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Abstract

Background: Colonoscopy has become a common medical procedure due to increased use of colonoscopy for
evaluation of symptoms, colorectal cancer screening and surveillance of people with higher risks of developing
colorectal cancer. Timely access to colonoscopy is essential for diagnosis of colorectal cancer, as well as diagnosis
and management of inflammatory bowel disease and gastrointestinal symptoms such as diarrhea. The purpose of
this study was to obtain the perspectives of primary care providers and endoscopists about current practices, barriers
and facilitators to following recommended practice for preparation and follow-up after colonoscopy. We also
aimed to obtain recommendations for approaches to improve the process.

Methods: Six focus groups (two with gastroenterologists, two with surgeons who perform colonoscopies and
two with primary care providers) were held between October 2015 and January 2016. Analysis was performed
using inductive qualitative approaches.

Results: Variations and challenges in communication for continuity of care and understanding the distribution
of responsibility were identified, as were perceived benefits and challenges of a central intake system for colonoscopies.
Recommendations were made to improve processes including strengthening communication and information sharing.
A comprehensive quality improvement plan would facilitate implementation of recommendations.

Conclusions: Findings emphasize the need for improved patient-focused information resources for each step
of the colonoscopy process and improved communication among practitioners. The findings apply to other
services requiring collaboration among patients, primary care providers, and medical specialists.
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Background

Colonoscopy has become a common medical procedure
due to increased use of colonoscopy for evaluation of
symptoms, colorectal cancer (CRC) screening and sur-
veillance of people with higher risks of developing CRC
[1, 2]. Since most CRCs are diagnosed on colonoscopy,
to ensure timely diagnosis of CRC, timely access to col-
onoscopy is essential. Similarly timely colonoscopy is
critical for diagnosis and management of inflammatory
bowel disease and gastrointestinal symptoms such as
diarrhea [3-5].

One approach to increasing access to colonoscopy is
to increase the number of colonoscopy procedures,
available at any time, to reduce problems with waiting
lists. This approach is costly in terms of health care re-
sources required to increase the capacity to perform
more colonoscopies. Another important approach is to
make the most effective and efficient use of existing re-
sources, including reducing the need to do early repeat
colonoscopy. Bowel cleansing for colonoscopies has been
reported to be poor in up to 20-40% of cases [6]. Poor
bowel cleansing leads to repeat colonoscopies at short
intervals, increased risk of complications, longer proced-
ure times, and increased rates of missed lesions, includ-
ing CRCs and CRC precursor colorectal polyps.

Adhering to recommended follow-up intervals can
also contribute to the effectiveness and efficiency of
the system. Many studies, including from Manitoba,
Canada where this study was conducted, have docu-
mented follow-up colonoscopies at shorter or longer
than the recommended time intervals [7—13]. Patients at
higher risk of CRC may not receive appropriate follow-up,
and for those with low risk, early follow-up colonoscopy
increases the demand on scarce endoscopy resources and
exposure to the risks associated with the procedure.

Another approach to increasing the efficiency of the
system is for primary care providers (PCPs) to have a
patient see the endoscopist the same day as the proced-
ure without prior consultation (this is referred to as “dir-
ect to scope”, or “open access endoscopy”). Studies have
suggested that patients referred direct to scope have
shorter wait times [14]. Importantly, there is no docu-
mented difference between pre-procedure consultation
and “direct to scope” approaches in the procedure-re-
lated anxiety of patients [15]. Although there are no
guidelines and individual practices vary, common indica-
tions for direct to scope include screening colonoscopy,
colonoscopy to follow-up other colon cancer screening
tests such as a positive fecal occult blood test, surveil-
lance colonoscopy and evaluation of iron deficiency
anemia and rectal bleeding. However, anecdotally some
endoscopists do not see patients direct to scope, but
meet them ahead of time of colonoscopy and discuss the
symptoms, indications and procedures individually with

Page 2 of 11

each patient themselves, rather than relying on discus-
sion with the referring provider.

