Colorectal Cancer Taskforce Meeting

Date/Time:
November 10, 2009 from 7:00 to 8:00 AM

Meeting Notes

ATTENDEES: Jill Asrael, Denise S, Holly Wolf, Susie Fredrick, Pat Holland, Nicki
Stobb, Dr. Ahnen, Dr. John Sable, Brian K, Dr. Thomas Told, Lisa Allison, Ann Smith,
Andi Dwyer, Dr. Matt Lugiani, Tricia, Serena

** We apologize that we did not know the last names of everyone who attended the
meeting. In addition, we have may have missed some people who joined the meeting by
phone. If your last name does not appear and/or you attended and you do not see your
name listed, please e-mail jill. asrael@cancer.org so we can correct the minutes.

REVIEW OF THE CO CANCER PLAN: CRC CHAPTER: PROVIDER SECTION:
Physicians, Nurse Practitioners, Physician Assistants, Nurses and other Primary Care
and Gl providers were invited to join the CRC TF to provide input on the provider
section of the CRC Chapter of the CO Cancer Plan in addition to begin brainstorming
strategies for achieving goals.

CURRENT LANGUAGE FOR CHAPTER

Strategies for Providers:
e Continue the statewide educational campaign to increase knowledge of Colorado
health care providers about colorectal screening options:
o Collection of comprehensive family history.
o Communicate CCGC/ACS/USPSTF screening guidelines, emphasizing
commonalities of recommendations.
e Encourage practice changes that facilitate increased screening through
measures such as:
o Patient education about the importance of screening and the screening
process.
o Patient navigation — scheduling, education, coordinate services,
assistance with barriers to screening, follow up.
o Inreach to eligible patient populations.
e Support the development of easy to use tools to assist physicians reaching high
risk populations.
e Encourage the incorporation of quality measures for all CRC screening tests into
standards of practice.
e Educate the provider community to deliver high quality endoscopic screening.


mailto:jill.asrael@cancer.org

IDEAS SHARED

1. Statewide education campaign (public and providers) about recommended
screenings
a. Include diet/nutrition to reduce obesity
b. Identification of high-risk families
c. Screening guidelines — important changes
d. Raise level of understanding and what to do to increase awareness

2. Statewide Education - Providers
a. COPIC articles that provide points
b. CCGC guidelines sent out via webinars, other electronic methods
c. Best way to reach providers
1. Web-based — accessed on their own time; can be used to drive
home message
2. Primary care providers (PCPs) — CME education — web, go to
conferences
d. Information sent to preferred email address.

3. Quality of endoscopic screening — Quality Standards
a. PCPs understand quality of endoscopic screens
b. ldentify standards and encourage incorporation into practices
c. Five standards exist (cecum intubation, adenomas detected, others...)
support incorporation of these into EMR Endoscopy report
d. Consensus statements from medical groups

4. Other ideas:

a. Delay in diagnosis of CRCs — symptoms presented but no follow up
strategies (work-up symptoms, i.e. iron deficiency, positive blood stool
test)

1. Lack of “in-office” pathway

2. ACS/NCRRT Physician Toolkit — seek input about use from larger
practices

3. Use screening rates to provide feedback to MDs (aobut 20
percent of PCPs currently have Electronic Medical Records
(EMR).

b. During “down-time” while patient is waiting to see doctor, use multi-media
(i.e. ACS 7-minute video) for patient education. Empower patient to ask
care provider about screening

STRATEGIES DIALOGUE

A lot of dialogue took place around the ACS toolkit: How to Increase Colorectal Cancer
Screening Rates in Practice. TF Members were asked to review the toolkit and bring
their comments/feedback to the next meeting. The link to the toolkit is:



http://www.cancer.org/pcm

http://www.cancer.org/docroot/PRO/PRO 4 ColonMD.asp?from=colontesting

Feedback from Dr. Ahnen: In general it is a very good resource for information (the stool
DNA stuff is a bit outdated but the rest is up to date). It also provides some tools that a
practice could incorporate into their office and some advice about how to set up
reminders etc and a proposed approach to how to go about it. What seems to be
missing is direct assistance in actually incorporating something like this into a practice.
Do we have any expertise in how to efficiently provide this type of assistance?

NEXT MEETING: DECEMBER 8, 2009 FROM 7AM TO 8AM AT ACS

The first 30 minutes will be dedicated to continuing the discussion about provider
strategies.


http://www.cancer.org/docroot/PRO/PRO_4_ColonMD.asp?from=colontesting
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INTRODUCTION

Colorectal cancer is the second leading cause of cancer
death in the United States. Colonoscopy and polypectomy
have been effective in reducing the incidence of colorectal
cancer in cohort studies (1-3), a case control study (4), a
randomized controlled trial (5), and a trial of fecal occult
blood testing (6). Colonoscopy and polypectomy are be-
coming increasingly prominent tools in both the diagnosis
and the prevention of colorectal cancer.

Colonoscopy and polypectomy are complex technical
procedures that require training and experience to maximize
accuracy and safety (7). These recommendations for the
technical performance of colonoscopy and for continuous
quality improvement in colonoscopy were developed by the
U.S. Multi-Society Task Force on Colorectal Cancer, com-
prised of representatives of the American College of Gas-
troenterology, The American College of Physicians-Ameri-
can Society of Internal Medicine (ACP-ASIM), The
American Gastroenterological Association, and The Amer-
ican Society for Gastrointestinal Endoscopy. Thistask force
was assembled in December, 2000 as a collaborative project

of these four societies to address issues in colorectal cancer
detection and prevention.

The general focus of these recommendations is on the
interaction of the quality of colonoscopy with the impact of
colonoscopy on the detection and prevention of colorectal
neoplasia. Thus, the recommendations do not address every
diagnostic or therapeutic use of colonoscopy. These recom-
mendations address the appropriate indications and intervals
for colonoscopy and polypectomy, the technical perfor-
mance of colonoscopy, biopsy and polypectomy, complica-
tions of colonoscopy, and the interaction of colonoscopists
with pathologists. For each of these areas, continuous qual-
ity improvement targets are recommended.

The purpose of this article is to provide evidence- and
consensus-based standards for the performance of high
quality colonoscopy, and to facilitate the development of
constructive programs in continuous quality improvement.
Continuous quality improvement is recommended as part of
every colonoscopy program.

This document is comprehensive with regard to quality
improvement in colonoscopy. Other discussions of quality
are available (8). The continuous quality improvement pro-
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cess can be expensive and time consuming for practitioners.
Colonoscopy programs should prioritize which targets are
most suitablefor initial review based on their own perceived
needs, and extend the review process of other targets over a
time period that ensures feasibility.

The recommendations in the document are based on lit-
erature review and the consensus of the task force. Some of
the targets presented require validation with regard to fea
sibility of achievement and whether they result in improved
patient outcomes. Colonoscopists are encouraged to report
their experience using these recommendations as a guide to
quality, and whether feedback to colonoscopists resulted in
improved adherence to the target goals.

The task force also has posed a series of key research
questions in each of the above areas for consideration by
endoscopists-investigators. In addition to promoting inves-
tigation to improve this important technology, the questions
underscore the limited evidence base supporting certain of
the recommended targets.

These recommendations were reviewed and endorsed by
the American College of Gastroenterology, The American
Gastroenterological Association, and The American Society
for Gastrointestinal Endoscopy. Although the ACP-ASIM
representatives to the task force contributed to and approved
the final document, the ACP-ASIM did not review it a a
society level.

THE RATIONALE FOR QUALITY RECOMMENDATIONS

Colonoscopy is one of the most commonly performed med-
ical procedures in the United States, with an estimated 4.3
million procedures performed in 1999 (9). Several lines of
evidence suggest that the quality of performance of colonos-
copy in clinical practice varies.

The best documented area of variation between examin-
ersisthe sensitivity of colonoscopy for colorectal neoplasia.
The sensitivity of colonoscopy for colorectal cancer differs
between gastroenterol ogists and nongastroenterol ogists (10,
11), aswell as among gastroenterologists (10, 11). Different
sensitivities between gastroenterol ogists for adenoma detec-
tion also have been described (12). In a recent study of
screening flexible sigmoidoscopy, prevalence rates of ade-
nomas varied among screening centers and were shown to
be higher where examiners spent more time performing the
examination (13). The quality of colonoscopic withdrawal
technique has been shown to be associated with adenoma
miss rates (14).

A second area of variation is in complication rates—
specifically, perforation. Perforation rates reported in the
1990s varied widely, from 1in 500 to 1 in >4000 (15-18).
Although the reasons for this variation are uncertain, vari-
able performance is likely an important contributor.

Given that the large number of colonoscopies aready
performed in the United States is expected to increase with
the availability of reimbursement for screening colonosco-
pies for Medicare beneficiaries as of July 1, 2001, the
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importance of colorectal cancer as a public health problem,
the evidence for variable performance, and the obvious
desirability of maximizing the impact of colonoscopy on
colorectal cancer incidence and mortality, we anticipate that
the quality of colonoscopy will be among the most impor-
tant issues surrounding its use. Anticipation of thisissueis
the basis for this report.

INDICATIONS AND INTERVALS

Discussion

Colonoscopists should know the appropriate indications for
colonoscopy, their relative predictive value, and the inter-
vals at which colonoscopy should be repeated for given
indications. These intervals as well as appropriate age of
onset for screening average and high risk persons and indi-
cations for colonoscopic evaluation of other positive screen-
ing tests are covered in detail in a separate publication (19)
and summarized in Table 1. For average risk screening,
colonoscopy every 10 yr isone of several acceptable screen-
ing options (19-21). Screening in average risk persons
should begin at 50 yr. Mixed strategies have been discussed,
such as annual fecal occult blood testing plus flexible sig-
moidoscopy every 5 yr beginning at age 50, followed by
switching to colonoscopy at ages 60—65 (22). Although no
guideline group has yet endorsed a mixed strategy, itsusein
practice by knowledgeable clinicians is acceptable. Regard-
less of whether screening colonoscopy is first performed at
age 50 or later, the recommended screening interval is 10 yr.
The rationale for 10-yr intervals is discussed elsewhere
(19-21). A 10-yr interval is believed, based on available
evidence, to represent the best balance between factors such
as colorectal cancer risk reduction, costs, and procedure
risks. This principle appliesto all recommended intervalsin
Table 1. These recommended intervals are associated with
very substantial colorectal cancer risk reduction but not with
risk elimination. Because of technical limitations of current
colonoscopes and the variable biological behavior of colo-
rectal cancer, someincident cancerswill develop after clear-
ing colonoscopy regardless of indication (23).

