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Delphi group

Inflammatory bowel disease (IBD) Comprehensive Care Unit
(ICCUs)

Definction!!

The minimal IBD team should include:
IBD nurse,
gastroenterologists,
radiologists,
surgeons,
endoscopists,
stoma management specialists.

outpatient and inpatient care

Calvet Xetal JCC 2013



A core set of 56 Quality indicators
(12 structure, 20 process and 24 outcome).

Stwuctune:

|Lilerature reviewl |Discu55ion groups| | Guideline review|

2

First Ql set (n=503)

v
|Ql's review by the scientific committee |

v
| First Delphi round (n=126)|

h 4
Ql's scientific committee review according to panelist comments

| Dracedd

| Second Delphi Round (n=1 26)|

| Selection of best rated QI by the Scientific committee |

A 4

Final Ql set (n=56)

Hospital characteristics
Specific ICCU facilities
Registers

Personnel

Personnel organization

Guidelines

Continuing education
Research and committees
Registers

Personnel

Personnel organization

Diagnosis and Follow-up
Treatment
Calvet X etal JCC 2013



N I C E National Institute for
Health and Care Excellence

Inflammatory bowel
disease

Quality standard
Published: 26 February 2015

www.hice.org.uk/guidance/qs81

NICE

&

quality
standard

Multidisciplinary team

An inflammatory bowel disease (IBD) multidisciplinary team should comprise a
gastroenterologist, colorectal surgeon, IBD specialist nurse, dietitian allocated to
gastroenterology, pharmacist, histopathologist and radiologist, all with expertise in IBD.
The team should have access to advice for decisions about specific patients from a stoma
nurse, paediatric gastroenterologist, hepatologist, oral medicine, nutrition support team,
psychologist, primary care physician, ophthalmologist, rheumatologist, dermatologist,
obstetrician and social worker. There should be a designated coordinator for the IBD team




Journal of Crohn's and Colitis, 2015, 685-691
doi:10.1093/ecco-jcc/jjv085

Advanced Access publication May 18, 2015
Review Article

Review Article

Optimising the Inflammatory Bowel Disease
Unit to Improve Quality of Care: Expert
Recommendations

Edouard Louis,® Iris Dotan,” Subrata Ghosh,° Liat Mlynarsky,®
Catherine Reenaers,® Stefan Schreiber?

OXFORD

[

fEstablishrnent of the MDT: recommendations:

181/225 [81%] agreed

members of the MDT. 210/227 [93%] agreed

t talesnaticnt oreforencec and nienion loto o
T T

3.2.2. In addition to a gastroenterologist and a colorec-
tal surgeon, the MDT should include an IBD-specialist nurse,
nutritionist, stoma specialist, radiologist, endoscopist, patholo-
gist, psychologist and social worker. 178/224 [79%] agreed

3.2.2.2. Each MDT member should have IBD experience.

3.2.2.3. There should be structured interaction between the

3.2.2.4 The MDT should adopt a patient-centred approach

yant

195/223 [87%] agreed

e

{ Structure of the IBD unit: recommendations:

3.2.3.1 The unit should have an MDT specialising in IBD.
213/225 [95%] agreed

3.2.3.2 Where appropriate, the unit should coordinate care
with the following ancillary care providers: primary care prac-
titioner; paediatric transition team; obstetrics/gynaecology spe-
cialist; and IMID specialists [eg rheumatologist, dermatologist].
Patients should be able to access emergency IBD care through the
unit and intensive care facilities, if required. 175/219 [80%] agreed

3.2.3.3 The unit should have dedicated space for all MDT
\@ivities. 189/224 [84%] agreed /

3.2.3.4 The unit should have adequate facilities for the
specific needs of IBD patients, such as adequate toilets, wash-
ing rooms and preparation rooms [e.g. stoma care]. 191/222
[86%] agreed

3.2.3.5 The unit should have an endoscopy suite, or struc-
tured access to a nearby endoscopy suite. 183/226 [81%]
agreed

3.2.3.6 The unit should have access to imaging [eg high-def-

inition computed tomography or magnetic resonance imaging,

or ultrasound where used]; a formalised discussion with a radi-
ology specialist with IBD experience should be incorporated.
209/224 [81%] agreed

3.2.3.7 The unit should manage a high volume of IBD
patients. 176/221 [80%] agreed

3.2.3.8 The unit should have experience in the adminis-
tration of all approved drugs for IBD, including anti-tumour
necrosis factor [TNF] therapy. 205/219 [94%] agreed [Edited
to add: anti-integrin therapy was commercially unavailable at
the time the recommendations were developed.]