Ideally, colonoscopy should be performed for recom-
mended indications, at recommended intervals, and
when patients are aware of the reasons for colonos-
copy, know the associated risks, understand and are
well-prepared for the procedure, and have appropriate
follow-up. To achieve that aim effective communication
between PCPs, endoscopists and patients is essential.

Methods

This study was part of a larger project investigating pro-
cesses to improve the appropriateness and efficiency of
colonoscopy procedures. Planning for the project was
guided by Professional and Patient Advisory Commit-
tees. The overall purpose was to develop colonoscopy
services that:

1. Reduce wait times for colonoscopy by eliminating
the requirement for a pre-colonoscopy appointment
with the endoscopist through “open access” or “dir-
ect to scope” processes, when appropriate

2. Enhance bowel preparation quality for colonoscopy

3. Ensure the appropriate interval for surveillance
colonoscopy

The study was approved by the Health Research Ethics
Board at the University of Manitoba.

Objective

The purpose of this study was to obtain the perspec-
tives of PCPs and endoscopists (gastroenterologists and
surgeons) about current practices, barriers and facilita-
tors to following recommended practice for preparation
and follow-up after colonoscopy. We also aimed to ob-
tain recommendations about approaches to improve
the processes.

Design

We used a qualitative research design following an inter-
pretive description approach [16]. In this design nalysis
evolves beyond pure description of a phenomenon to
broader interpretations that have practical application.

Procedures

Participants included PCPs, gastroenterologists and sur-
geons who were informed, in advance by email, about
the focus group as the main topic of a regularly sched-
uled meeting. Only those who were willing to join in the
focus group attended the meeting. Informed consent to
participate was confirmed with the completion of a con-
sent form at the start of the meeting. Most of the clini-
cians provided services in facilities managed by the
Winnipeg Regional Health Authority (WRHA) where
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two-thirds of the colonoscopies in the province are per-
formed. The WRHA had just started a central intake
process for endoscopic procedures, which was being im-
plemented in different facilities in stages.

We held six focus groups in Winnipeg between Octo-
ber 2015 and January 2016: two with gastroenterologists,
two with surgeons who perform colonoscopies and two
with PCPs. One focus group included PCPs providing
services in the regions of the province with smaller
population centres (up to several hours drive away by
car or air travel). Often patients had to travel to Winni-
peg for colonoscopy services.

Each focus group was facilitated by two members of
the research team (one with expertise in conducting
focus groups, the other with expertise in providing en-
doscopy services) with support from an additional mem-
ber who managed the audio recording equipment and
maintained written notes. A semi-structured interview
guide (Additional file 1) was used to facilitate discussion.
Focus group recordings were transcribed verbatim and
verified by a member of the research team.

Data analysis

Inductive qualitative analysis was performed following
methods described by Miles, Huberman & Saldana [17]
using NVivo 11 software. CW read through all tran-
scripts several times, then developed and documented
an overall sense of the findings in relation to two analyt-
ical questions: What is going on (i.e. what are current
practices/processes) and what is being learned (to im-
prove the practices/processes)? Next, she developed a
coding scheme based on line-by-line coding of the tran-
scripts. A second member of the team (KZ) independ-
ently developed a coding scheme through line-by-line
analysis of the transcripts and identified preliminary
broad themes, which were used in subsequent analysis.
These two coding schemes were compared by GR who
merged, renamed, and refined codes through a second
cycle of analysis to develop broader categories. Next,
matrices were developed across classifications of partici-
pants (ie, PCPs, surgeons and gastroenterologists).
Broad themes and the interrelationships between themes
were developed. Network relationships explored the in-
terrelationships of processes. Interpretations were pre-
sented to two leaders of the research team who provided
clinical and conceptual perspectives prior to member
checking. Member checking was used to obtain stake-
holder feedback about the findings. Member checking
consisted of distributing a draft summary report to a
subgroup of 34 stakeholders comprised of focus group
participants who provided their e-mail addresses to the
researchers and members of the professional advisory
group for the overall project. Ten people responded.
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Comments were analyzed, coded for themes, and are
summarized at the end of the results section.