In general, bleeding indications (red blood in the toilet,
iron deficiency anemia, positive fecal occult blood test,
melena with a negative upper endoscopy [esophagogas-
troduodenoscopy]) have a high positive predictive value for
colorectal cancer and large adenomas (24). Persons who
have undergone colonoscopies for positive fecal occult
blood tests and in whom examinations with adequate bowel
preparation were negative may generally stop screening
fecal occult blood testing for 10 yr because of the high
negative predictive value of colonoscopy.

Indications such as abdomina pain and altered bowel
habit, with no evidence of bleeding, have a predictive value
for neoplasia similar to that of screening indications (25,
26). Colonoscopy may be indicated in a patient with these
symptoms for the purpose of screening, depending on his or
her age and family history. If a colonoscopy to the cecum is
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Table 1. Indications for Colonoscopy and Appropriate Intervals
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Indication Interval*
Bleeding
Positive FOBT NR
Hematochezia NR
Iron deficiency anemia NR
Melena with negative esophagogastroduodenoscopy NR

Screening
Average risk
Single FDR with cancer (or adenomas) at age 60 or older

=2 FDRs with cancer (or adenomas) or 1 FDR diagnosed at younger than 60

10 yr (begin at age 50)

10 yr (begin at age 40)

5 yr (begin at age 40 or 10 yr younger,
whichever is earlier)

Prior endometrial or ovarian cancer diagnosed at younger than 50 S5yr
HNPCC (begin ages 20-25) 1-2yr
Abdominal pain, altered bowel habit T
Positive sigmoidoscopy (large polyp or polyp of <1 cm shown to be an adenoma) ¥
Postadenoma resection

1-2 tubular adenomas of <1 cm S5yr

Normal follow-up exam or only hyperplastic polyps at follow-up 5yr

=3 adenomas or adenoma with villous features, =1 cm or with HGD 3yr

Numerous adenomas or sessile adenoma of >2 c¢cm, removed piecemeal §

Postcancer resection

Ulcerative colitis, Crohn's colitis surveillance after 8 yr of pancoalitis or 15 yr of

left-sided colitis

Short interval based on clinical judgment

Clear colon, then in 3 yr, then as per
adenoma recommendations

2-3 yr until 20 yr after onset of
symptoms, then 1 yr

FDR = first degree relative;, FOBT = fecal occult blood test; HGD = high grade dysplasia;, HNPCC = hereditary nonpolyposis colorectal cancer; NR = interval not
recommended. The need for repeat examination depends on the findings of the initial colonoscopy and may depend on the persistence of the indication and the results of other
evauations. In general, patients should resume screening in 5-10 yr or when they reach an age when screening would otherwise be recommended.

* Interval recommendations assume adequate preparation and cecal intubation.

T If colonoscopy is negative and symptoms are stable, repeat examination should be done according to screening recommendations.

¥ See postadenoma resection recommendation.

§ The goal is to reexamine the site for residual polyp; repeating a flexible sigmoidoscopy is adequate for a distal polyp.

negative in such a patient, the procedure will generally not
need to be repeated at less than the recommended screening
interval (i.e., 10 yr) if the symptoms remain stable and no
bleeding develops.

There is a growing recognition that much of the cohort
with resected adenomas (and probably the postcancer resec-
tion cohort) is observed with repeat colonoscopies at inter-
vals that are too short (19, 27) (see Table 1 for recom-
mended intervals). This practice decreases the availability of
resources for screening colonoscopy and exposes patients to
unnecessary risk. Indeed, postpolypectomy surveillance has
the lowest yield of al indications for colonoscopy except
ulcerative colitis surveillance (24).

Patients with only hyperplastic polypsin the colon should
be considered to have had normal examinations. An excep-
tion may exist when there are multiple (usually more than
20) hyperplastic polyps distributed throughout the colon
(28). The significance of that finding and the need for
follow-up are currently under study.

The onset of symptoms is the onset of disease for the
purpose of timing initiation of surveillance in ulcerative
colitis or Crohn’s colitis. Established risk modifiers, such as
a family history of colorectal cancer (29) or a persona
history of primary sclerosing cholangitis (30), may lead to
shortening of theintervalsrecommended in Table 1. Persons
with primary sclerosing cholangitis discovered to have
asymptomatic ulcerative colitis should begin surveillance at
the time ulcerative colitis is diagnosed. Patients with only

ulcerative proctitis should undergo the same colorectal can-
cer screening as average risk persons.

Continuous Quality I mprovement Targets

1. Use of recommended postpolypectomy and postcancer
resection surveillance intervals (Table 1).

2. Use of recommended ulcerative colitis surveillance in-
tervals and timing of onset of surveillance (Table 1).

3. Use of recommended screening intervals (Table 1).

Key Research Questions

1. How familiar are current colonoscopists in practice with
recommendations for appropriate intervals for perfor-
mance of screening and surveillance colonoscopy?

2. What is the degree of adherence to recommended inter-
vals among both gastroenterol ogists and nongastroenter-
ologists?

3. What portion of the adenoma-bearing cohort can have in-
tervals between examinations extended safely beyond 5 yr?

4. What intervals for screening are best in persons with one
or more first degree relatives with cancer or adenomas
who do not meet criteria for hereditary nonpolyposis
colorectal cancer?

5. Would asingle colonoscopy at adefined age successfully
stratify the population according to subsequent risk of
colorectal cancer?
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Table 2. Definition of ASA Status

Class 1: Patient has no organic, physiological, biochemical, or
psychiatric disturbance. The pathological process for
which the operation is to be performed is localized and
does not entail systemic disturbance.

Class 2: Mild to moderate systemic disturbance caused either by
the condition to be treated surgically or by other
pathophysiological processes.

Class 3: Severe, systemic disturbance or disease from whatever
cause, even though it may not be possible to define the
degree of disability with finality.

Class 4: Severe systemic disorders that are already life
threatening, not always correctable by operation.

Class 5: The moribund patient who has little chance of surviva
but is submitted to operation in desperation.

PRECAUTIONS

Discussion

Certain preexisting conditions increase the risk of colonos-
copy and polypectomy. These conditions should be system-
atically identified and recorded during the preprocedure
evaluation. A preprocedure history and examination (which
may be focused) that assess and identify risk factors for
sedation and procedural complications should be recorded.
The risk of cardiopulmonary complications is increased in
patients with higher American Society of Anesthesiology
(ASA) classes (Table 2). Cardiopulmonary conditions are
particularly important.

Reduction of sedation doses, increased intensity of intra-
procedural monitoring, and performance of procedures in
the hospital setting are appropriate in patients with higher
ASA classes.

Colonoscopy with or without biopsy or polypectomy is
associated with alow risk of bacteremia. However, patients
may be considered on a case-by-case basis for antibiotic
proplylaxisif they have high risk conditionsfor endocarditis
(Table 3). A single dose of proplylactic antibiotics can be
considered on a case-by-case basis before colonoscopy in
patients during the 1st yr after placement of a synthetic
vascular graft. Rare cases of peritonitis in the absence of
perforation have been reported in cirrhotics with ascites
undergoing colonoscopy. Prophylactic administration of an-
tibiotics can be considered on a case-by-case basis. Antibi-
otics are not recommended before colonoscopy to prevent
infection of prosthetic joints or orthopedic prostheses. The
issue of antibiotic prophylaxis is discussed in detail else-
where (31).

Therapeutic anticoagulation with warfarin is associated
with an increased risk of bleeding after polypectomy but not
after mucosal biopsy (32). The management of anticoagu-
lation in the periprocedural period depends on the risk of
thromboembolism and is discussed in detail elsewhere (32).

Continuous Quality I mprovement Targets

1. Identification of ASA class and appropriate action (goal:
100%).
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Table 3. Antibiotic Prophylaxis Before Colonoscopy With or
Without Biopsy or Polypectomy

Consider prophylaxis on a case-by-case basis for the following
conditions:

® prosthetic heart valves

® history of endocarditis

® surgically constructed systemic-pulmonary shunts

There are no other valvular heart conditions for which prophylaxis should be con-
sidered.

2. Identification of anticoagulation and appropriate action
(goal: 100%).

3. Appropriate action with regard to prophylactic antibiot-
ics (goal: 100%).

Key Research Questions

1. For which high risk conditions for thromboembolism can
low molecular weight heparin replace the need for i.v.
heparin?

2. For which high risk conditions for thromboembolism can
warfarin be safely stopped without heparin coverage?

3. For which cardiac and noncardiac conditionsis antibiotic
prophylaxis actualy warranted?

4. What is the optimal management of antiplatelet agents
such as clopidogrel before and after polypectomy?

INSERTION

Discussion
The goal of insertion is safe cecal intubation. By definition,
cecdl intubation is achieved when the tip of the colonoscope
is passed beyond the ileocecal valve lip into the caput coli,
allowing effective visualization of the medial wall of the
cecum lying proximal to the ileoceca valve. The distribu-
tion of colon neoplasmsis such that a substantial percentage
of lesions are proximal to the splenic flexure, including in
the cecum (10, 33). Cecal intubation removes the need for a
second examination such as barium enema or a second
colonoscopy to complete the study. Reports from the 1990s
indicate that cecal intubation rates above 90% are consis-
tently achieved by experienced colonoscopists (34), and
rates above 90% are agoal of training programsin colonos-
copy. For screening of asymptomatic persons, cecal intuba-
tion rates of 97-99% have been consistently achieved (35—
42). Thus, athough =90% is an overall appropriate target
for cecal intubation, rates of =95% should be achievablefor
screening examinations. When calculating cecal intubation
rates, examinations aborted because of inadequate prepara
tion before reaching the cecum should be excluded. Simi-
larly, examinations aborted because of severe colitis may be
excluded. Photographic documentation of inadequately pre-
pared bowel or severe colitisis useful in justifying a repest
examination. All other examinations (including obstructed
colons) are generdly included in the calculation of cecal
intubation rates.

The endoscopic appearance of the cecum is unmistakable
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to the experienced examiner (43). Ceca intubation can be
verified with complete certainty by visualization of the lips
of the ileocecal valve and the appendiceal orifice. Identifi-
cation of the termina ileum adds to certainty but is not
required unless clinically indicated. Identification of the
“crow’s foot” appearance caused by the impression of the
taeniae coli on the cecum is also useful; however, it is
unreliable as a single measure of cecal intubation because
the impression of taenia coli in flexures can mimic the
crow’s foot. ldentification of light transmission through the
abdominal wall is generally unnecessary and by itself is an
unreliable indication of cecal intubation.

