). The aim of the two-day 
program, held in Hyderabad, India, was to provide 
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Suboptimal bowel preparation leads to prolonged 
procedure times, lower rates of cecal intubation, 
reduced screening intervals, higher screening costs, and 
possibly an increased risk for procedure- related compli-
cations. Furthermore, recent studies demonstrate that 
colonoscopy is more effective in the prevention of left-
sided than right-sided cancers.2-5 Possible reasons for 
this include suboptimal cleansing of the right side of the 
colon and increased difficulty in detecting right-sided 
lesions because they often are flat or sessile. The adop-
tion of more effective methods of bowel cleansing and 
a greater emphasis on patient compliance with prepara-
tion instructions will improve the effectiveness and effi-
ciency of colonoscopy, as well as minimize the risk for 
procedural complications.

Bowel Preparations

The available purgatives for colonoscopy can be 
divided into 3 categories: osmotic agents, polyethylene 
glycol (PEG)–based solutions, and stimulants. Osmot-
ic laxatives increase intraluminal water by promoting 
the passage of extracellular fluid across the bowel wall. 
Examples of osmotic preparations include sodium phos-
phate (NaP), magnesium citrate, and sodium sulphate. 
The PEG-based solutions consist of a high-molecular-
weight nonabsorbable polymer in a dilute electrolyte 
solution. PEG solutions are designed to be osmotically 
balanced, limiting the exchange of fluid and electrolytes 
across the  colonic membrane. Stimulant laxatives work 
by increasing smooth muscle activity within the wall 
of the colon. Examples of stimulant purgatives include 
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Bowel  Preparation For 
Colonoscopy
Maximizing Efficacy, Minimizing Risk

T
he success of colonoscopy as a 

screening modality for  colorectal cancer 

is highly dependent on the ability to 

purge the colon of fecal material in order to 

provide an unobstructed view of the bowel wall. 

Inadequate cleansing of the colon, reported to 

occur in about 27% of all examinations, results in 

missed adenomas.1
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THE SCIENCE BEHIND POSITIVE PATIENT OUTCOMES

Solesta for the Treatment of Fecal Incontinence

Indication
SOLESTA is indicated for the treatment of 

fecal incontinence in patients 18 years and 
older who have failed conservative ther-
apy (eg, diet, fiber therapy, and anti-motility 
medications).

Important Safety Information 
about SOLESTA

SOLESTA® (hyaluronic acid/dextrano-
mer) is contraindicated in patients with 
active inflammatory bowel disease, immu-
nodeficiency disorders or ongoing immu-
nosuppressive therapy, previous radiation 
treatment to the pelvic area, significant 
mucosal or full thickness rectal prolapse, 
active anorectal conditions (including 
abscess, fissures, sepsis, bleeding, procti-
tis, or other infections), anorectal atresia, 
tumors, or malformation, rectocele, rectal 
varices, presence of existing implant (other 
than SOLESTA) in anorectal region, or allergy 
to hyaluronic acid-based products.

SOLESTA must not be injected intravas-
cularly as injection of SOLESTA into blood 
vessels may cause vascular occlusion. Injec-
tion in the midline of the anterior wall of the 
rectum should be avoided in men with an 
enlarged prostate. 

SOLESTA should only be administered by 
physicians experienced in performing ano-
rectal procedures and who have success-
fully completed a comprehensive training 
and certification program on the SOLESTA 
injection procedure.

The most common adverse reactions 
with SOLESTA (incidence >4%) in the clini-
cal study were proctalgia, anorectal hemor-
rhage, injection site hemorrhage, pyrexia, 
injection site pain, diarrhea, and anorectal 
discomfort.

Please see complete Prescribing Infor-
mation for SOLESTA at solestainfo.com.

Introduction

Fecal incontinence (FI), loosely defined as 
the inability to defer the urge to pass stool 
until a socially acceptable time or place, 
affects about 19 million Americans.1 FI can 
be a devastating condition, leading to a 
decrease in activities of daily living (ADLs) 
and having an adverse influence on qual-
ity of life (QoL) for those who suffer with the 
condition.2,3 Unfortunately, stigma associated 
with FI often prevents patients from seeking 
treatment.4 FI has a broad range of causes 
with surgical and obstetrical trauma being 
the leading etiologies. In addition, a number 
of chronic diseases, including obesity, diabe-
tes, and chronic obstructive pulmonary dis-
ease have been associated with higher rates 
of FI.5 Treatment options for patients with FI 
range from conservative, nonoperative ther-
apies to invasive, surgical procedures. More 
recently, minimally invasive options have 
been introduced into the treatment para-
digm for patients who have FI.