Results

We conducted six focus groups with 46 participants be-
tween October 8, 2015 and January 28, 2016. There were
4 to 11 participants in each focus group. PCPs (n = 16;
50% male) participated in one of two focus groups; gastro-
enterologists (n =15 including 4 residents; 100% male) in
another one of two groups, and surgeons (n = 15; 86.7%
male) in the remaining two focus groups. The participat-
ing gastroenterologists and surgeons were all endoscopists
and, hence, when referring to both the groups together,
we refer to “endoscopists.” PCPs had less than 1 to
33 years of practice (n=14; median=17) and endosco-
pists, not including residents, had 2 to 38 years of practice
(n=21; median =15). Data for years of practice were
missing for two PCPs and five endoscopists.

Participants asserted that continuity of care across
PCPs and endoscopists was very important to provide
high quality care to patients. The complexity of the sys-
tem, particularly regarding patterns of communication,
and collaboration through the distribution of responsi-
bility among the patient, PCP, and endoscopist could
work well in many instances but also presented numer-
ous challenges for promoting safe and efficient referral
and follow-up. A central intake service that included the
potential for an increase in patients attending “direct to
scope” could streamline services and, at the same time,
create new challenges for communication, understand-
ing of distribution of responsibility, and, ultimately, the
efficiency and quality of care.

The findings from this study are reported below in
themes of a) communication for continuity of care b)
understanding the distribution of responsibility and c)
the perceived benefits and challenges of a central
intake system for colonoscopies. When differences
among the three types of provider were evident in the
matrix analysis, we report the ways in which percep-
tions differed.

Communication for continuity of care

Figure 1 illustrates the information that each group re-
quires and the potential lines of communication for in-
formation. Participants in the focus groups described
these lines of communication along with inconsistencies
in communication processes across practitioners. Com-
munication challenges included insufficient information,
inconsistent information, difficulties in interpreting im-
portant information, and breakdowns in the communi-
cation channels. These challenges were evident both
pre- and post-colonoscopy.
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the patient, primary care provider and endoscopist
A\

Complexity of Communication Exchange among
Patient, Primary Care Provider and Endoscopist

Primary Care Provider

—> « Indications for colonoscopy
« Medical history
P .Results and follow-up ————» . Reason for referral
——» - Patient medical history
——»  .Urgency

« Reason for referral <
I Practice - - Risks and benefits (consent) <
Guidelines Lp -Timeand place of procedure <—
» - Preparation instructions <+
> -« Results and follow-up <
Endoscopist
—— - Reason for referral
“— . Patient medical history
~——————————> . Biopsy results & follow-up

Fig. 1 Communication for collaboration among the patient, primary care provider and endoscopist for preparation and follow-up of colonoscopy
procedures. Appropriate and quality colonoscopy procedures and follow-up require a consistent, accurate and timey flow of information among

E
P
] Pathologist

“»  -Biopsy

Pre-procedure communication

Pre-procedure communication from the PCPs could go
directly to the endoscopist. However, with the develop-
ment of a central intake system, the information was in-
creasingly passed through that system, creating an
intermediary step along the path.

Endoscopists’ perspectives The endoscopist groups dis-
cussed inconsistencies in the amount and type of infor-
mation they received from PCPs at the time of referral.
One surgeon noted, “Most (of my consults) have appro-
priate amounts of information on them. But it really de-
pends on whoever the referring doctor is and how much
interest they have in that particular disease process.”
The challenge related to these inconsistencies was sum-
marized in one surgeon focus group as, “we don’t have a
standard of information that should be present on all
(patients) prior to the... consult being sent.” Both sur-
geons and gastroenterologists noted that referrals often
lacked details of medical and family history, and blood
work reports. This was problematic particularly in some
direct to scope situations when the endoscopist consid-
ered that there was insufficient information to ensure a
safe procedure or to limit unnecessary procedures.
Therefore, many endoscopists preferred to see the pa-
tient prior to the procedure to obtain necessary

