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Abstract

Colorectal cancer is a major cause of death in the we-
stern world and is currently the second commonest
cause of death from malignant disease in the UK.
Recently a “driving test” for colonoscopists wishing to
take part in the National Health Service Bowel Cancer
Screening Program has been introduced, with the aim
of improving quality in colonoscopy. We describe the
accreditation process and have reviewed the published
evidence for its use. We compared this method of
assessment to what occurs in other developed coun-
tries. To the authors’ knowledge no other countries
have similar methods of assessment of practicing
colonoscopists, and instead use critical evaluation of key
quality criteria. The UK appears to have one of the most
rigorous accreditation processes, although this still has
flaws. The published evidence suggests that the written
part of the accreditation is not a good discriminating
test and it needs to be improved or abandoned. Further
work is needed on the best methods of assessing
polypectomy skills. Rigorous systems need to be in
place for the colonoscopist who fails the assessment.
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INTRODUCTION

Colorectal cancer is a major cause of death in the western
wortld and is currently the second commonest cause of
death from malignant disease in the UK. High quality
video colonoscopy is a central tenet in the investigation of
symptomatic patients with bowel disorders, and is part of
the UK National Health Service Bowel Cancer Screening
Programme (NHS BCSP).

Colonoscopy is not a perfect test. Several studies ha-
ve highlighted important limitations in its accuracy. In-
effective bowel preparation, inability to consistently
intubate the caecum and rapid withdrawal times are
all important contributors to missed lesions at colo-
noscopylmj. Moreover, a systematic review of tandem
colonoscopy has shown a miss rate of 22%" for polyps
< 10 mm. Recent large computed tomography colo-
nography studies have confirmed a significant miss
rate” . In these studies, segmental unblinding was used
to ascertain the miss rate for optical colonoscopy. It was
revealed that 2%-12% of polyps > 10 mm were missed.
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Assuming that the colonoscopies in a trial setting would
all have been performed by experienced colonoscopists,
the miss rate in clinical practice, where experience varies,
might actually be higher. Perhaps the most important
driver for change in the UK was a large prospective
study of colonoscopy demonstrating poor practice. Prior
to commencement of the NHS BCSP in June 2006 this
study showed an adjusted caecal intubation rate of only
56.9%", well below the recommended target of 90%.

Undoubtedly there are inherent limitations to colo-
noscopy and sensitivity will never reach 100%. It is
also unclear what proportion of missed lesions is due
to correctable aspects of colonoscopy technique and
performance. With these factors in mind, as well as
the risks inherent in the procedure, it was decided that
bowel cancer screening with colonoscopy would only
begin in centres with high achievement on the Global
Rating Scale, and by colonoscopists who had had a
formalised assessment of their skills. The Joint Advisory
Group on Gastrointestinal Endoscopy (JAG), a national
body tasked with a role in the quality assurance of
endoscopy training and services across the UK, has
subsequently instigated a rigorous accreditation process
for colonoscopists whose practices include colonoscopy
as part of the NHS BSCP.

We sought to examine the accreditation process,
the evidence for its use, and the wider implications for
endoscopists and endoscopic practice.

ACCREDITATION PROCESS

The NHS BCSP has set out in detail the criteria required
for accreditation in screening colonoscopy in their
document ‘Accreditation of screening colonoscopists:
BCSP Implementation Guide No.3 (Version 8: 12
February 2009)". The process is summarised in Figure 1
and outlined below.

In order to be assessed for accreditation in screening
colonoscopy, individuals must first fulfil the following
criteria: (1) Be attached to a screening centre approved
for the BCSP; (2) Minimum lifetime colonoscopy ex-
perience > 1000 procedures; (3) > 150 procedures in
year preceding assessment; (4) Unadjusted completion
rate on an intention to treat basis of > 90% over pre-
ceding year; (5) Documentation of preceding year audit
data including number, median sedation levels (under 70
years/over 70 years); completion rate, details of failures,
polyp detection rate (expected to be > 20%) and com-
plications; and (6) Audit should have been verified by
Endoscopy Unit Sister and consultant colleague/clinical
director/medical director.

If the above criteria are met, on submission of an
application to the NHS BCSP, individuals will be invited
to attend one of several accredited assessment centres,
where they will be assessed.