Burden of FI: Effect on QoL
The devastating influence of FI on the 

well-being of affected patients is signifi-
cant and closely correlates with the fre-
quency and severity of episodes. In a study 
that took into account frequency of FI epi-
sodes, amount of stool lost, composition of 
stool lost, and fecal urgency, 82% of those 
with severe symptoms had a moderate to 
severe negative influence on one or more 
aspects of their QoL.6 The most profound 
effects may be psychological, with high rates 
of depression and anxiety reported in those 
with FI relative to the general population.7 
FI also has been shown to affect the ability 
or willingness of individuals to participate 
in ADLs.2 In the largest existing assessment 
of US women with FI, 18.8% of participants 
(1,096 of 5,817) reported at least one epi-
sode of bowel leakage per year.8 Roughly 
40% (368 of 938) of women with FI experi-
enced a severe negative influence on QoL in 
one or more areas of their daily lives, with 
the most affected areas relating to frustra-
tion, and emotional well-being and partic-
ipation in social activities. The study also 
found that despite the negative effect on 
QoL, less than one-third of women with the 
condition discussed it with their physician.2,8 
FI imposes considerable social barriers on 
patients with the disorder.

Epidemiology
Approximately 8% of noninstitutionalized 

adults in the United States report having 
experienced at least 1 episode of FI over the 

past 30 days.9 Although FI rates are relatively 
higher in women,10 rates of FI increase with 
age regardless of gender.9 In women, child-
birth by vaginal delivery may cause dam-
age to the pelvic floor or other recto-genital 
structures causing FI soon after delivery, or 
manifesting several years later.

Evaluation of FI
Evaluation of patients with FI begins with 

a thorough history, including surgical and 
obstetric history. The use of intake ques-
tionnaires such as the Cleveland Clinic Fecal 
Incontinence Score (CCFIS) or Fecal Incon-
tinence Severity Index (FISI) are helpful in 
gauging the extent and severity of the con-
dition.11 Following a history and physical 
examination, additional evaluation in a com-
prehensive anorectal physiology lab may 
be useful. Anorectal manometry, pudendal 
nerve testing, and endoanal sonography all 
provide additional information that may be 
useful in directing therapy.

Treatment Strategies
Although treatment selection is depen-

dent on many variables, conservative, non-
invasive therapies are regarded as the 
first-line approach in most cases of FI.12 Con-
servative approaches include diet and medi-
cal therapies.10 Abstention from foods that 
increase colonic transit time, such as cof-
fee, or increasing consumption of foods that 
increase bulk, such as fiber, should be an ini-
tial step in treatment.10,12 Additionally, the 
use of antidiarrheals may be appropriate for 
slowing transit time.10

In addition to these conservative thera-
pies, pelvic floor exercises using biofeed-
back may be sufficient in improving bowel 
control. Although the efficacy of conserva-
tive approaches varies, surgical therapies 
may provide more definitive correction 
when anatomic defects are the primary 
cause of incontinence.

A variety of surgical approaches have 
been described for specific anatomic 
defects; however, sphincteroplasty is the 
most common surgical repair used.10 The 
benefit from surgery is dependent on selec-
tion of the appropriate procedure per-
formed by an experienced team. Even with 
appropriate patient and procedure selec-
tion, the results may not be durable.13

Minimally Invasive Treatment 
Options for FI

Historically, patients with FI who did not 
respond to conservative therapies had sur-
gical intervention as their only alterna-
tive option, and yet not all patients were 

candidates for surgery. Recently, however, 2 
relatively noninvasive treatments have been 
introduced into the armamentarium for 
these patients. Sacral nerve stimulation (SNS) 
and hyaluronic acid/dextranomer injections 
(Solesta, Salix Pharmaceuticals) have shown 
sustained benefit in multicenter trials.14,15

Solesta: An Effective Treatment 
Option for FI

Solesta injections are a relatively nonin-
vasive, office-based treatment. In 2011, it 
was approved by the FDA for the treatment 
of FI on the basis of a multicenter, double-
blind, sham-controlled trial.15 Solesta com-
bines dextranomer microspheres with 
stabilized hyaluronic acid, which is injected 
into the submucosal layer of the anal canal 
and serves to augment tissue volume sur-
rounding the sphincter. Four injections are 
typically performed without anesthesia in a 
quick, single in-office procedure.