information. One gastroenterologist said, “I wouldn’t feel
comfortable with (a patient) who I've never met because...
a good percentage of the time, (patients) don’t need an-
other colonoscopy... They have already had it done. It’s
just not put in their referral history.” Another noted that
he sometimes will “get a sense (from the referral that the)
patient doesn’t need a scope” but will make that determin-
ation after seeing the patient himself. Another said, “I have
this concern that many people, a large number of people,
are getting colonoscopies unnecessarily, and the main rea-
son is that no one’s ever sat down and talked to them.”
One endoscopist noted that “a lot of the family physi-
cians are doing an excellent job educating their pa-
tients,” but went on to say that some patients arrived
with insufficient information about why they were being
referred for a colonoscopy. In other cases, insufficient
patient understanding of the reason for the colonoscopy
could result in patients not arriving for the procedure
after being scheduled. Some endoscopists reported that
a pre-clinic appointment was helpful for sharing infor-
mation about the procedure, particularly with patients
who had little knowledge about the purpose or process.
This conversation also could allow patients to decline
the procedure once they learned more about the proced-
ure and potential associated benefits and risks. One sur-
geon said, “I also talk a lot to my patients about the risks
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and benefits (of the colonoscopy), and I would say, not
uncommonly, I have patients decline a colonoscopy right
there.” In contrast, some endoscopists reported that some
patients were very well informed about the procedure and
viewed the pre-procedure appointment as a waste of time.
This was also true of people who were worried about a
potential cancer diagnosis. One surgeon said, “There are
patients who worry about cancer, (instead of waiting) to
be seen by somebody to explain it, (they prefer) going dir-
ectly for their scope and getting it done as quickly as pos-
sible and getting their problem dealt with.”

Obtaining consent for the procedure was an important
topic of discussion among focus group participants.
Endoscopists thought it was important for patients to
have information about the risks and benefits in advance
of direct to scope procedures. They expressed concerns
about getting consent on the day of the procedure, be-
lieving that it was difficult for a patient to decline once
they had prepared for colonoscopy (including taking the
required laxative) and come to the facility. One surgeon
stated, “Are people going to say ‘no’ when they've done a
full bowel prep? And certainly, at that point, people
don’t.” Some felt that it was important for PCPs to com-
municate the information supporting an informed deci-
sion (benefits and risks) in advance, to provide patients
the information and time to decide whether they wanted
the procedure. One endoscopist talked about the process
of sending a consent-related brochure to the patient in
advance of the procedure and then being available to an-
swer the patient’s or family member’s questions.

PCPs’ perspectives In the focus groups, PCPs discussed
their responsibility to inform patients about the reasons for
the procedure and some acknowledged their responsibility
to obtain consent for the referral, including discussing the
potential risks and benefits of a colonoscopy. Some re-
ported feeling comfortable sharing this information with
patients, as long as they had easy access to accurate and
current resources. One PCP said, “I'm comfortable with
(providing information about the procedure to patients). It
certainly helps to have resources to do it.... if that pamphlet
was right there and you just printed it off right in front of
you. It would be designed perfectly... so that it ensures that
I say the right things and I give (information to the patient
about) the right complications.”

One of the areas in which PCPs did not feel comfortable
in providing information to patients was related to bowel
preparation. They noted that different endoscopists had
different preferences for bowel preparation and that it was
not helpful for the PCP to provide information that may
contradict information received later from the endosco-
pist. One PCP said, “My experience is that there isn’t
really consistency in that (bowel preparation instructions).
It switches and I don’t know what it will be switched to.”
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Post-procedure communication

There was consensus across all six focus groups that a
major challenge was communication after the colonos-
copy to ensure that PCPs and patients understood the
results and that recommendations were followed. There
was wide variation in the ways that endoscopists com-
municated findings and follow-up recommendations to
patients and PCPs.