The procedure report should document whether cecal
intubation occurred and should in all cases specify the
landmarks used to verify intubation. One or more photo-
graphs of the cecum should be included in the report when-
ever the technology is available. Because of variations in
ceca anatomy, still photography does not provide convinc-
ing documentation in all cases (43, 44), underscoring the
need to document landmarks identified in the text of the
procedure report. Although imperfect, cecal photography is
considered advisable by the task force. In most cases con-
vincing photographs can be obtained and, when considered
over multiple cases, will facilitate verification of a colonos-
copist’s cecal intubation rate in the continuous quality im-
provement process. As a side issue, cecal photography is
advisable from a medical-legal perspective (23). Videotap-
ing provides excellent documentation but is not practical for
routine use (43). Videotaping can be very reliably used to
evaluate a colonoscopist whose claimed ceca intubation
rates have been questioned.

Variations in standard insertion tubes for colonoscopy
include pediatric colonoscopes (45, 46) and variable stiff-
ness colonoscopes (47-50). Although each may have par-
ticular advantages in certain patients (upper endoscopes or
even enteroscopes may be useful in occasional patients), no
variation in insertion tubes has yet been shown to make a
substantial difference in cecal intubation rates or speed of
intubation for routine colonoscopy (45-50).

Technical maneuvers of colonoscope insertion are de-
scribed elsawhere (51-55).

Continuous Quality I mprovement Targets

1. Cecal intubation ratesin all cases (=90%) and in screen-
ing cases (=95%).

2. Documentation in endoscopic reports of cecal intubation
and visualized landmarks (100%) and with photography
when available.

Key Research Questions

1. What are rates of cecal intubation and adequate docu-
mentation of intubation across a range of community
practices and by gastroenterol ogists versus nongastroen-
terologists?

2. Does variable stiffness improve cecal intubation rates or
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speed of intubation during training or among less expe-
rienced examiners?

3. Would magnetic electronic imaging (56, 57) shorten the
learning curve for colonoscopy and improve cecal intu-
bation rates or insertion times in trainees or in less
experienced examiners?

4. Can training on simulators shorten the learning curve for
colonoscopy?

5. What technical improvements could improve the ease,
speed, and safety of colonoscopy?

COLONOSCOPE WITHDRAWAL

Discussion

Because most colonoscopists examine the colon primarily
during withdrawal, it is a very important phase of colonos-
copy. Even with careful technique, miss rates for small
adenomas are till substantial and occasionally polyps larger
than 1 cm are missed (12, 58). Adenoma detection rates are
variable, and higher detection rates are associated with sys-
tematic efforts to visualize the mucosa on the proximal sides
of folds, flexures, rectal valves, and the ileocecal valve.
Adequate colonic distention, adequate suctioning and clean-
ing, and adequate time spent examining also correlate with
detection rates (13, 14). Reports from experts suggest that
the withdrawal phase, exclusive of time for biopsy and
polypectomy, should average at least 6—10 min (59). This
time range also encompasses the mean withdrawal time of
an examiner with the lowest measured miss rate among 26
colonoscopists participating in a tandem colonoscopy study
(14). Longer intervals may ultimately be shown to be nec-
essary for optimal examination. Documentation of the time
of ceca intubation and scope withdrawa from the anus
allows determination of examination times, at least for nor-
mal examinations. In the unusual instance of colonoscopists
who examine primarily on insertion, it is advisable to note
this practice in the colonoscopy report and to again note the
times for colonoscope insertion into the rectum, cecal intu-
bation, and colonoscope withdrawal from the anus. The
report should also document the quality of preparation and
impairment in the colonoscopist’ s confidence attributable to
preparation.

There is no standardized system for describing bowel
preparation. An adequate examination is one that allows
confidence that mass lesions other than small (=5 mm)
polyps were generally not obscured by the preparation.
Recommended intervals for screening and surveillance as-
sume adequate preparation.

The adenoma prevalence rate in a colonoscopist’s prac-
tice is a function of the quality of the colonoscopist’s ex-
amination technique and the demographics of the patient
population. Cross-sectional screening colonoscopy studies
indicate that 25—40% of the asymptomatic population older
than 50 in the United States harbor one or more adenomas
(35—-42). Made gender and older age are associated with a
higher risk, as is a positive family history of colorecta
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cancer (35—-42). The most important neoplastic endpointsin
the colon are cancer and advanced adenomas, usually de-
fined as adenomas of =1cm in size, or with high grade
dysplasia or villous elements (i.e., avillous or tubulovillous
adenoma). The prevalence of advanced adenomasin screen-
ing populations is 3-10% and, again, is a function of age,
gender, and family history of colorectal cancer. An under-
standing of and emphasis on advanced adenomas is partic-
ularly important in planning screening strategies and sur-
veillance intervals (see Indications and Intervals). However,
for estimating quality of withdrawal, we recommend that
programs focus on overal adenoma detection rates. The
rationale for thisfocusis asfollows: 1) complete clearing of
neoplasms from the colon is still considered a desirable
outcome; 2) it is easier to detect variation in endoscopists
performance by consideration of overall adenoma detection
rates, because overall adenoma prevalence rates are consid-
erably higher than advanced adenoma prevalence rates; and
3) it is reasonable to assume that adequate technique to
detect small adenomas will also detect advanced adenomas,
which tend to be larger.

Recent studies (60—62) have identified occasiona small
flat adenomas with a tendency to harbor high grade dyspla-
sia and invasive cancer in severa countries, including the
United Kingdom and the United States. In these studies,
chromoscopy and more extensive bowel preparation were
used routinely to enhance inspection of subtle surface ab-
normalities. However, a properly controlled trial to prove
that specialized techniques are essential for the detection of
these lesions has not yet been performed.

Continuous Quality I mprovement Targets

1. Mean examination times (during duration of withdrawal
phase). Goal: withdrawal times should average at least
6-10 min.

2. Adenoma prevalence rates detected during colonoscopy
in persons undergoing first-time examinations. Goal:
(=25% in men older than 50 and =15% in women 50 or
older.

3. Documentation of quality of bowel preparation. Goal:
100%

Key Research Questions

1. What are the most important aspects of high quality
withdrawal technique?

2. What is the optimal duration of colonoscopic examina
tion?

3. Should chromoscopy for enhancement of detection of flat
adenomas be routinely employed in Western popula
tions? If so, what method of chromoscopy should be
used?

4. What is the current use of chromoscopy by endoscopists
in the United States? What training is needed for expe-
rienced endoscopists to effectively perform chromos-
copy?
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5. What technical advances would allow reliable and effi-
cient detection of flat dysplastic tissue without chromos-
copy or other practices that reduce efficiency?

6. What technical advances in colonoscopes could expand
the endoscopic field of view and reduce or eliminate miss
rates?

BIOPSY AND POLYPECTOMY

Discussion

A colonoscopist should be proficient in both biopsy and
polypectomy. Systematic biopsy of the terminal ileum and
of the colon by segment can assist in establishing the extent
of inflammatory bowel disease (IBD) and, in some cases, the
type of IBD or assist in the exclusion of inflammatory
conditions that mimic IBD. Recent evidence indicates that
many gastroenterologists in both the United States and Brit-
ain are not familiar with appropriate biopsy protocols for
dysplasiain ulcerative colitis or with current management of
dysplasia detected in ulcerative colitis (63, 64). There is
evidence that a systematic biopsy protocol is required in
ulcerative colitis to maximize the sensitivity for dysplasia
(65). The recommended protocol includes biopsies in all
four quadrants from each 10 cm of the colon. The procedure
report in ulcerative colitis surveillance examinations should
specify the number and locations of biopsies from flat mu-
cosa and the location and endoscopic appearance of any
mass or suspicious polypoid lesions that were biopsied or
removed (obvious pseudopolyps and inflammatory polyps
need not be biopsied or removed). Additional biopsies from
flat mucosa surrounding mass lesions that are believed to be
possibly dysplastic are useful for separating sporadic ade-
nomas (dysplastic mass lesions not related to the cancer
potential of the colitis) from dysplasia-associated lesions or
masses (DALMS) (in essence, dysplastic mass lesions that
are related to the cancer potential of the colitis) (66, 67).

Polypectomy should be performed on all polypsidentified
during colonoscopy, with the exception of multiple small
(usualy 1-5 mm) hyperplastic-appearing (pale, sessile,
sometimes disappearing with air insufflation) polyps in the
rectosigmoid. These polyps may be sampled with biopsy
forceps and otherwise left in situ. Skilled colonoscopists
successfully retrieve more than 95% of resected colon pol-
yps for pathological examination.

Trained colonoscopists can generally remove any muco-
sally based pedunculated polyp regardiess of size. Large
sessile, benign-appearing polyps are also generally remov-
able endoscopically by piecemeal resection. A useful guide-
line is to consider endoscopic resection for benign-appear-
ing lesions that occupy (=30% of the circumference and do
not cross two haustral folds. However, a decision for endo-
scopic versus surgical resection in an individual case may be
based on an endoscopic position that favors surgical resec-
tion because of poor endoscopic access (e.g., a broad flat
polyp proximal to the ileocecal valve or proximal to a bend
in the sigmoid colon) or favors endoscopic resection of a
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polyp larger than in the guideline above (e.g., asessile polyp
in a straight colonic section with large luminal caliber such
as the rectum or ascending or transverse colon). Making
appropriate judgments regarding endoscopic resectability of
large sessile polyps requires substantial experience. Expe-
rienced colonoscopists who remove sessile polyps of =2cm
in size frequently find that small portions of the polyp,
which are invariably very flat in shape, cannot be removed
by snaring. Thus, colonoscopists removing very large (=2
cm) sessile colon polyps should be trained and experienced
in the effective and safe delivery of an ablative technique
such as argon plasma coagulation (68) or Nd:Y AG laser (69,
70). Multipolar cautery may be effective for this purpose,
but there is less reported experience. In general, patients
with large polyps that are endoscopically resectable should
be offered the option of endoscopic resection, either by the
original colonoscopist or by another more experienced
colonoscopist. In cases where the endoscopic resectability
of a large sessile polyp is uncertain, review by a more
experienced colonoscopist is appropriate.