The safety and efficacy of Solesta was 
demonstrated in a registration trial of 206 
adults with FI who had failed conserva-
tive therapy.15 Patients were randomized to 
receive either dextranomer or sham, and the 
end point was the percentage of patients 
with at least a 50% reduction in episodes 
of FI from baseline.15 After 6 months, 52% 
of those receiving dextranomer and 31% 
of those receiving the sham achieved this 
end point, producing an odds ratio of 2.36 
(95% confidence interval, 1.24-4.47; 
P=0.0089; Figure).15,16 Treatment with Solesta 
was generally well tolerated by patients. The 
most common adverse events (>4%) were 
proctalgia, anorectal hemorrhage, injection 
site hemorrhage, pyrexia, injection site pain, 
diarrhea, and anorectal discomfort. There 
were 2 cases of rectal abscess and 1 case of 
Escherichia coli bacteremia, and all were suc-
cessfully resolved.16

The 47.2% reduction in the median num-
ber of FI episodes during 2 weeks of treat-
ment with dextranomer and the 79.5% 
increase in the mean number of inconti-
nence-free days at 12 months were sta-
tistically significant (P<0.0001 for both). 
Furthermore, significant improvements in 
QoL scores at 12 months were achieved by 
patients treated with Solesta for the 4 mea-
sured domains (lifestyle, coping and behav-
ior, depression and self-perception, and 
embarrassment).15

Patients should be instructed to avoid 
physical activity for 24 hours after treatment 
with Solesta and to avoid sexual intercourse 
and strenuous physical activity for one week 
(eg, horseback riding, bicycling, and jog-
ging). If a patient does not have an adequate 
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a framework for endoscopy training pro-
grams around the globe.

“The idea was to create a program 
on how to teach safe and high-quality 
endoscopy and improve the quality of 
endoscopic services, which could be 
brought to many institutions around the 
world, particularly the developing world,” 
said Douglas Faigel, MD, PET program 
director and professor of medicine at 
Mayo Clinic, Scottsdale, Ariz.

In 2009, Jerome D. Waye, MD, presi-
dent of WEO, devised the idea for PET 
after recognizing a major flaw in endos-
copy education. “There are no programs 
aimed at teaching endoscopists how to 
teach,” said Dr. Waye, clinical professor 
in the Department of Gastroenterology 
at Mount Sinai Medical Center, New 
York City. “When I first became presi-
dent of WEO, I thought that I would 
like to have a special program to educate 

endoscopists in the art of teaching endos-
copy, and establish guidelines.”

D. Nageshwar Reddy, MD, chairman 
and chief of gastroenterology, Asian Insti-
tute of Gastroenterology, in Hyderabad, 
volunteered to host the first meeting and 
invited the major trainers of endoscopy 
in India and from surrounding countries. 
Approximately 65 experts attended. The 
faculty included experienced instructors 
from the United States, India, China, 

Chile, Egypt and Singapore, and guests 
were hand-selected based on their interest 
and willingness to teach endoscopic skills 
in their respective countries. Representa-
tives from industry, including Olympus, 
Boston Scientific and Cook Medical, 
helped fund the program and were in 
attendance as well.

PET Design
“The PET was designed to provide 

experienced endoscopists, working in 
countries that do not have an adequate 
number of trained endoscopists, with 
greater knowledge of the techniques and 
methods for teaching endoscopic skills,” 
said Lawrence Cohen, MD, gastroenter-
ologist and clinical professor of medi-
cine at the Icahn School of Medicine 
at Mount Sinai in New York City, who 
taught courses at the meeting.