Communication with patients

Endoscopists’ perspective

There was great diversity in approaches to communicat-
ing the results of the colonoscopy. Communication
sometimes occurred verbally directly after the procedure
between the endoscopist and the patient, the person ac-
companying them, or both. With the exception of times
when the endoscopist felt that an immediate referral to,
for example, an oncologist, was necessary, there was a
widespread view that verbal discussion with the patient
immediately after the procedure was ineffective. Most
patients would be under the influence of the sedating
medications which may impair memory. Some endosco-
pists reported that they provided patients a written sum-
mary of the findings that could include photographs of
findings observed during colonoscopy. These reports
were generated in facilities with the necessary computer
software. In other cases, when the appropriate technology
was not available, endoscopists provided hand-written
notes. Some endoscopists called the patient back for a
follow-up visit although this was more frequently done
when there were pathological findings. However, one en-
doscopist who reported he saw “more patients in follow-up
than maybe some other endoscopists,” indicated “I haven't
found it reliable over the years to trust the (PCP) to relate
the specialist’s information and implication of (the find-
ings).” This person also believed that follow-up with the
endoscopist was “more satisfying for the patient.” Commu-
nication with patients requiring language interpretation
presented additional challenges. One surgeon noted the
need to have an interpreter available if there was a cancer
diagnosis. He said, “I just don’t want to be going through
the family (for discussing the presence of cancer).”

An area of concern was whether patients would
remember when they should return for follow-up, par-
ticularly when the recommended follow-up colonos-
copy was several years later. One surgeon indicated
that it was important for patients to keep track of
follow-up times in addition to having a flag in the
medical record and informing the PCP. He said, “And
I usually say, (to the patient), five years goes by a lot
faster than you think, so what you should really do is
get your calendar out and mark about four years on
the calendar. And when four years rolls around, call
my office again and we’ll get you back in to see me.”
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PCPs’ perspectives

PCPs noted that patients sometimes turned to them with
questions about the recommendations from the endos-
copists. PCPs appreciated having the results before the
patient returned to their office. Having timely and clear
results and recommendations helped PCPs to interpret
findings and reinforce recommendations. However, as
noted in the next section, there were inconsistencies in
the type and quality of information provided to PCPs.

Communication between the Endoscopist and PCP

There was consensus among all groups that it was im-
portant for the PCP to receive information about the re-
sults of the colonoscopy, along with recommendations
for follow-up. However, as one endoscopist noted, “The
big issue is communication after the scope.” Similar to
communication with patients, there was great diversity
of endoscopists’ approaches to this communication. The
timeliness of the communication varied. One PCP noted
that sometimes “I get a report back within a day or two
of the colonoscopy or the day of the colonoscopy and
that’s fantastic; other specialists, it’s three to six month
later.” Some PCPs noted that, at times, the report and
recommendations from the endoscopist didn’t come at
the same time as the pathology report, which created
some confusion. One endoscopist addressed the uneven
timing of when the colonoscopy report was sent and
when the pathology report was returned by writing a
note on the pathology report if the pathology findings
suggested a different recommendation than the earlier
post-procedure report. However, others reported they
had to pull the chart or the colonoscopy report to recall
the initial recommendation if it was not available with
the pathology report. Another challenge for PCPs was
the variability in the clarity of the results and recom-
mendations. This led one PCP to send consults for col-
onoscopies to those specialists who wrote clear reports.

Clarifying responsibility

Participants noted that inconsistency of communication
approaches meant that there was often lack of clarity
concerning responsibility for arranging required follow-
up after a colonoscopy. When the procedure indicated a
high risk diagnosis, (e.g., cancer or Lynch syndrome),
endoscopists in the focus group were most likely to take
immediate action by calling the PCP, making a referral
to an oncologist, and/or booking the patient for a
follow-up appointment or colonoscopy. One endoscopist
stated, “If I suspect that they have Lynch syndrome ... as
soon as they have (the colonoscopy) they are rebooked
in a year for another colonoscopy. If they (have familial
adenomatous polyposis), it’s the same.” This specialist
felt that it was important for patients with these
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conditions to form a relationship with a consistent en-
doscopist and took responsibility for follow-up.