Continuous Quality I mprovement Targets

1. Number and distribution of biopsy samplesin ulcerative
colitis and Crohn’s colitis surveillance. Goal: four per
10-cm section of involved colon or approximately 30
biopsies in cases of panulcerative colitis.

2. Documentation of the size and shape distribution of
benign polyps sent for surgical resection (as measured by
the pathologist). Goal: mucosally based pedunculated
polyps and sessile polyps of <2 cm in size should not be
sent for surgical resection without an attempt at endo-
scopic resection or documentation of endoscopic inac-
cessibility.

3. Percentage of resected colon polyps recovered for patho-
logical examination. Goal: =95%.

Key Research Questions

1. What is the effectiveness of surveillance colonoscopy in
IBD for colorectal cancer prevention in community prac-
tice in the United States?

2. How are dysplasiain flat mucosa, DALM, and sporadic
adenoma managed in community practice?

3. What is the degree of adherence to recommended biopsy
protocols for IBD in community practice?

4. How are large (>2 cm) colon polyps managed in com-
munity practice, and does this management differ among
colonoscopists in different specidties (e.g., gastroenter-
ologists vs surgeons)?

5. What is the success rate of endoscopic resection of large
sessile polyps (>2 cm) in community practice?

COMPLICATIONS

Discussion

As the use of colonoscopy increases, reducing complication
rates and maintaining them at a very low level will become
an increasingly important goal.
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Informed consent for colonoscopy should focus on four
possible adverse outcomes: 1) perforation and the probable
need for surgical repair if this occurs, 2) missing a signifi-
cant neoplasm, 3) postpolypectomy hemorrhage, and 4)
adverse cardiopulmonary reactions, usually related to seda-
tion. Some colonoscopists include in the informed consent
process a variety of other possible outcomes (e.g., possible
ostomy, blood transfusion, etc). Patterns of practice indicate
that an informed consent can be obtained on the day of the
procedure, even in open access practices. The current rate of
perforation in clinical practice is uncertain. Reports in the
1990s vary from 1 in 500 to 1 in >4000 (15-18). Ambu-
lating well patients who are undergoing screening are at
lower risk of perforation. Among more than 6000 screening
colonoscopies reported thus far in average risk persons, no
perforations have been reported (35-42). The expected rate
of major postpolypectomy bleeding is <1% (71-73). How-
ever, the risk is as high as 15% with removal of very large
polyps (74). The risk of major bleeding from mucosa bi-
opsy is near zero, even in patients who are therapeutically
anticoagulated (32). Perforation may result from either me-
chanical rupture of the colon from instrument passage or air
insufflation or from polypectomy or other therapeutic pro-
cedures. The most important rule to avoid mechanical per-
foration is not to push forcibly against the sensation of fixed
resistance. Patients in whom lumina distention cannot be
achieved should be checked for abdominal distention, as
perforation may already have occurred. Air should be in-
sufflated with caution after passing colonic strictures. Pa-
tients with mechanical narrowing who are markedly dis-
tended after the procedure and are unable to decompress
spontaneously should be observed closely or endoscopically
decompressed. Care should be taken in attempting passage
of strictures. Colonoscope passage over a guidewire passed
through the stricture may prevent slippage of the scope tip
off the stricture and dissection of the normal wall abutting
the stricture. Converting from a standard size insertion tube
to a pediatric colonoscope or upper endoscope often facil-
itates passage through strictures or areas of marked angu-
lation or distortion.

During polypectomy, perforation and most delayed
bleeding are related to the cautery burn. Regardiess of the
polypectomy device used, complications are more likely
with polypsin the proximal colon and with large polyps (75,
76). Anecdotal data suggest that perforations and bleeding
are more likely with hot forceps, but definite proof of
increased risk is lacking. Cold snaring is particularly attrac-
tive for polyps of <7-8 mm in size, as anecdotal data
suggest no risk of perforation and a very low risk of post-
polypectomy bleeding (77, 78). Snaring (either hot or cold)
is more effective than forceps removal (hot or cold) for
destroying polyps (79). Thus, cold snaring may be an ef-
fective way to remove small polyps and nearly eliminate
associated complications. Large polyps have larger vessels
and require cautery to seal vessels and allow mechanical
transection of tissue. There is no clear evidence to favor
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coagulation versus cutting current (80). In general, cutting
current is associated with more immediate bleeding, and
pure coagulation current with delayed bleeding (81). De-
spite the lack of clear evidence, most experienced colonos-
copists use low power pure coagulation or blended current
to perform polypectomy. Injection of submucosal saline
before piecemeal polypectomy of large sessile polyps re-
duces injury to the deep wall layers in experimental models
(82) but has not been convincingly shown to reduce perfo-
ration ratesin clinical practice. Further, thereis no evidence
of reduced bleeding associated with submucosal saline in-
jection. However, the technique facilitates removal of some
sessile polyps and probably reduces perforation. All
colonoscopists should be skilled in its use (78, 83, 84).
Recent innovationsin prevention of bleeding include the use
of detachable snares for large pedunculated polyps (85) and
metal clips for sessile or semipedunculated polyps (86). As
these devices take time to apply and given that the risk of
hemorrhage is low, their use is not mandated at this time.
They may be particularly appropriate for patients at high
risk, such as those who will be anticoagul ated after polypec-
tomy. Injection of dilute epinephrine probably helps prevent
immediate bleeding after transection of pedunculated polyps
with thick stalks (87). Bleeding is more common in patients
who are anticoagulated after polypectomy, and use of anti-
coagulants should be systematically identified before
colonoscopy (see Precautions).

Cardiopulmonary events account for half of all adverse
events during colonoscopy, some of which are related to
sedation. The risk of adverse events is associated with
higher ASA class, and ASA class should be systematically
identified before colonoscopy. Colonoscopists should be
prepared to manage adverse cardiopulmonary events. Rec-
ommendations for monitoring during sedation are available
elsewhere (88, 89). Some patients, particularly older males
without abdominal pain, can undergo colonoscopy without
sedation, with minimal loss of satisfaction (90). Most Amer-
ican patients, however, prefer to have sedation and will
incur a substantial loss of satisfaction without it. The most
commonly used sedation in the United States is a combina-
tion of benzodiazepines and narcotics. Propofol has been
given safely by nurses (91) and using patient-controlled
analgesia (92, 93). However, local rules and/or state lawsin
the United States usually prevent its independent adminis-
tration by gastroenterologists at this time. The cost-effec-
tiveness of administration of sedation by an anesthesia spe-
cialist for routine cases has not been evaluated, and this
practice is not recommended.

Continuous Quality I mprovement Targets

1. Percentage of cases with informed consent. Goal: 100%.

2. Percentage of caseswith four principal adverse outcomes
listed on the consent form or on an accompanying pro-
cedure or progress note. Goal: 100%.
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3. Incidence of minor sedation reactions, such as unplanned
reversal of sedation. Goal: =1 in 100.

4. Incidence of more serious adverse reactions, such as
need for mask ventilation or endotracheal intubation.
Goal: <1 in 300.

5. Incidence of perforation by type (mechanical, small
polyp, large polyp). Goal: <1 per 1000; for screening
exams, <1 per 2000.

6. Incidence of postpolypectomy bleeding (immediate and
delayed) (goal, <1 per 100) cases involving polypec-
tomy. The expected rate will vary, being higher in prac-
tices that remove large polyps and much lower in those
practices that refer large polyps to others.

Key Research Questions

1. What are the complication rates of colonoscopy in the
United States in population-based studies?

2. How are perforation and postpolypectomy bleeding man-
aged in community practices?

3. Does cold resection definitely reduce small polypectomy
complications?

4. Does submucosal injection definitely reduce large sessile
polyp perforation rates?

5. Under what circumstances and by what delivery protocol
could propofol be safely given for colonoscopy without
anesthesia specialists present?

6. Under what circumstances is prophylactic looping, in-
jection, or clipping to prevent postpolypectomy bleeding
effective and cost-effective?

INTERACTING WITH PATHOLOGISTS

Discussion

Decisions regarding surgical resection of the colon and
surveillance intervals after polypectomy are commonly
based on pathology findings in colonoscopically obtained
specimens. The following recommendations reflect current
thinking about the types of information that are needed on
pathology reports, in cases of colonic neoplasia, to make
clinical management and follow-up decisions as well as
what is appropriate reporting terminology that will mini-
mize adverse patient outcomes. Colonoscopists should fa-
miliarize themselves with this information and terminology
and clearly understand the clinical significance of each
pathological finding. Colonoscopists are encouraged to
share these recommendations with their clinical pathologists
and develop a mutual understanding of the clinical impor-
tance of complete pathological description and appropriate
terminology, and to agree on mechanisms to monitor the
quality of pathology reporting.

All adenomas should be designated as tubular, tubulov-
illous, or villous (94). The World Health Organization rec-
ommends that polyps with <20% villous elements should
be designated tubular and those with 20—80%, tubulovil-
lous. Tubulovillous and villous adenomas are often said to
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have “villous elements.” There is a tendency to overread
villous elements in community practice (95), which can lead
to overuse of surveillance. Recent colonoscopy series indi-
cate that expert pathologists identify villous elements in
<10% of adenomas (41). The clinical importance of villous
elements is that they are a criterion for an “advanced ade-
noma,” which in turn has implications for postpolypectomy
surveillance intervals (Table 1).

Adenomatous (neoplastic) polyps are dysplastic by defi-
nition. The current trend is to designate dysplasia as low
grade or high grade. Essentially all recent major clinical
colon polyp trials have used this two-grade system for
adenoma dysplasia. The designations mild, moderate, or
severein the description of dysplasiain colon polyps should
not be used, as there is greater interobserver variation with
athree-grade system, and it is not clear whether “moderate”
dysplasia should be considered equivalent to low grade or
high grade when making clinical decisions. Pathological
description of adenomas should never employ the terms
carcinoma in situ or intramucosal adenocarcinoma. Both
morphological findings should be described using the term
high grade dysplasia. Incorrect terminology is used more
often than not (95).