To this end, the program delineated 
a set of strategies and rules on how to 
teach endoscopy using educational lec-
tures, videos of mock training sessions 
and hands-on training with simulators. 
The lectures outlined criteria that make 
good teachers and students, and provided 
tactics for teaching technical and cogni-
tive skills to trainees of all skill levels. 
For example, when teaching cognitive 
skills, instructors need to define a core 
curriculum in endoscopy and be able 
to tailor training to incorporate local 
practice and customs; risk management; 
pre- and postprocedure evaluation; and 
communication skills, as well as trainee 
assessment and mentoring. The trainer 
also should vary the educational format, 
supplementing textbook and lecture-
based learning with videos and interac-
tive approaches that include simulators 
and other training tools.

In a session entitled “Teacher and Stu-
dent,” presenter Ibrahim Mustafa, MD, 

‘The idea was to create a 

program on how to teach safe 

and high-quality endoscopy 

and improve the quality of 

endoscopic services, which 

could be brought to many 

institutions around the world, 

particularly the developing 

world.’
—Douglas Faigel, MD

see PET, page 36
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from Egypt, said that a teacher must 
regularly monitor how well trainees are 
acquiring necessary skills by document-
ing their experience with procedures and 
determining how well they have met spe-
cific performance standards. The teacher 
should not only evaluate students, but 
also allow trainees to provide feedback 
and personalize the curriculum as needed.

In the same session, Dr. Waye 
explained that when teaching technical 
skills, instructors should be patient and 
encouraging as students learn the ropes, 

while also providing clear directions on 
what to do and how to do it. After a stu-
dent has observed several procedures, pos-
sibly practiced on a simulator and aided 
a senior fellow during an actual proce-
dure, the trainee should then handle the 
scope alone while the instructor watches 
closely and provides feedback through-
out. Importantly, however, trainees should 
only be evaluated on their competence 
after completing a requisite number of 
procedures (Table).

An Organized Program for  
Global Training in Endoscopy 

Jerome D. Waye, MD
Clinical Professor of Medicine
Mount Sinai Medical Center
Director of Endoscopic Education
Mount Sinai Hospital
New York, New York
Past President,  

American Society for Gastrointestinal Endoscopy
Past President, American College of Gastroenterology
Past President, World Endoscopy Organization

I have just stepped down from four years as president of the World 
Endoscopy Organization (WEO). This is an organization that oversees 
gastrointestinal endoscopy throughout the world. The major thrust is, of 
course, pointed at underserved areas where endoscopy is needed, but 
is a scarce commodity. During 2013, WEO organized a course called 
Program for Endoscopic Teachers, referred to as the PET program. 
When I began my presidency four years ago, I realized that this was a 
topic that had been completely overlooked by endoscopists throughout 
the world. There was no organized program for how endoscopy should 
be taught, who the instructors should be, what the curriculum should be 
for endoscopic teaching, what teaching material could be found on the 
Internet and how to best teach novices the techniques of the procedure. 
Additionally, there was no data to inform more advanced endoscopists 
how to perform more complex procedures. 

The first PET meeting was held in Hyderabad, India, under the direc-
tion of Douglas Faigel, MD, of Mayo Clinic, Scottsdale, Ariz., and hosted 
by Nageshwar Reddy, MD, who famously helped initiate natural orifice 
transluminal endoscopic surgery by passing an endoscope through the 
stomach into the abdominal cavity. The first meeting brought together 
a cadre of known experts in endoscopic teaching and 40 endoscopic 
teachers from throughout India and Asia. The meeting was a resounding 
success, and so far this year, three countries have requested that the 
PET program be brought to their areas because of the important mate-
rial, which even now is in a state of rapid evolution. This is an exciting 
area and will undoubtedly affect the way endoscopy is taught.

Table. Threshold Numbers of Endoscopic Procedures  
Before Competency Can Be Assessed by Direct  
Observation or Other Objective Measures, as  
Required in Different Countries or Regions

Procedure United 
Statesa Australiab Canada Poland India Europec

Colonoscopy 140
100 to 
cecum

150 500 120 150

EGD 130 200 150 500 190 200

ERCP 200 200 200 200 140 150

EUS 150 200 150

Sigmoidoscopy 30 30 50

EGD, esophagogastroduodenoscopy; ERCP, endoscopic retrograde cholangiopancreatography;  
EUS, endoscopic ultrasonography
a  American Society for Gastrointestinal Endoscopy guideline.
b  �Colonoscopy: cecal intubation in >90% of the last 50 logged procedures; ERCP: unassisted, with intact 

papilla, to include 80 sphincterotomies and 60 stent placements.
c  �European Board of Gastroenterology: Colonoscopy numbers include polypectomy and assume compe-

tency in EGD.