In contrast, the responsibility was more ambiguous
when patients had colorectal polyps that were not
likely to be cancerous, or had negative colonoscopy
findings. In those cases, there were inconsistencies in
approaches and participants voiced concern about two
problems. First, some patients were being referred for
colonoscopies too frequently. One endoscopist stated,
“I get letters from docs saying, you know, this person
has been getting scopes every year because they have
polyps, and then I'll go over their scopes and reports
and realize they're getting scoped way too often.” The
other concern was for patients not having follow-up at
intervals recommended by guidelines. Ensuring that
the PCP had clear information from the endoscopist
about the recommended follow-up was an approach
used by some endoscopists. However, it was not al-
ways clear who would take responsibility for keeping
track of and scheduling the recommended follow-up.
One PCP stated, “There has to be a very clear under-
standing of whose role it is to do what.” In addition,
participants acknowledged that some patients lived in
communities in which there was a frequent turnover
of PCPs and were concerned that a lengthy timeframe
for the patient’s follow-up appointment would not be
adequately monitored. Many endoscopists did not
book follow-up colonoscopies and were concerned
that patients would not be referred for the recom-
mended follow-up. One approach by endoscopists fo-
cused on ensuring redundancy in communication of
recommendations that could include a note on the
medical record and informing both the PCP and the
patient. One endoscopist said, “I think the more
checks that you have in place, the less likely someone
is going to fall through the cracks.”

Benefits and risks of a central intake system for
colonoscopy services

At the time of the study, a central intake (CI) system
was being implemented in the region on a stepwise
basis. Some participants had experience with CI while
others did not. However, many participants had opinions
about the risks and benefits of the system.

Concerns from PCPs included not being able to choose
to refer to specific endoscopists whom they felt met a high
standard. One PCP said, “(I need) to be comforted by
knowing that, whoever is in charge of (central intake)
knows each one of these endoscopists and would vouch
for them, would be willing to have their own colonoscopy
by each one of these people.”

PCPs were also concerned that CI would not allow
them to identify patients who need more continuity or
special attention from the endoscopist. This concern
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was shared by endoscopists who believed that lack of
attention to engaging patients, or their support net-
works, could result in patients not arriving for the pro-
cedure or arriving with poor preparation. This issue
was particularly salient for patients who had limited
ability to speak or read English, who lived in remote
communities, or who had limited access to a private
toilet. One endoscopist commented, “I think central in-
take works very well for the population who has access
to resources but for the people who don't, it’s difficult.”

Participants also noted the benefits of CI in terms of
efficiency as well as standardization of processes. A stan-
dardized referral form was viewed as a potential way to
ensure that all PCPs provided the necessary referral in-
formation. Standardization of follow-up was also viewed
as a benefit. One endoscopist said, “One of the biggest
advantages of this central intake system would be the
ability to standardize some of these things: a standard-
ized follow-up.”

Summary of member checking responses

Respondents agreed with the content of the focus group
summary and most offered suggestions for improving
the system. Several called for development of a compre-
hensive quality improvement plan that would identify
priority issues and address them. Respondents identified
several strategies for improving communication amongst
the patient, PCP and endoscopist, with CI often having
an intermediary role. Strategies included the develop-
ment of brochure(s) provided to patients well in advance
of the procedure, with easy to understand information
about the procedure, the benefits and risks, and consent.
Education of PCPs about colonoscopies with clear indi-
cators for referral was also identified as an important
strategy that could also include a feedback loop to PCPs
to inform them about referrals that did not meet the cri-
teria for colonoscopy. Several respondents also noted
the importance of routinely including both the PCP and
the patient in correspondence outlining follow-up plans
and recommendations. One respondent advocated for
the development of a “robust referral management sys-
tem” that was accessible to patients to view. In the con-
text of these suggested strategies, several respondents
highlighted the need for flexibility in the system, in par-
ticular, for patients with low literacy, who live in rural or
remote communities, or have limited resources.

