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Application of rectal insertion practice in training of gastroscopy

Chang Liu, You-lin Yang, Hong-ru Liu, Wen-bo Ding, Dong-yue Li, Xiao-bing Wang
(Department of Gastroenterology, the First Affiliated Hospital of Harbin Medical University,
Harbin, Heilongjiang 150001, China)

Abstract: Objective To study the effect of inserting to rectum with standard colonoscope on the esophageal
intubation ability of novices at gastroscopy. Methods 8 novices without endoscopic experience were randomized to
two groups. The group A received training with the upper GI endoscopy module of GI-BRONCH Mentor, and the
group B received training of rectal insertion plus the upper GI endoscopy module. Esophageal intubation test was
conducted immediately after the training of both groups. The completion rates of esophageal intubation and the rates
of each step were compared. Results The failure rate of group B is lower than that of group A (group B 17.50% vs
group A 36.25%, P < 0.05). The independent completion rate of group B is higher (group B 63.75% vs group A
38.75%, P <0.05). Group B is superior than group A in terms of advancing the distal tip to the left esophageal
entrance (group B 97.47% vs group A 89.19%, P <0.05). Conclusion Rectal insertion improves the skills needed
for esophageal intubation of novices and make up for the defect of poor authenticity of the oral cavity part and
pharynx part of VR endoscope simulators. It is a recommended training method.

Keywords: virtual reality endoscope simulator; gastroscopy training; esophageal intubation; colonoscopy

HALNEE e B NS, MHATH 2 AREEITT M, Hrb g U S8 N B AR 45
BRI DLREAR AL N B AR ok b . LIRS SRR B H RSB AL E, 7EA TN Bt
e A FER BT 2O N B RE A S i B T2 P SR EEEAR AL, nT W AR ) AR RE

Wk H - 2019-10-21
[EEEE 1 %MK, E-mail: yangyoulinyyl@163.com



5512

X5, A5 EIRAIIZEAE H B 90048 B

e Lk IR R T, AR, BN RESE
SWAURTF LR AT, S R G
N R — A AU R A LR It A7 A (1 H AR 7]
AL, T R R AR AR L B ERAE
RSB S BN AR IR, EE S AL bR
WY o BRIERIEEEZ) 20 om IF A H BUBCIRCR , 2
ISMAFS AR 2230 em, FEHSCBAE T, IABIXAME
P 2 T T R BB YDA 15 ~ 18 em™), AP i BT 1ot
R WA BN IR 2T & AT, BUimk Ry s D
A, AR URBIZE AU T iR i 5k, 78
SR E B, BE AR, AR
HREVEK, WA RER AL BLEE [I5E, X TH0m
(45 AN REME EBR Y SV o AR e BEA T I PR A AT
B R A HBRE . WEREE A, WIS
—EI . ABENBIEEITLEIf ARG S h S, 7ELr4E
Ziptik b, BB PR R 2R E . KA
PAERRE, ELARAEAIXIRIAR, B e R P i 2 A
JEAR, FEATOIFRAE KA. i, ASCRAR I A
Il AVNZRS A B SR F IR, SOUE N
Bl HLAR G B R p 07 A7 e, R B
AN 18 Fiw) 2 B A B REAY R

1 BARERZE

ENITPOE
DU | B L SPAT . AL AR T
201848 H —2019 41 H . #F5¢ o f#i 1] GI-BRONCH
Mentor (Simbionix), GI-BRONCH Mentor fit. & | EL5Z
(1) AR AN 24 T B8, RS2 )1 B At A )
Ffi 5t JRAZ

AWFFALRE 8 B2 YN, B IR R
B —EBH AR A, HECE MR .
RSN R, BEREDLSY AL, AZXIRAL (3
1B, Fik25~28%, Fi42625%), BHNEM
WAL BL1B, Fik24~20%, FH2525%),
PRIZHAZ I A R A AR 30 7 TP o0 A 2 P55 Y, I
A NG WEBUSR R ERT . TR ZYIE #4252
T AR AR A R A AR AR T, T
BB A, R L 321 G B R LA T
etk W& 1.
1.2 lI&iRTE
SR, WA 5143 #E4T GI-BRONCH Mentor

1.1

R1 WAZNBEZ —RABILE
Table 1 Comparison of general information of assigned

patients between the two groups

PR 61(%)
5 '8

26(32.50) 54(67.50)

20331 WY

A4 (n=2380) 51.0(46.0,60.0)

B4l (n=80) 32(40.00) 48(60.00) 57.0(48.0,61.5)