D. Nageshwar Reddy, MD, chairman and chief of gastroenterology at the Asian Institute of Gastroenterology, in Hyderabad, India, volunteered to host the World Endoscopy 
Organization’s first Program for Endoscopic Teachers (PET) meeting. The aim of the two-day PET program, held in January 2013, was to provide a framework for endosco-
py training programs around the globe.

see PET, page 38
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Reflections on PET
Overall, Drs. Faigel and Waye agreed 

that the pilot program went well. “We 
had excellent attendance and interaction 
among experts and the feedback was 
very positive,” said Dr. Faigel. “We’re 
moving toward milestones and stan-
dardized training, and this program was 
a good first step to see how we could do 
so in India.”

Reflecting on the success of the pro-
gram, Dr. Cohen noted, “the attendees 
were enthusiastic and seemed committed 
to taking their experience back to their 
respective country and attempting to 
implement some of the techniques and 
concepts discussed at the course.” For 
instance, two attendees from Myanmar 
(formerly Burma) expressed their desire 
to use the PET educational model to 
train more endoscopists in their country, 
Dr. Cohen said. Myanmar currently has 
four endoscopists serving a population of 
more than 30 million.

One attendee, C. Ganesh Pai, MD, 
professor and head of the Department 
of Gastroenterology and Hepatology, 
Kasturba Medical College, Manipal, 
India, agreed that PET was a “successful 
and informative” program that “brought 
together expertise from different parts of 
the world and exposed trainers to what is 
happening elsewhere.”

When asked how PET could be 
improved, Dr. Pai suggested “fewer lec-
tures and more workshop-like situations, 
hands-on training and small-group inter-
active sessions, [that would involve] iden-
tifying problems in endoscopy training 
and solving them.”

Dr. Faigel concurred and, in the next 
meeting, plans to incorporate more 
breakout sessions and subgroup discus-
sions, as well as to create specific sessions 
tailored to local issues. As for increasing 

hands-on training, Dr. Faigel noted that 
employing such features in local teaching 
facilities is expensive and may not be fea-
sible everywhere, especially in parts of the 
world where resources and funds may be 
more limited. “We want a modular course 
so we can train with local faculty from all 
over the world and make implementation 
achievable for everyone involved.”

To this point, Dr. Waye said that, 
“We have to be cognizant of local train-
ing facilities and local training venues 
for us to continue our success.” But, Dr. 
Waye added, “We also want teachers to 
be able to adapt to different training situ-
ations and to be comfortable with using 
and teaching a variety of techniques and 
technologies.”

Going forward, the PET organizers 
plan to conduct at least one program a 
year and are currently planning other 
meetings. Three meetings are scheduled 
for 2014: July 11-12 in Moscow, Aug. 
22-23 in Cairo and Dec. 5-6 in Rio. The 
PET meeting in Rio will be sponsored 
by Pentax, and the Moscow meeting will 
be sponsored by Boston Scientific. Plan-
ning is under way for a meeting in China 
in 2015. � n 

PET
continued from page 36

Approximately 65 experts attended  
the first Program for Endoscopic  
Teachers (PET) meeting in Hyderabad, 
India. Faculty included experienced 
instructors from the United States, 
India, China, Chile, Egypt and Singa-
pore, and guests were hand-selected 
based on their interest and willingness 
to teach endoscopic skills in their  
respective countries. Representatives 
from industry, including Olympus,  
Boston Scientific and Cook Medical, 
helped fund the program and were in 
attendance as well.

‘We have to be cognizant of 

local training facilities and 

local training venues for us 

to continue our success. 

We also want teachers to 

be able to adapt to different 

training situations and to 

be comfortable with using 

and teaching a variety of 

techniques and technologies.’
—Jerome D. Waye, MD
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