The clinical importance of “high grade” dysplasiais that
it is a criterion for an advanced adenoma, which in turn
affects postpolypectomy surveillance intervals. The clinical
importance of discontinuing use of the terms carcinoma in
situ and intramucosal adenocarcinoma in description of
colon polyps in favor of the term high grade dysplasia is
that the former terms often cause confusion among colonos-
copists, surgeons, referring physicians, and patients because
they suggest that cancer is present. In fact, neither carci-
noma in situ nor intramucosal adenocarcinoma constitutes
cancer in the colon, because the dysplastic changes are
confined to the mucosa. Anecdotally, pathologists have been
reluctant to abandon these terms because they emphasize the
seriousness of alesion that may not have been fully sampled
and that might yet require complete resection. In thisregard,
communication from the colonoscopist to the pathologist
can allay concerns and encourage use of appropriate termi-
nology. Indeed, experienced colonoscopists can generaly
predict the presence of overt cancer based on an endoscopic
appearance of an irregular, often erythematous, firm, and
frequently ulcerated sessile mass. Colonoscopists should
communicate to pathologists their clear understanding that
such masses will require rebiopsy, or surgical resection
without rebiopsy, even if the initial pinch biopsies demon-
strate only high grade dysplasia. “ Sessile colon mass, prob-
ably cancer” is an example of an appropriate communica
tion from the colonoscopist to the pathologist regarding
such alesion. On the other hand, pedunculated polyps and
large sessile polyps lacking surface ulceration are usually
benign. The description “benign-appearing polyp, appears
fully resected by endoscopy” is an example of an appropri-
ate communication from colonoscopist to pathologist in this
instance. Avoidance of the terms carcinoma in situ or in-
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tramucosal adenocarcinoma in favor of high grade dyspla-
sia can help avert an unnecessary surgery, as these lesions
have zero risk of metastasis, though appropriate endoscopic
follow-up is dtill needed (Table 1). In the case of large
sessile lesions removed by piecemeal technique, this in-
cludes follow-up within a few months to verify successful
complete endoscopic resection (Table 1). If invasive cancer
isidentified on pathological evaluation of an endoscopically
completely resected polyp, it is certainly appropriate for the
pathologist to designate it as invasive adenocarcinoma, in
which case additional descriptors will assist the clinician in
deciding whether surgical resection is needed (see below).

Malignant polyps (those with invasive cancer—i.e., can-
cer cells penetrating the muscularis mucosa) should be de-
scribed in @l cases with the distance between the cancer and
the endoscopic resection line (96) or at least a statement as
to whether the resection line was clear of cancer (97). In
addition, the degree of tumor differentiation (well, moder-
ate, or poor) and the presence or absence of vascular or
lymphatic invasion should be noted (98). The clinica sig-
nificance of these descriptorsisthat cancer at the endoscopic
resection line or within a defined distance of the resection
line, poor differentiation, or vascular (lymphatic) invasionis
generally an indication for surgical resection if the patient is
deemed an acceptable surgical candidate. Beyond these
pathological factors, the endoscopists assessment of the
completeness of endoscopic resection is aso important in a
decision regarding surgical resection.

Colonoscopists should supply their clinical suspicion,
based on endoscopic appearance, of atypical polyps. For
example, juvenile polyps, inflammatory polyps, and muco-
sal prolapse syndrome are often interpreted as adenomas by
community pathologists (95). Because these polyps often
have a distinct endoscopic appearance, provision of the
colonoscopist’s suspicion based on endoscopic appearance
might help to reduce incorrect pathological interpretations.
Colonoscopists should have a low threshold for asking for
additional review by experts in Gl pathology when patho-
logical readings do not correlate with their clinical impres-
sion. All readings of dysplasia in flat mucosa in chronic
ulcerative colitis or Crohn’s colitis should be reviewed by a
second, expert pathologist. Confirmation of any degree of
dysplasiain flat mucosain chronic IBD is often considered
to be an indication for colectomy (99), though in some
centers patients with unifocal low grade dysplasia are ob-
served using close endoscopic surveillance (100). In chronic
ulcerative colitis, designation of a resected dysplastic pol-
ypoid lesion as a sporadic adenoma or a DALM involves
consideration of both pathological and clinical factors (Ta
ble 4). The clinical significance of this decision is that a
DALM is an indication for colectomy, whereas in most
centers colitis patients with sporadic adenomas are allowed
to continue in endoscopic surveillance (66, 67). DALM isan
unfortunate (but widely used) term. Indeed, the distinction
between a DALM and sporadic adenoma is inherently con-
fusing because both lesions are, by definition, dysplastic
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Table 4. Endoscopic, Clinical, and Pathological Features Used to
Distinguish Sporadic Adenomas From DALMs in Chronic
Ulcerative Colitis

Factors favoring sporadic adenoma:

® smooth, rounded endoscopic appearance or peduncul ated
® no dysplasia in adjacent flat mucosa

® tubular histology

® shorter colitis duration

® age >40-50 yr

Factors favoring DALM:

® irregular sessile endoscopic appearance

® dysplasia in adjacent flat mucosa

® villous or tubulovillous histology or high grade dysplasia*
® |onger coalitis duration

® age < 40-50 yr

* Histological features of advanced adenomas favor DALM over sporadic adenoma
when encountered in ulcerative colitis.

mass lesions. However, in most cases consideration of clin-
ica and pathological features (Table 4) will alow the
colonoscopist and pathologist to reach a confident decision
regarding DALM versus sporadic adenoma. In cases where
the decision is uncertain because the dysplastic mass lesion
has features of both a DALM and sporadic adenoma (Table
4), frank discussion with an informed patient will guide the
decision regarding colectomy versus close surveillance.

Continuous Quality I mprovement Targets

1. Percentage of adenomas with villous elements. Goal:
<10%.

2. Reports using the terms carcinoma in situ or intramuco-
sal adenocarcinoma. Goal: none.

3. Designation of the degree of dysplasia in adenomas as
low grade or high grade. Goal: 100%.

4. Use of the terms mild, moderate, or severe to describe
dysplasia and adenomas. Goal: none.

5. Adeguate characterization of malignant polyps (resection
line “margin,” degree of differentiation, presence or ab-
sence of vascular [or lymphatic] invasion). Goal: 100%.

Key Research Questions

1. Can pathologica evaluation of small colon polyps (e.g.,
<5 mm) be replaced in a safe and cost-effective fashion
by endoscopic assessment alone (e.g., high resolution
plus chromoscopy or optical biopsy techniques or laser-
induced spectroscopy) or by ablation or resection and
tissue disposal, without submission to pathology?

2. What educational process could improve the perfor-
mance of community pathologists in interpretation of
colon polyps?

3. How do colonoscopists and surgeons in clinical practice
interpret and act on pathological reports of high grade
dysplasia, carcinomain situ, and intramucosal adenocar-
cinoma in colon polyps?

4. How do colonoscopists and surgeons in clinical practice
interpret and act on pathological readings of malignant
colon polyps with specified margins between the tumor
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and resection line, varying degrees of differentiation, and
lymphatic (vascular) invasion?

CONCLUSIONS AND FINAL RECOMMENDATIONS

Appropriate use of colonoscopy can reduce colorectal can-
cer mortality and prevent colorectal cancers. The effective-
ness of colonoscopy depends on the quality of examination.
Evidence for variable performance of colonoscopy indicates
that patient outcomes could be improved by a constructive
process of continuous quality improvement that educates
endoscopists in optimal col onoscopic techniques, procedure
documentation, interpretation of pathological findings, and
scheduling of appropriate follow-up examinations, and pa-
thologists in the appropriate reporting of pathological find-
ings. Continuous quality improvement is an integral part of
a colonoscopy program. The recommendations and ratio-
nale for continuous quality improvement made in this doc-
ument are evidence and/or consensus based. The task force
recommends that these targets be periodically reviewed in
continuous quality improvement programs. Findings of de-
ficient performance can be used to educate colonoscopists
and pathologists, and additional monitoring can be under-
taken to document improvement in performance. Further,
we recommend that both academic and community-based
colonoscopy programs report in the medical literature the
results of their reviews of adherence to these continuous
quality improvement measures in their programs. This in-
formation will help validate the appropriateness and feasi-
bility of the performance goals recommended in this docu-
ment. We expect these recommendations to be updated as
new information appears regarding optimal technical per-
formance of colonoscopy and pathological interpretation of
colonic neoplasia.
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Background: Standardized reporting systems for diagnostic and screening tests facilitate quality improvement
programs and clear communication among health care providers. Although colonoscopy is commonly used for
screening, diagnosis, and therapy, no standardized reporting system for this procedure currently exists. The
Quality Assurance Task Group of the National Colorectal Cancer Roundtable developed a reporting and data
system for colonoscopy based on continuous quality improvement indicators.

Design: The Task Group systematically reviewed quality indicators recommended by the Multi-Society Task
Force on Colorectal Cancer and developed consensus-based terminology for reporting and data systems to cap-
ture these data elements. The Task Group included experts in several disciplines: gastroenterology, primary care,

diagnostic imaging, and health care delivery.

Results and Conclusions: The standardized colonoscopy reporting and data system provides a tool that can
be used for efforts in continuous quality improvement within and across practices that use colonoscopy.

Colorectal cancer (CRC) is the second leading cause of
cancer death in North America.' Screening of asymptom-
atic average-risk persons has been recommended by
many expert panels, including the United States Preventive
Services Task Force, the American Cancer Society (ACS),
the Multi-Society Task Force on Colorectal Cancer (MSTF-
CRC), and the American College of Gastroenterology.l'4
Recommended tests include fecal occult blood test, sig-
moidoscopy, and double-contrast barium enema; each of
these screening tests leads to colonoscopy if positive. Colo-
noscopy is also recommended as a screening test. There is
evidence that utilization of colonoscopy has increased dra-
matically in the past few years, largely because of increased
rates of CRC screening.”® The effectiveness and the safety
of colonoscopy depend on the quality of examination, and
a growing body of evidence suggests that the quality of
colonoscopy in clinical practice varies.”

In 2002, the MSTF-CRC generated specific recommen-
dations to improve the quality and effectiveness of colo-
noscopy.” This important contribution highlighted key

Copyright © 2007 by the American Society for Gastrointestinal Endoscopy
0016-5107/$32.00
doi:10.1016/j.gie.2006.12.055

indicators for continuous quality improvement (CQI)
and suggested targets for specific indicators. In 2006,
Rex et al® added background data with identification of
levels of evidence that supported key quality indicators
and proposed targets in the earlier document. One obsta-
cle to measuring quality within and across practices is the
absence of a standardized reporting system for colonos-
copy, which precludes measurement of quality across
many settings. Standardized systems for reporting the
results of screening tests and managing data systems
have numerous advantages over nonstandardized systems,
including better communication of test results, standar-
dization of terms and measurement criteria, and the estab-
lishment of data systems that can be used for medical
audits and CQI. In cancer screening, standardized report-
ing and data systems are in place for both Papanicolaou
testing and mammography, but no such system exists for
colonoscopy.