Discussion

As shown in Fig. 1, the communication required for
colonoscopy is complex — involving the patient, the pri-
mary care provider, the endoscopist and the pathologist.
Effective communication is essential at key times in the
process such as referral, scheduling, bowel preparation,
procedure day, and follow-up. Our findings suggest a
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large variability and complexity in the system of referral
and follow-up for colonoscopy procedures and a desire
among health care providers for improvements in the
processes. The pre-procedure risks for patients associ-
ated with this variability focused on concerns about
patients, PCPs and endoscopists getting adequate infor-
mation in a clear and timely way to ensure a safe and
effective procedure. Variability in practice also created
risks that patients would not receive follow-up consist-
ent with practice guidelines. Participants also noted
that variability in practices created inefficiencies in the
system through unnecessary procedures resulting in in-
flated and avoidable costs to the health care system and
risks to patients.

Direct to scope procedures were acceptable to many
endoscopists in our focus groups as long as PCPs pro-
vided them with sufficient information, clinical practice
guidelines for referral for colonoscopy were being
followed, and patients were well informed about the
benefits and risks of the procedure. PCPs identified the
need for accurate and current information at their fin-
gertips to be able to identify the need for colonoscopy
and to enhance their ability to provide the appropriate
information to patients.

Direct to scope procedures are widely practiced. A
survey of American Society of Gastrointestinal Endos-
copy (ASGE) members in 1997 reported more than
60% of ASGE members were performing direct to scope
procedures; a subsequent study reported a fivefold
increase between 2000 and 2008 [18]. Direct to scope
procedures are performed mostly for CRC screening
and surveillance [19] and more often in non-hospital
endoscopy units [20]. Several studies have documented
direct to scope procedures can lead to shorter wait
times, which is particularly important for diagnostic
procedures when the risk of serious pathology is higher
(for example, among elderly patients with persistent
rectal bleeding or iron deficiency anemia [14]. Direct to
scope procedures can also reduce the cost for patients
and the health care system [18]. However, previous
studies have also documented concerns such as endos-
copies for unclear/not uniformly accepted indications
[21], less properly informed patients [22], more missed
appointments and last minute cancellations [19], im-
portant information missing in referral letters [23],
worse bowel preparation quality and fewer significant
findings on endoscopy [24]. It is concerning these is-
sues remain prevalent even after decades of direct to
scope practice. Improved communication at the point
of referral is essential to improve the efficiency of direct
to scope procedures and improve the functioning of the
more traditional consultation route. As noted by our
focus group participants, this would include standard-
ized referral forms collecting adequate information and
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with predefined well-accepted indications for the direct to
scope pathway (e.g. positive fecal occult blood test for
CRC screening, unexplained iron deficiency anemia). Im-
proved low cost educational materials for patients, avail-
able for distribution by PCPs would assist in informing
patients about colonoscopy, its risks and benefits, and
about the procedures required for bowel preparation.
High quality educational materials would allow patients
more time to consider the recommendation for colonos-
copy and would make the process of obtaining informed
consent easier and more consistent. A limited number of
bowel preparation alternatives, details of which are readily
available to the PCPs would make it feasible for PCPs to
provide at least preliminary bowel preparation informa-
tion to patients. The direct to scope pathway has many ad-
vantages and will continue; it is important to improve the
process. A recent nationally representative PCP sample in
the US reported that the majority of the pre-colonoscopy
care was co-ordinated by endoscopists rather than PCPs
[25]. This practice does not seem efficient. Consistent with
the focus group findings, increasing capacity for PCPs to
make appropriate direct to scope referrals is required and
could include education of PCPs as well as improving
communication between PCPs and endoscopists [26].