3.2.3.9 The unit should have access to clinical studies in
IBD. 198/218 [91%] agreed




British Society of Gastroenterology consensus
guidelines on the management of inflammatory
bowel disease in adults

\

Paediatric gastroenterologist

Patient

Obstetrician

Gastroenterologist

Colorectal surgeon Rheumatologist

IBD nurse specialist
Radiologist

Trainee
physicians and
trainee surgeons
Allied health
professionals

Dermatologist
Dietitian Hepatologist
MDT coordinator "
Nutrition support team
Primary care

Ophthalmologist
Oral medicine
Social worker

/

per 250000 population

two gastroenterologists,
two colorectal surgeons,
2.5 1BD nurses,
1.5 stoma nurses,
0.5 dietitian (allocated to Gastroenterology),
0.5 administrative support,

one histopathologist, one radiologist and one pharmacist
all with arrangements for cover in the event of absence.

LAMB C A Turner D et al. JCC 2017



British Society of Gastroenterology ¢
guidelines on the management of in
bowel disease in adults

ry

ood Practice Recommendation 28. For each IBD patient
discussed in the MDT meeting, a formal record should be kept of
management decisions reached (Agreement: 100%).

LAMB C A etal. JCC 2017



British Society of Gastroenterology consensus
guidelines on the management of inflammatory
bowel disease in adults

Quality improvement and audit

- Rapid assessment (4dweeks of referral, but few days for
patients with severe symptoms; five working days for relapse;
within 4weeks for radiological or endoscopic investigations
required)

- Adverse event monitoring

Good Practice Recommendation 29. IBD units should have
quality improvement and audit processes embedded within
regular clinical activity (Agreement: 100%).

LAMBC Aetal. JCC 2017
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Therapeutic targets in MDT at 1 year after diaagfiosi
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Retrospective controlled study

MDT + vs MDT -

Surgical characteristics of patients Exp group, 72 (%) Con group, 55 (%) P value
Sex
Female 20 23 >0.05
Male 52 32
[ Preop diagnosis |
Accurate 69 (95.8) 10 (18.2) <0.005
Misdiagnosis 3(4.2) 45 (81.8)
Necessity for surgery
[ Elective surgery |} 70 (97.2) 40 (72.8) < 0.005
Emergency surgery 2(2.8) 15 (27.2)
Postop complications
Surgical site infection 10 (13.9) 14 (25.5) >0.05
("Clinical recurrence ) 5(6.9) 20 (36.3)
(Addrtional surgery ) 0 5(9.1) <001 )
Intestinal fistula 4 (5.6) 4(7.3) >0.05
Total number of patients 17 (23.6) 38 (69.1)
Preop nutritional status (g/L)
Albumin < 30 12 (16.7) 20 (36.3) <0.05
( Hemoglobin' <100 ) 28 (38.9) 41 (74.5) [ <0.001 |

Qiang Wu et al Bioscience Trends 2021
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Criticita

Assenza di una rete

Bassa diffusione di radiologi ed ecografisti dedicati

Assenza di tariffazione Entero-RM, Capsula Pillcam, Calprotecting
Assenza di chirurgie dedicate

Peculiarita

* Presenza di specialisti gastroenterologi dedicati

* Presenza di anatomo-patologici dedicati

« Presenza di multidisciplinarieta con altri specialisti
« Diffusa conoscenza delle IBD
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TASST DI PREVALENZA STAND. Per 100.000 per provincia

Morbo di Crohn 165,72

Rettocolite uvlcerosa m

Crohn R.U.

212,2
’ 347,56 352,23
194,89 183,97 331,93
146,12 136,07
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PAC di diagnosi per le malattie infiammatorie croniche dell'intestino [MICH) (P556-555: RCU ¢

malattia di Crohn) con RMN;

2.

PAC di diagnosi per le malattie inflammatorie croniche dell‘intestine (MICI] (P556-555: RCU &

malattia di Crohn) senza RMN,;

3

PAC di sorveglianza per le malattie Infiammatarie croniche dell'intestino (MICI), (PS56-555:

RCU e malattia di Crohn) con RMN;

4

PAC di sorveglianza per le malattie inflammatorie croniche dell'intestino (MICI), (P556-555:

RCU e malattia di Crohn) senza RMN;

S.