To advance the recommendations from the MSTF-CRC,
the Quality Assurance Task Group of the National Colorec-
tal Cancer Roundtable (NCCRT) was charged with devel-
oping a standardized colonoscopy reporting and data
system (CO-RADS) to improve the quality of colonoscopy.
The specific goals were to produce a tool that will provide
endoscopists with a quality improvement instrument and
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to provide referring physicians a colonoscopy report that
will use standard terms and provide follow-up recomm-
endations. The Quality Assurance Task Group focused
on terminology and elements of reporting, with the goals
of standardization and of measuring quality both within
and across practices. The Quality Assurance Task Group
also made recommendations on the use of the data gener-
ated from reports to achieve CQIL. The report elements are
summarized in Appendix 1. The Quality Assurance Task
Group members considered the work burden associated
with each element in the lexicon and selected certain
items because of their importance in CQI efforts. Many
other items were either not included or were discussed
in general terms, because they are not directly related to
CQIL. This commentary will discuss the rationale for inclu-
sion and present a standard method for reporting these
elements.

CO-RADS represents a consensus among experts in
gastroenterology, diagnostic radiology, primary care, and
health care delivery, and describes the specific elements
of colonoscopy that should be considered for monitoring
in every endoscopy unit in a program of CQI. A standard-
ized reporting system can be a valuable educational tool.
The tool will ensure that primary care providers receive
colonoscopy reports that demonstrate the quality of the
examination and include specific recommendations for
follow-up. The Quality Assurance Task Group did not
specify targets for each indicator and agreed that further
research is needed to establish appropriate benchmarks
for clinical practice. The Quality Assurance Task Group
believes that a standardized reporting system will facilitate
such research.

This document bas been approved by the governing
boards of the American College of Gastroenterology,
American Gastroenterological Association Institute, and
the American Society for Gastrointestinal Endoscopy.
The document bas also been approved by the National
Colorectal Cancer Roundltable and the ACS.

METHODS: QUALITY ASSURANCE TASK
GROUP PROCESS

The NCCRT is a national coalition of public, private, and
voluntary organizations whose mission is to advance efforts
to control CRC by improving communication, coordina-
tion, and collaboration among health agencies, medical
professional organizations, and the public. The Quality
Assurance Task Group developed a specific tool for colono-
scopy reporting that would enable clinicians to measure
CQI items specified by the Multi-Society Task Force. This
effort is modeled after work by radiologists to standardize
the reporting of mammography and CT colonography.”*!

The Quality Assurance Task Group reviewed each qual-
ity indicator from the Multi-Society Task Force, updated
the literature review for each topic, and then developed

consensus around the optimal method of endoscopic
reporting that would capture the quality indicator. The
Quality Assurance Task Group considered the relative
importance of each measure and the associated work bur-
den. The final outcome includes important elements that
can be measured in diverse clinical practice settings.

After conference calls in winter and spring 2005 and
a face-to-face meeting in June 2005, the Quality Assurance
Task Group used telephone and correspondence to
manage the process of revision throughout the spring
and summer 2006. In November 2006, documents were
submitted for approval by the governing boards of the
American College of Gastroenterology, the American Gas-
troenterological Association Institute, and the American
Society for Gastrointestinal Endoscopy:.

STANDARDIZED COLONOSCOPY REPORT

The Standardized Colonoscopy Report is presented in
Appendix 1; the major subjects for reporting are outlined
in Table 1.

PRE-ENDOSCOPY INFORMATION: PATIENT
DEMOGRAPHICS AND HISTORY

Background

Age and sex are important risk factors for adenomas
and CRC, and are required for any meaningful analysis
of adenoma prevalence.”'*" There are differences in
the incidence rate and mortality of CRC based on race
and ethnicity."*'> Accurate identification of race or ethnic-
ity is difficult in clinical practice, and, in many cases, mixed
race/ethnicity further complicates data collection. The
Quality Assurance Task Group did not include race and
ethnicity in the lexicon, but it encourages clinicians to
obtain and document these data by patient self-identifica-
tion. Collection of data on race and ethnicity can be used
to indicate the success of outreach programs for CRC
screening and assure generalizability of CQI data across
different programs.

The Quality Assurance Task Group identified elements
of patient history that may require special precautions
before a colonoscopy is performed. Patients receiving
chronic anticoagulation require special preprocedure
adjustment of medications, which can include several
options. These clinical decisions should be documented.
Patients with intraventricular antiarrhythmia devices and
some pacemakers may need to have these devices
“turned off” to safely receive electrocautery during the
colonoscopy. In each circumstance, there should be
documentation that the endoscopist was aware of patient
circumstances that warrant special attention and that
steps were taken to ensure patient safety.

Other elements include documentation of previous GI
procedures and informed consent. If clinicians are aware
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TABLE 1. Colonoscopy report: key subject areas

Patient demographics and history

Assessment of patient risk and
comorbidity

Procedure indication(s)
Procedure: technical description
Colonoscopic findings
Assessment
Interventions/unplanned events
Follow-up plan

Pathology

of earlier endoscopic procedures, then they can review
patient tolerance and the need for medications,and develop
a sedation plan based on prior experience.

CQI targets

a. Documentation of informed consent that conveys to the
patient the risks of significant adverse events and the
possibility of failure to detect neoplasia in the colon,
even if it is present.

b. Documentation of the management plan for anticoa-
gulation.

¢. Documentation of the management plan taken for
patients with implantable defibrillators and pace-
makers.

ASSESSMENT OF PATIENT RISK
AND COMORBIDITY

Background

Anesthesiologists and surgeons have used the physical
status of the American Society of Anesthesiology (ASA)
(Table 2) for over 50 years to predict perioperative mor-
bidity and mortality."*'® Although few studies have been
performed to validate the tool in endoscopy, the classi-
fication has been widely accepted as a surrogate of com-
orbidity across numerous specialties in medicine.” The
classification category has an impact on the setting and
the precautions, which should be considered before
colonoscopy. Patients with ASA class 3 or higher should
be considered at high risk for cardiopulmonary events.
Endoscopists should consider performing procedures in
ASA class 3 patients in a hospital setting or in a setting
with full capacity for resuscitation and support.

The Quality Assurance Task Group recognized signi-
ficant ambiguity in the ASA classification system and the
possibility of wide variation in how it is applied. To address
this concern, the Quality Assurance Task Group proposes

TABLE 2. ASA classification system

Class

1 Patient has no organic, physiologic,
biochemical, or psychiatric disturbance
(healthy, no comorbidity).

2 Mild-to-moderate systemic disturbance
caused either by the condition to be
treated surgically or by other
pathophysiologic processes (mild-to-
moderate condition, well controlled with
medical management; examples include
diabetes, stable coronary artery disease,
stable chronic pulmonary disease).

3 Severe, systemic disturbance or disease
from whatever cause, even though it may
not be possible to define the degree of
disability with finality (disease or illness that
severely limits normal activity and may
require hospitalization or nursing home
care; examples include severe stroke, poorly
controlled congestive heart failure, or renal
failure).

4 Severe systemic disorder that is already life
threatening, not always correctable by the
operation (examples include coma, acute
myocardial infarction, respiratory failure
requiring ventilatory support, renal failure
requiring urgent dialysis, bacterial sepsis
with hemodynamic instability).

5 The moribund patient, who has little
chance of survival.

relatively simple corollary definitions to reduce inter-
observer variability (Table 2, italics).

CQI target
a. Documentation of ASA classification should be inclu-
ded in the colonoscopy report.

PROCEDURE INDICATION(S)

Background

Colonoscopists should know the appropriate indica-
tions for colonoscopy and document the indication(s) in
the report. The requirements in this lexicon emphasize
specific quality-control issues relative to screening and sur-
veillance for colon neoplasia, which represent the most
common indications for a colonoscopy'” and have been
the subject of recent guidelines."’

Family history

To determine the appropriateness of screening at
a specific age, key family history data should be recorded,
including CRC and adenomas in first-degree relatives.
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Patients with first-degree relatives who had CRC may need
screening before age 50 years.'?

Postpolypectomy surveillance

Surveillance after previous colorectal neoplasia re-
presents more than 20% of the colonoscopy workload in
persons over age 50 years.'® The MSTF-CRC and the ACS
have recently developed joint recommendations for sur-
veillance intervals.*® To determine the appropriateness
of surveillance for previous colon neoplasia, some data
from earlier examinations should be recorded. In some
cases, the size and the histology of previous lesions may
not be known (eg, “I had polyps removed 10 years
ago’’). However, in many cases, these data will be available
and should be noted. Recent studies found that many
physicians perform surveillance at shorter intervals than
recommended in guidelines.*"**

If bowel preparation is adequate and the cecum is intu-
bated, then the frequency of deviation from the published
guidelines on surveillance should be low. Other reasons
for early reexamination include incomplete or piecemeal
removal of a large sessile adenoma or the presence of
more than 10 adenomas, or incomplete removal of all
polyps at the first procedure. Patients with hereditary
nonpolyposis colorectal cancer syndrome (HNPCC) will
require short surveillance intervals because of rapid
progression to malignancy. All of these reasons are quite
acceptable. The lexicon includes elements to determine
the appropriate interval for surveillance when the patient
had colon neoplasia in the past.

Colitis surveillance

Patients with chronic ulcerative colitis or Crohn’s colitis
have an increased risk of CRC, and the risk increases with
the duration of disease. Surveillance colonoscopy in
patients with chronic colitis should be performed every
1 to 2 years in patients with disease duration longer than
8 years." After 20 years of disease, some experts recom-
mend annual colonoscopy. In addition, patients with
primary sclerosing cholangitis or a family history of CRC
in a first-degree relative may need more intensive surveil-
lance.™ The lexicon does not prescribe a specific biopsy
protocol but does require a description of the protocol in
the report. The Quality Assurance Task Group recommends
that biopsy specimens be obtained in each involved seg-
ment of the colon. The absolute number of biopsies may
vary, based on colon anatomy.”

If the primary reason for colonoscopy is the evaluation
of symptoms, then the symptoms should be recorded.
The single most-common symptomatic indication for a co-
lonoscopy is rectal bleeding.”” The appropriateness of
colonoscopy for this indication is difficult to ascertain
from the current literature because of poor standar-
dization of type and extent of bleeding.?® The lexicon in-
cludes recommended terminology that can standardize
the description.

