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Whilst there is always interest in evaluating innovative new techniques, there is 

sometimes apathy for evaluating and improving the quality of standard surgical practice. 

The introduction of nationwide surgical mortality audits was an advance towards improved 

quality in surgery through reflection, accountability and continuing improvement.1 

Credentialing of clinicians has not been shown to have an impact on quality of care or 

patient outcomes, and there is controversy over the use of threshold credentials, in which a 

minimum number of procedures are required for a clinician to obtain a particular scope of 

clinical practice.2 Similarly, the implementation of minimum procedure requirements for 

revalidation poses ethical considerations given our geographically disperse population. 

Rural surgeons conduct a broad casemix of procedural work in smaller centres, reducing 

the inconvenience and cost associated with patients needing to travel to larger centres. 

Restricting service provision to rural Australia by excluding clinicians based on procedure 

frequency will threaten the sustainability of rural health services and negatively impact 

outcomes for rural patients. 

An increasing focus on the quality of colonoscopic examination worldwide has lead 

to closer scrutiny of colonoscopy performance through audit of quality markers such as 

caecal intubation rate and adenoma detection rate (ADR).3 The focus on quality has 

formalised into recertification programs in colonoscopy, such as in the UK where clinicians 

undertaking bowel cancer screening colonoscopies are required to undertake periodic 

recertification.4 These measures have resulted in excellent colonoscopy quality, with a mean 

ADR of 46.5% and a mean unadjusted caecal intubation rate of 95.2% in colonoscopies 

performed as part of the UK bowel cancer screening program.5 While not yet mandatory, an 
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Australian recertification program for colonoscopy has been established, providing triennial 

recertification based on logbook requirements that includes a minimum number of 

colonoscopies (150), adequate caecal intubation rate (95%) and adenoma detection rate 

(25%).6 The National Bowel Cancer Screening Program(NBCSP) had prompted a renewed 

focus on quality in colonoscopy in Australia and it is interesting to note that the NBCSP is 

funding the voluntary recertification program, leading to speculation that mandatory 

certification may be required to undertake NBCSP colonoscopies in the future.  

Questioning the need for recertification in colonoscopy prompted us to carry out a 

survey to investigate proceduralists’ knowledge of quality indicators in colonoscopy and 

assess attitudes towards recertification. An online questionnaire was distributed to 

Australian members of the Colorectal Surgical Society of Australia and New Zealand 

(CSSANZ) and Gastroenterological Society of Australia (GESA), yielding responses mainly 

from colorectal surgeons. (68%) 

Self-awareness of performance in colonoscopy was good. Ninety-four percent of 

respondents were aware of their caecal intubation rate, and almost all (92%) reported an 

intubation rate above 95%. Similarly, 72% were aware of their adenoma detection rate, and 

of these 79% quoted their ADR being above 20%. Conversely, endoscopy unit based audit of 

outcomes was reported by only 51% of respondents.  Among respondents that reported 

unit-based audit, outcomes recorded commonly were complications such as perforation 

rate (76%), with fewer units recording quality indicators such as caecal intubation rate 

(62%) and adenoma detection rate (57%). 
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The majority of clinicians did not object to mandatory recertification; only 18% 

disagreed to the prospect of periodic re-certification in order to optimise quality in 

colonoscopy. Furthermore, respondents indicated that caecal intubation rate (81%), 

Adenoma detection rate (53%) and logbook submission (51%), would be the preferred 

criteria for recertification, which are all components of the existing voluntary recertification 

program.  

In stratifying the risk of future adenoma and carcinoma risk the endoscopic 

surveillance interval is important. Guidelines, such as the Cancer Council Australia (CCA) 

guidelines7 exist to guide interval choice, however adherence has previously been reported 

to be inadequate.8   The Medicare Benefits Schedule (MBS) Review Taskforce has 

recommended that MBS items for colonoscopy be altered to describe the appropriate 

indication for colonoscopy and surveillance interval.9 In our survey, all clinicians were 

aware of the CCA guidelines, with 93% following the guidelines “Always” or “Most of the 

time”. Furthermore, the far majority feel that these surveillance intervals are appropriate, 

suggesting that such a change to the MBS would not impact the majority of clinicians.  

Although a survey has obvious limitations in assessing quality indices, this study has 

shown that overall knowledge regarding quality indicators and individual performance in 

colonoscopy is high. Clinicians are not opposed to recertification to maintain high quality of 

colonoscopic examination. There appear to be inconsistent auditing of colonoscopy 

performance by endoscopy units, raising the possibility that improved local auditing could 

negate the need for a future mandated recertification program. Given the apparent high 
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standard of colonoscopy demonstrated in this study, it could be postulated that changes to 

the MBS and the implementation of mandatory recertification may only result in 

incremental gains in quality indicators. Prior to the introduction of a mandatory 

recertification program in colonoscopy, it is necessary to further consider the impact to low 

volume proceduralists, including those servicing rural areas. 

 

The Authors acknowledge the support of CSSANZ and GESA in distributing the survey to 

members of their societies. 
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