6
7
8.
9

PAC per la diagnosi di Celiachia;

PAC diagnostico per pazienti con intolleranza alla esecuzione di esame endoscopico;
PAC terapeutico per posizionamento PEG in pazienti con disfagia;

PAC diagnostico per pazienti con segni di sanguinamento intestinale;

PAC per la diagnosi ed |l follow up deile lesioni sottomucose del tratto gastroenterico.
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PAC di SORVEGLIANZA per le malattie inflammatorie croniche dell’intestino (MICI)
(P556-555: RCU e malattia di Crohn) con RMN

PAC di SORVEGLIANZA per le malattie inflammatorie croniche dell'intestino (MICI)
(P556-555: RCU e malattia di Crohn) SENZA RMN

Tipologia di pazienti
Pazienti con diagnosi nota di MICI in sorveglianza clinica che, pertanto, necessitano ripetuti controlli.
Il PAC & erogabile una volta I'anno.
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Colite Ulcerosa (cod. DIAP ICD9 556.x) : Colite Ulcerosa (cod. DIAP ICD9 556.x)
Numero Di cui g
Di cui Residenti | Residenti | Residenti Valore dei Di cui Da
diricov] s e Doy Totali ORD |: DH ANND | o ccart T |2 < Ordinad Hospitaly
Totali Hospital
2011 1.853 1.391 462 1.784 1329 455 2011 4.794.183,54 4.571.062,88 223.120,66
2012 1.734 1.349 385 1.659 1.287 372 2012 4.673.725,78 4.496.249,86 177.475,92
2013 1.815 1.463 352 1.746 1.402 344 2013 5.215.648,91 5.034.843 44 180.805,47
2014 1.749 1.446 303 1.674 1384 290 2014 5.072.155,58 | 4.923.350,50 148.805,08
2015 1.695 1.474 221 1.604 1391 213 2015 5.013.665,67 4.890.369,45 123.296,22
2016 1.656 1.488 168 1.570 1412 158 2016 5.393.480,56 5.286.025,98 107.454,58
2017 1.637 1.468 169 1.554 1.388 166 2017 5.129.054,29 5.008.248,27 120.806,02
2018 1.647 1.497 150 1.558 1412 146 2018 5.454.899,65 5.330.857,87 124.041,78
2019 1.517 1.379 138 1.425 1290 |: 135 2019 5.171.191,75 5.026.736,85 144.454 90
Delta -18% 1% -70% -20% -3% : -70% 8% 10% -35%
Morbo di Crohn (cod. DIAP ICD9 555.x) Morbo di Crohn (cod. DIAP ICD9 555.x)
Numero Di cui :

Di cui Residenti | Residenti | Residenti Valore dei Di cui Day

ANNO |di f:;‘;“" Ordinari Ho':;‘i'u' Totali ORD | DH ANNO | icoveri Totali | DICWOTdna | 0ot
2011 1.537 1.150 387 1.462 1.095 367 2011 4.206.712 3.987.830 218.882
2012 1410 1.080 330 1.357 1.037 320 2012 3.802.738 3.618.168 184.570
2013 1.424 1.089 335 1.359 1.036 323 2013 4.123.890 3.940.177 183.713
2014 1.399 1.170 229 1.326 1.110 216 2014 4.295.445 4.167.958 127.487
2015 1.353 1.151 202 1.281 1.085 196 2015 4.309.641 4.193.850 115.751
2016 1.291 1.151 140 1.232 1.095 137 2016 4.270.340 4.167.271 103,069
2017 1331 1.200 131 1.258 1.128 130 2017 4.482.600 4.384.914 97.686
2018 1.350 1.229 121 1.257 1.139 118 2018 4,594,630 4.459.358 135272
2019 1360 | 1.253 | 107 1315 1209 [i 106 2019 4.497.668 437291 124,747

Delta -12% 9% -12% -10% 10% -n% Delta 7% 10% 43%
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Sei stato invitato al seguente evento.
CALL PROGETTO "Applicazione del Lean Management nella
creazione di un PDTA per le malattie definite IBD"
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v riduzione delle liste d'attesa

v riduzione della ripetizione delle procedure

v" condivisione dei percorsi di diagnosi e
terapia

v' ottimizzazione dei costi

v miglioramento dell’offerta sanitaria

v riduzione del ritardo diagnostico






Grazie per l'attenzione!
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