CQI targets

a. Use of recommended screening intervals based on
family-history risk factors.

b. Use of recommended postpolypectomy and post-
cancer resection surveillance intervals.

c. Use of recommended surveillance intervals for ulcera-
tive colitis and Crohn’s colitis.

d. Use of descriptors for rectal bleeding.

e. Document reasons for deviation from the recommen-
ded guidelines.

PROCEDURE: TECHNICAL DESCRIPTION

Background

The technical description is designed to provide the re-
ferring physician a clear picture of what was done during
the procedure, including its difficulty, completeness of the
examination, and adequacy of the bowel preparation.
These factors may play an important part in determining
an appropriate interval for a repeat examination.

The method and intended level of sedation should be
recorded in all cases. Colonoscopy reports should indicate
whether anesthesia or nursing staff participated in the
administration of sedation. Sedation drugs and doses
should be recorded.

Cecal intubation rates have been reported in prior qual-
ity assurance studies®*** and are included in the CQI doc-
ument from the MSTF-CRC.” Current recommendations
include clear documentation of anatomic landmarks (ap-
pendiceal orifice and ileocecal valve) and photodocumen-
tation if available.

There is evidence that time spent during withdrawal
of the colonoscope is closely correlated with rates of ade-
noma detection.?>?® The following times should be re-
corded: (1) the endoscope is inserted into the rectum,
(2) withdrawal from cecum was started, and (3) the endo-
scope is withdrawn completely. The withdrawal time can
be calculated for patients who do not have polypectomy
or biopsy. The total procedure time alone is insufficient.

There is some debate about the benefit of retroflexion
in the rectum. The Quality Assurance Task Group advo-
cates documentation of completion of retroflexion if it is
done, without passing judgment on whether the proce-
dure should be performed in all cases.

Bowel preparation can be an important factor in deter-
mining the interval for a repeat examination and an impor-
tant CQI element as well. The type of bowel preparation
used should be documented. The Quality Assurance
Task Group and the MSTF-CRC recommend a simple
method of reporting based on the adequacy of examina-
tion for the detection of lesions larger than 5 mm.” This
is similar to an approach used by radiologists in the CT
colonography lexicon.'! If the bowel preparation is in-
adequate in more than 10% of examinations, then this
may reflect a quality-control issue and indicate that special
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attention should be given to the method of patient
instruction and type of bowel preparation. This is an imp-
ortant issue because of the burden of repeating examina-
tions from poor preparation.

An assessment of “degree of difficulty” in completion
of the examination is highly subjective. Nevertheless, be-
cause many patients will have repeat examinations, an as-
sessment should be recorded to alert future endoscopists
that the examination could be challenging for this patient.
If the examination is difficult, then reasons for the diffi-
culty should be provided.

The Quality Assurance Task Group recommends that
clinicians or their staff record the actual model and in-
strument number used so that they can track procedure
volume, problems, infection transmission, and instrument
repairs. Frequent repairs may be indicators of problems
with equipment or of mishandling of the equipment at
some level in the chain of use, and they should prompt
evaluation and corrective action.

CQI targets

a. Documentation of sedation goals, medications, and
dosages.

Documentation of cecal landmarks if reached.

c. Cecal intubation rate, calculated as follows:

Numerator: number of examinations in which cecal
landmarks are documented.
Denominator: number of examinations in which cecal
intubation was intended. Procedures that should not
be included in the denominator would be those with
obstructive colon malignancy, severe colitis, or poor
preparation. In other cases, a full colonoscopy may
not be intended (reexamination of a polypectomy
site or bleeding site).

d. Mean examination time during endoscope withdrawal,
when no biopsies or polypectomies are performed.

e. Documentation of quality of the bowel preparation.

COLONOSCOPIC FINDINGS

Background

The Quality Assurance Task Group focused on standard-
ized descriptors for colonic polyps, because clear commu-
nication of findings is a key determinant of risk status and
subsequent follow-up. Each polyp has required descriptors
that describe morphology, size (in millimeters), method of
removal, and completeness of removal and retrieval. Vague
terms such as “large” or “small” should be avoided.

In previous studies, estimates of polyp size were subject
to wide variation. The ideal method is to use a measuring
tool (open biopsy forceps of known size or an endoscopic
ruler) to estimate size. Neither approach is convenient or
practical when snare polypectomy is used. Therefore, the
Quality Assurance Task Group did not make a recommen-
dation for the method of measuring polyp size.

All suspected neoplastic polyps should be removed
with polypectomy. Multiple polyps in the rectum and
the sigmoid colon that are less than 5 mm, pale, and
appear to be hyperplastic can be sampled with biopsy to
confirm histology. If the lesion is too large to safely re-
move, then biopsy specimens should be obtained and tat-
too injection should be performed. The tattoo should be
documented if performed. Endoscopists should indicate
whether a polyp was completely removed en bloc or re-
quired piecemeal resection. Retrieval of resected polyps
should be documented.

Endoscopists should monitor the rates of adenoma
detection in patients undergoing first-time screening ex-
aminations. Expected rates of adenomas are derived
from large screening colonoscopy trials,*** and lower
rates in clinical practice may be a reflection of lower exam-
ination quality. There is evidence that a higher adenoma
detection rate is associated with longer withdrawal time
(> 6 minutes).

Tattoo placement should be considered to mark the
location of significant colon lesions for repeat endoscopy
or for surgery. These include any lesion suspicious for
malignant tumor and large sessile polyps removed with
piecemeal resection or that may not be completely
resected and may require repeat colonoscopy. Lesions in
the cecum do not generally require a tattoo, but most other
suspicious lesions should be marked.

CQI targets
The lexicon will provide clinicians with standard
methods for reporting polyps and other colon findings.
Specific CQI targets include:
a. Adenoma detection rate
examinations.**%
b. Polyp retrieval rate.

in first-time screening

ASSESSMENT OF PROCEDURE RESULTS

The assessment should reconcile all of the available
data derived from history, laboratory, radiographies, and
new endoscopic findings. The Quality Assurance Task
Group has no specific recommendations for structure or
content. However, a clear set of recommendations for
follow-up should be included after review of pathology
(see below).

INTERVENTIONS/UNPLANNED EVENTS

Background

All sentinel events and interventions should be re-
corded. This includes events occurring during colonoscopy
and after the procedure is completed. The Quality Assur-
ance Task Group recommends that, if an event occurs
that requires an unplanned intervention, then it should
be recorded. Examples of events and interventions are as
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follows: (1) a fall in blood pressure for which intravenous
fluids are infused; (2) an unplanned reversal of sedation
medications, including discontinuation of short-acting
drugs, eg, propofol; (3) oxygen desaturation for which
oxygen is added during the procedure. Each of these inter-
ventions was not planned and should be recorded in the
colonoscopy report.

All serious events that result in an unplanned emer-
gency department visit, hospitalization, blood transfusion,
surgery, or death should be documented and attached to
the endoscopy report. There should be documentation
that patients were instructed to call or report to a medical
facility for specific events, such as bleeding or severe ab-
dominal pain.

The Quality Assurance Task Group recommends that
the medical record reflect any intra- and postprocedure
complications. Many adverse events related to a colono-
scopy may not be recognized at the time of the procedure.
The difficulty of recording delayed events and interven-
tions, and linking them to the colonoscopy report makes
it a challenge to fully describe the quality of a particular
colonoscopy. Ideally, postprocedure complications should
be tracked over a 30-day interval after a colonoscopy.
The Quality Assurance Task Group recognizes that such
tracking would represent a significant burden to some
practices and does not include 30-day tracking as a CQI
target. Nevertheless, endoscopists should make every
effort to report postprocedure events that may be linked
to the colonoscopy. There should be a regular review of
rates of serious complications and associated risk factors.

CQI targets

a. There should be documentation of unplanned inter-
ventions during colonoscopy.

b. The record should reflect any intra- and postpro-
cedural complications. Serious events such as hospital-
ization, perforation, bleeding requiring transfusion,
and surgery should be recorded and linked to the co-
lonoscopy report.

c. There should be documentation that patients received
instructions about how to manage adverse events after
discharge.

FOLLOW-UP PLAN

Background

Recommendations for discharge planning and immedi-
ate follow-up should be included with the colonoscopy re-
port. In this report, endoscopists should indicate whether
they anticipate following published surveillance guidelines
or if there is reason to deviate from the guidelines. The
Quality Assurance Task Group recognized that whenever
biopsies are performed, final recommendations for repeat
procedures or additional evaluation and treatment will
be delayed until the pathology report is received. The

endoscopist should ensure that there is a system in place
to communicate all pathology reports and final recom-
mendations for follow-up and/or surveillance based
on pathology reports to both the patient and referring
clinician.

CQI targets

a. Documentation of the communication of colonos-
copy results with the patient and referring clinician, in-
cluding pathology results and recommendations for
follow-up.

PATHOLOGY

Pathologic specimens are obtained in 30% to 50% of
colonoscopy procedures, and the histologic report should
be considered an essential element of the final outcome.
Final recommendations for follow-up, based on pathology,
should be communicated clearly to the referring provider
and the patient. The Quality Assurance Task Group
strongly recommends that endoscopists regularly review
pathology with a pathologist, particularly in cases when
malignancy is strongly suspected.

CQI targets

a. Systematic review of the pathology report with docu-
mentation of results and a subsequent follow-up plan.

b. Either (1) The final endoscopy report should include
the pathology results as an addendum (with a recom-
mendation for follow-up) or (2) each endoscopy re-
port that does not include a pathology result should
be accompanied by a separate report that provides pa-
thology results, and recommendations for follow-up.