Methods to improve post colonoscopy information
could include standardized written endoscopy and
pathology reports provided to patients as well as the
PCPs, developing standardized databases for patient/
PCP reminder for follow-up and using patient-friendly
educational materials describing common findings such
as colorectal polyps. The wider use of electronic endos-
copy reporting systems has made it more feasible to
have standardized reports accepted by each service. Un-
fortunately, many practices do not use such systems.
Centralized and standardized reminder systems for
follow-up colonoscopy, would reduce the frequency of
too early, too late or missed follow-up colonoscopies.

Centralized referral systems for colonoscopy are being
used more widely based on the promise of a common
queue leading to shorter wait times and more effective use
of shared services. However, as highlighted by our focus
group participants, it is important such systems have robust
quality assessment and improvement initiatives to ensure
that all patients, irrespective of the provider they see, get
high quality care (before, during and after endoscopy). Pre-
viously, endoscopists, who PCPs perceived to provide better
quality care, received more consultations. This may no lon-
ger be the case through a common queue system.

Focus group participants made clear recommenda-
tions for improvements in the consistency of communi-
cation among the primary care provider, the patient,
and the endoscopist. A step-wise process for this com-
munication is described in Table 1. Improved patient-
focused information resources for each step of the
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colonoscopy process (referral, scheduling, bowel prep-
aration, procedure day, and follow-up) would facilitate
this communication.

The issues identified in this study of colonoscopy would
apply to many other medical procedures. For these proce-
dures, an assessment of typical approaches to communica-
tion among the patient, primary care provider, and
specialist may assist efforts at quality improvement. The
focus in our findings on the importance of clear commu-
nication with patients is consistent with the large body of
work on shared decision making between patients and
health care providers. Joseph-Williams and colleagues
conducted a systematic review of patient-reported barriers
and facilitators to shared decision making in health care
[27]. They identified factors in both how the health care
system is organized and in characteristics of interactions
around health care decisions. Prominent factors included
limited time in health care interactions and challenges in
continuity of care among health care providers. Patients
differ in their preference and ability to participate in
health care decisions. Some have a view of the patient role
as passive and consider that asking questions or request-
ing more information is disrespectful of the expertise of
the health care provider or is inappropriate in some other
way. Health care providers differ in their skill and know-
ledge around involving patients in decision-making.

Previous studies also suggest concern about the ad-
equacy of procedures to obtain informed consent for
medical procedures. In a systematic review of proce-
dures to improve the process for obtaining informed
consent for surgery and other invasive medical proce-
dures, Kinnersley and colleagues considered some of
factors that may make the process of obtaining in-
formed consent difficult [28]. There is often time pres-
sure in the situation and patients have little time to
consider their options. The information can be quite
technical and it may be difficult to communicate bene-
fits and risks to patients in everyday language. Clini-
cians may have limited time to consider the patient’s
concerns and the patient may not have the opportunity
to express their concerns adequately. Patients may have
limited time or confidence in seeking additional infor-
mation. The use of a consent form may create a ritual
in which there is limited exchange of information.
Shared decision-making and informed consent are more
likely to occur when there are quality educational mate-
rials in patient-friendly language available for patients
and health care providers.

Strengths and limitations of the study

The study took place in one jurisdiction and the experi-
ence may differ in other systems of care. However, the im-
portance of clear lines of communication identified in this
study are relevant to many jurisdictions and specialist
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procedures. This phase of the study did not directly ob-
tain the perspectives of patients. However, in other
phases we surveyed patients about their experiences
with colonoscopy procedures [29] and completed indi-
vidual patient interviews (manuscript in preparation).
Focus group methodology uses the blended voice of the
entire group so dissenting voices may not have shared
opinions because participants may have been reluctant
to disagree with their colleagues. However, our observa-
tion was that, overall, participants were willing to share
openly, both positive and challenging experiences.

Conclusion

Our focus groups identified communication challenges
and potential solutions. Our regional health care system
is in the process of implementing several of the recom-
mendations. These recommendations may be helpful for
other systems in their work on quality improvement.

Additional file

[ Additional file 1: Semi-structured interview guide (DOCX 16 kb) ]
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