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Innovation and Safety

AIM Statement: Increase the percentage of adequate inpatient bowel preparation to above 90% by May 2022
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Bowel preparation is an important colonoscopy Standardized EMR bowel preparation creation
quality indicator ' 2. Written instructions to junior residents on bowel preparation
* Poor bowel preparation can result in increased orders

resource utilization, patient inconvenience and
missed pathology, ex. Colon cancer

3. Standardizing poor-prep definition in post-procedure
documentation

 Adequate bowel preparation rate of 85% should be b 4. Refining EMR to include preparation administration times
targeted as per international guidelines 5. Verbal instructions to junior residents at the beginning of
rotation about bowel preparation
6. Written instructions about bowel preparation given to patients
A S /. Gl fellows educates patient directly about importance of bowel
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