SUMMARY

CO-RADS will provide referring health care providers
with key information about the outcome of the procedure
and recommendations for follow-up. The reporting
system will be a valuable tool to facilitate the monitoring
of quality within a practice and across practices, and it pro-
vides a tool for quality improvement. The process of CQI
requires benchmarking performance on meaningful indi-
cators over time and updating those indicators at regular
intervals to measure improvement.’>>! As part of its state-
ment on Maintenance of Certification, the American Board
of Medical Specialties states that critical self-assessment
contributes to self-improvement and is preferable to regu-
latory inspecti()ns.32

In Table 3, a sample basic audit is summarized, which
could be used in any practice using colonoscopy to
monitor quality and identify specific elements for CQL
These elements represent a subset of the standardized
reporting system and were selected to provide endo-
scopists with the key elements that should be measured
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TABLE 3. Basic audit

Bowel preparation quality: percent adequate to detect
polyps >5 mm

Cecal intubation rate
Rate of photodocumentation of cecal landmarks

Mean colonoscopic withdrawal time in patients without
polypectomy or biopsy

Adenoma detection rate in first-time screening
examination based on patient’s sex

Adverse or unplanned events occurring within 24 h of
colonoscopy

Rates of
Hospitalization
Bleeding, requiring transfusion
Bleeding, requiring unplanned endoscopic intervention
Perforation
Surgery

Rate of documentation of recommendations for follow-up

periodically as part of CQIL Routine measurement will
enable endoscopists to routinely monitor their practice
and identify areas that can be improved. Although certain
items may be viewed as an additional reporting burden,
each element is directly linked to an important CQI target.
The Quality Assurance Task Group recommends that
these elements be incorporated into all endoscopic
reports. Furthermore, the Quality Assurance Task Group
recommends that all endoscopists monitor quality in their
practices, by using the standard report elements to mea-
sure specific targets. Future projects should report results
of these quality-improvement efforts to provide bench-
marking. We anticipate that, over time, CO-RADS will be
modified and revised based on clinical experience.
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APPENDIX 1.

RECOMMENDED ELEMENTS IN STANDARD
COLONOSCOPY REPORT

Preprocedure
Documentation of informed consent
Document type of facility where endoscopy perfor-
med (hospital, ambulatory surgery center, office)
(1) Patient demographics and history
Age
Sex
Receiving anticoagulation: if yes, document manage-
ment plan

Need for antibiotic prophylaxis: if yes, document rea-
son and management plan

Presence of intraventricular defibrillator device: if yes,
document management plan

Presence of pacemaker, requiring management plan:
if yes, document management plan

(2) Assessment of patient risk and comorbidity
ASA classification (see Table 2)

(3) Indication(s) for procedure (*option for unknown)
screening and surveillance for colon neoplasia
Recommended documentation in all cases if known

e Date of last colonoscopy
e Family history of CRC in 1st-degree relative
o Number of family members

Current affiliations: Division of Gastroenterology, Oregon Health and
Science University, Portland, Oregon (D.L.), Division of Cancer Prevention
and Control, Centers for Disease Control and Prevention, Atlanta, Georgia
(M.N.), Cancer Control Sciences, American Cancer Society, Atlanta, Georgia
(R.A.S.), Chronic Care Policy Group, Centers for Medicare and Medicaid
Services, Baltimore, Maryland (S.B.D.), Departments of Ambulatory Care
and Prevention, Epidemiology, and Social Medicine, Harvard Medical
School, Boston, Massachusetts (R.F.), Department of Medical Imaging Penn
Presbyterian Medical Center, University of Pennsylvania, Philadelphia,
Pennsylvania (S.N.G.), Department of Radiology, Mayo Clinic, Rochester,
Minnesota (C.D.J.), Department of Gastroenterology, Kaiser Permanente
Medical Center, Walnut Creek, California (T.R.L.), Department of Family
Medicine, Louisiana State University Health Sciences Center, Shreveport,
Louisiana (J.P.), Clinical Family and Community Medicine, University of
California, San Francisco, California (M.B.P.), Department of Medicine,
University of North Carolina, Chapel Hill, North Carolina (D.R.), Division of
Gastroenterology, Indiana University School of Medicine, Indianapolis,
Indiana (D.R.), Division of Gastroenterology, Hepatology and Nutrition,
University of Pittsburgh School of Medicine, Pittsburgh, Pennsylvania (R.S.),
Section of Gastroenterology, Boston University School of Medicine, Boston,
Massachusetts (P.S.), Gastroenterology and Nutrition Service, Department
of Medicine, Memorial Sloan-Kettering Cancer Center, New York, New York
(S.W.), USA, Cancer Research UK Colorectal Cancer Unit, St. Marks Hospital,
Middlesex (W.A.), United Kingdom.

Reprint requests: David Lieberman, MD, Division of Gastroenterology,
Oregon Health and Science University, Portland VA Medical Center P3-Gl,
PO Box 1034, Portland, OR 97239.

o Age of index family member(s) who had CRC
e Family history of adenoma in 1st-degree relative
e Family history of inherited syndrome
o FAP
o HNPCC
Screening
e Average risk
e Family history of CRC (1st-degree relative)
e Family history of adenomatous polyps (1st-
degree relative)
e Familial syndrome
o Familial adenomatous polyposis (FAP)
o HNPCC
Colonoscopy to evaluate abnormal test result
e Fecal occult blood test (FOBT)
e Sigmoidoscopy
e Barium enema
e CT colonography
e Abdominal CT
Surveillance: Previous colon neoplasia
Hierarchy of most significant lesion in previous
examinations:
e [Invasive cancer
e Advanced adenoma (defined as adenoma > 1
cm, adenoma with villous histology, adenoma
with high-grade dysplasia)
e >10 adenomas
3-10 adenomas
1-2 tubular adenomas <1 cm
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e Hyperplastic polyp
e Unknown histology
e No pathology
The following information should be provided
if known:
a. Previous most advanced histologic lesion:
i. Cancer
e Date of cancer diagnosis*
e Location of cancer*
ii. Adenoma
e Date of adenoma diagnosis*
e Size/histology of most significant lesion
(see hierarchy above)*
b. Date of last colonoscopy (actual date
or mo/y)*
¢. Description of last colonoscopy*
i. Most significant lesion at last examination
(see hierarchy above)
ii. Adequacy of last examination
e Cecum reached
e Preparation adequate
d. If surveillance is performed before the rec-
ommended interval, provide a reason; some
reasons could include
e Poor preparation at previous examination
e Incomplete previous examination (unable
to reach cecum)
e Piecemeal resection of sessile adenoma
with question of complete removal
e Incomplete information about prior exam-
inations
e Other
Surveillance: ulcerative colitis or Crohn’s colitis
e Duration, extent, and activity of disease
e Date of last colonoscopy examination
e Biopsy protocol: report should include descrip-
tion of biopsy protocol, including number of biop-
sies in each segment and interval (cm) between
biopsies
Evaluation of symptoms: list symptom(s)
1. Rectal bleeding/hematochezia: description
a. Intermittent outlet-type bleeding with normal
stools
b. Blood mixed with stool
¢. Gross blood and clots
d. Hemodynamically significant
bleeding
2. Other signs and symptoms should be reported.
(4) Procedure: technical description
Procedure date and time
Procedure performed with additional qualifiers (CPT
codes, such as biopsy, polypectomy, etc)
Sedation
e Medications (with dosages) given
e Type of provider responsible for administration of
sedation: GI specialist, family physician, internist,

lower GI

surgeon, anesthesia specialist, or nonphysician
(nurse, nurse practitioner, physician assistant)
e Level of sedation (conscious, deep, general anes-
thesia)
Extent of examination
e Actual extent of examination (anatomic seg-
ment: cecum, ascending colon, hepatic flexure,
etc)
If cecum is not reached, provide reason
e Method of documentation: ie, photo of ileocecal
valve and/or appendiceal orifice (if possible,
where equipment available); name landmarks
Time of examination: the following times should be
recorded
e Time when scope was inserted into rectum
e Time when withdrawal from cecum was started
¢ Time when endoscope was withdrawn from patient
Retroflexion in rectum (yes/no)
Bowel preparation
e Type of preparation and dosage
e Quality
o Adequate to detect polyps >5 mm
o Inadequate to detect polyps >5 mm
Technical performance
e Examination not technically difficult
e Examination difficult
e Comments could include
o Patient discomfort
o Looping
o Need for special maneuvers including turning
patient, changing instrument
Type of instrument used: model and instrument
number; this could be monitored separately by
nursing staff
(5) Colonoscopic findings
Colonic mass: malignancy suspected
e Anatomic location
e Length/size (dimensions in mm or cm)
e Descriptors
o Pedunculated/sessile
o Circumferential
o Obstructive (% of lumen reduced)
o Ulcerated
e Biopsy obtained (yes/no)
e Tattoo (if done)
Colonic polyp(s) (descriptors for each polyp)
e Anatomic location
e Size, mm
e Morphology
o Pedunculated
o Sessile
o Flat: only slightly raised above surrounding
mucosa, with or without a central depression
e Method of removal or biopsy
o Snare with cautery (saline solution injection
yes/no)
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Snare without cautery
Cold biopsy
Hot biopsy
Fulguration or ablation with cautery
Completely removed (yes/no)
Retrieved (yes/no)
Sent to pathology (yes/no)
Tattoo (if done)
Polyp cluster: multiple polyps (3 or more) in same
anatomic region
Anatomic location
Size range, mm
Approximate number in a segment
Morphology (sessile/pedunculated/ flat)
Method of removal or biopsy
Completely removed (yes/no)
Retrieved (yes/no)
Sent to pathology (yes/no)
e Tattoo (if done)
Submucosal lesion
e Anatomic location
Size, mm
Method of removal or biopsy
Completely removed (yes/no)
Retrieved (yes/no)
Sent to pathology (yes/no)
Tattoo (if done)
Mucosal abnormality
e Suspected diagnosis: ulcerative colitis, Crohn’s,
ischemia, infection, etc; anatomic location/extent
e Pathology obtained (yes/no)
Other findings
e Diverticulosis
e Arteriovenous malformations
e Hemorrhoids
e Other
o Normal-appearing mucosa in patient with
diarrhea

e o o
o O O O

©)

@

®

®

o Pathology obtained (yes/no)
Assessment
Based on history, symptoms, and colonoscopic
findings
Interventions/unplanned events
Events and unplanned interventions during or
immediately after colonoscopy
e Type of event
e Type of intervention
Events that occur within 30 d of colonoscopy that
result in
e Unplanned visit to health care provider
¢ Emergency department visit
Hospitalization
Blood transfusion
Surgery
e Death (record cause of death)
Follow-up plan
Immediate follow-up and discharge plan
e Further tests, referrals
e Medication changes
e Follow-up appointments
Recommendation for follow-up colonoscopy and tests
e Interval for follow-up colonoscopy will be deter-
mined pending pathology
e If recommendation will differ from guidelines,
a reason should be provided
e No further FOBT for 5 y or more
Documentation of communication directly to the pa-
tient and referring physician
Pathology
Pathology results should be reviewed, with
documentation of
e Review of results by endoscopist
e Communication with referring provider with re-
commendation for follow-up
e Communication with patient
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