XZAH -0.521
PAH

Wt Z(E

0.97

0.324 0.606

BRI Zs . Be, SIS NBIEE (Endo
Basket) FINE{IHY (Endo Bubble) BT HpA#LLE
Y52] . WERIEEELR I B 0L T N B IR e
SCH5 Ty s BRI 2R 2] 2 b2 B TE A AR T
EAS NS & oI = VA Wl NeP S 2 s BT L
P AT DA S B EE b, BER A 5L 2 d N SE N B
WA N B 2D 10 B . BERS, 58 UL 8%
B BRI 25 >] o 1 e S R TR AT A T
1B, ZINE el Fe B 1 2201, 2 J5 #AFhrifE
ROl K5, 2 R RIE P . B
Gy WE 5, NG 1 I X 20 MBI AR U
Yk, EEMIK, T4 BRI gk R,
SERNS AR A R SR, 0 SRR A T4
kBt a], AR RITEREUES Eryse T ihZ. DL
B 1 22050 3 bR e, R0 JES, T2
TRIERASIE, 1A RAT AR ek . BRIl R R
K29~ 5Bk, EPIRNSERN 2. B &
Wi FE b JoiE SN, (e RV R R
BEAE” Rpkis SR A4 (RHIRZE) 58 60 ik
HAEBHURIE; B (AL TE5ERL40 F1 A5
PUE G 5, FEEAT 20 B AR HESS 45 B G A
5] JHRERAERT, 25 A 25 TN ALIE R4S
. S5 A AT HESS . A B A A ARG
P, T B0 1l A B O WLEE 27 o) 45 i B A A A
Ld, KRG TE SO B T R R A 1A 8 5 UEA T B 4
NG5 20000 . A BB IR L2 0 15 ~ 20 em, BR
FEISTA] 10 min, 48 T ZOMTA W 23k B - AR 28
FRL IE TS UG 2ttt B R A I R E A
PR TGRS IPIRRSZ , DUEE IR

« 25 -



N

§

i
&

U

&

5526 %

1.3 FixtrERIRE

FI A 8 44 52 I B W B SR X 2 S W M N A 2 1Y
204 B HITH BN A BEHRIRENT
FHFRREY . 18 LR . 4Rk . fETE TR EER .
IS8 A R S . 2V A R R RIS
SEHOMRRER R, XA EN AR E, NEEARE
B W A T s S0 B . SRR AR LA 1
R BB AN AU , S BOTA AR E A XU B
NEABERTHERS, 257 H kiR Mzl 1k
INNATEST . BB E RORANREM 72 . SR T 3 IR
SR AN e 8 R AERT, BOm T8 B S
(e
1.4 Z#%INE

HEEHENIE R =L PIR— A
FE BB 2R M B AT AB0R . K B R IE
EAMEEAD; L=, SdaFA0ARE L
Bt fERA A RS, BOR2E FOCSELUN N
25 S SRR R Y i PR 2
DR, S NTE SRR D R B ERIOE SO
RESE IR, TRBOMIET; o7 5E e o323 0
s B RIS, SR s i Bh 58 BUE SCh 2N 5
SO, ARAGELT O LR AR e R, JeRR AU
e BTSSR A 0 B B A ST 58
FLOBIERR . RRESER; IREDN SRR B
R — A D TR S8 BB L

EHSBEH TS (n=8)

\J

\
@’

V
)

B 5 B A Bk o 4(@

)
SRS AR
4> 60 iR

R 20 B D
B1 BRAREE

Flow chart of the study protocol

W, B 4k~ 20 ik

v

Fig.1

1.5 SZitFEFHE

K SPSS 20.0 Bt A6 B8 A S R F AL
BOFVRRAA , AERSBERE P A AR o3 A . i
AR 25 5 L ABCR T K56, Rl AF % 25 5 T
BRHAESER KL, (Mann—Whitney UKZE) .
ZH AN TR 25 07 2K A 58 B0 O 2R FH 2 G 56 LE 3¢
P<0.05 HZEFAGIEE XL

2 HR

=

P24 358 i T IH A N B R B S R e 25 )
R fBE B LT e s S, R R
SEREFRRRE . f 2 AR AT 80 1 B H S T B AR,
TERANAR R 3 09 2~ i, B2 51 28 /D 58 1l 40 51Tk
Bl B, BHUES nC SR B A . e AR AR
s (B 1 243) e, Bk iR IR
(D2) YRl AL B 25> 5 IRZ 5, A 4.8 min
FBER] 1.5 min, TR EFEIEAD T2 69%, TEXZ)E,
Z TR, AR L. WLE 2.

2.1

10
£
E
E 8
=
®6
s
g% 4
1]
Lo ﬁ
) i i g s b
GA0)
5 10 15 20 25 30 35 40
B2 #EisEtEIIEhE+ 5 E (Al ) MES
hk

Fig.2 Learning curve of the time (median) of simulator
training reaching descending duodenum
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