The first part of the assessment process is a written
test comprising a one-hour multiple-choice questionnaire
(MCQ) consisting of 30 questions. This is based on a
list of topics for study and suggested sources for reading
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Accreditation of screening colonoscopists

Collection of documentation by applicant

I

Confirmed by endoscopy manager &
consultant endoscopist/clinical director

l

Application for accreditation
(including CV)

}

Assessment
- MCQ
- DOPS
- Feedback
- Accreditation panel review
of results
- Report to BCSP

Meets criteria

- Accredited for screening

- Certificate issued Criteria not met
- Continued collection of - Additional
quality indicators training support
- Continued Appeal
collection of - Review of process
quality indicators by panel

i

Re-submission and re- | | Appeal Appeal upheld
assessment unsuccessful Rep:n;at assessment
at 2™ centre

Figure 1 Pathway for accreditation of screening colonoscopists.

given in the pre-assessment documentation. The MCQ
paper is positively marked, and candidates are encouraged
to answer all questions. The main part of the accreditation
process consists of direct observation of practical co-
lonoscopy on two consecutive cases, where skills are
scored against standardised criteria by two assessors. This
is know as a directly observed procedural skill (DOPS)
assessment, and is used widely in the UK to assess prac-
tical skills of trainee doctors. This DOPS assessment of
endoscopy is also normal practice for trainee registrars
in gastroenterology who are required to complete many
such procedures during their time in training, before being
deemed competent to practice independently. However,
those undergoing the accreditation process for bowel
cancer screening will generally have already been deemed
competent to practise independently.

Candidates are assessed on consent, pre-procedure
preparation, sedation practice, and colonoscopic te-
chnique, including therapeutic ability and the discussion
of results and management with the patient. Assessors
allocate a grade score for each criterion assessed and use
these grades to inform their final decision as to whether
or not a candidate has met the critetia required for ac-
creditation. Interestingly, the assessors are advised that
some aspects of a domain may be irrelevant to cases in
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an assessment, but should still be marked. For example,
a patient may have no polyps and therefore require no
therapy. Assessors are advised that a grade 3 or 4 (pass
grades) can still be awarded in these domains. In this
way, a colonoscopist undergoing assessment could be
deemed ‘highly skilled” at polypectomy without ever
having been observed removing a polyp. We know that
approximately 30% of patients undergoing screening will
have adenomas requiring removal for histopathological
analysis' ™", As it is impossible to select patients with
polyps for the accreditation colonoscopy, this represents
a significant weakness in the process.

Following the assessment, candidates are given written
and verbal feedback on their performance. Written
feedback covers areas of good practice as well as areas
for further training or development. Results and feedback
take place in private and do not last longer than 10 min.

There are two possible outcomes of the assessment
process: (1) The candidate meets the criteria for formal ac-
creditation; and (2) The candidate does not yet meet the
criteria/needs further development.

After initial accreditation, candidates must submit to
further accreditation procedures on an annual basis, after
which accreditation is renewed, provided that candidates
can meet the following criteria: (1) An intention to
undertake > 150 screening colonoscopies per annum; (2)
Agree to the submission of quality monitoring data on
an annual basis, while continuing to meet the application
criteria; and (3) Maintenance of an acceptable level of
complications over a prolonged period, specifically, below

the national average as defined in recent published series’.

IS THIS ACCREDITATION PROCESS
A VALID AND RELIABLE METHOD OF
ASSESSING COLONOSCOPISTS?

Prior to the institution of this formalised assessment
for screening colonoscopists, there was considerable
anxiety amongst the endoscopic community. Concerns
were raised about the assessment process itself, and the
appropriateness of such a test. There were also concerns
about validity and reliability.

Barton attempted to allay some of these concerns
with two studies published in abstract form in 2008"*"7,
The first study examined the performance and outcomes
of candidates in the assessment and their perceptions
of the process“zl. 76 assessments undertaken by 67 ca-
ndidates were reviewed. These initial colonoscopists
were experienced practitioners with a mean number of
colonoscopies of 2490 (range 500-7500) and a mean
polyp detection rate of 29% (range 18%-53%). It is
interesting that the procedural experience of some of
these candidates fell outside the current guidelines laid
out in the NHS BCSP accreditation document (minimum
lifetime number procedures > 1000, polyp detection rate
> 20%). The mean score in the MCQ paper was 80%
(range 59%-98%). No pass mark was given, although it
appears that no candidates failed their accreditation as a
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result of their MCQ paper score. From this we can infer
that the pass mark was < 59%.

8 assessments had to be repeated - 3 for breach of
protocol with the DOPS assessment and 5 as a true re-
sit assessment. Of 73 secure assessments, 54 (74%) can-
didates met the criteria required for accreditation, giving
an overall failure rate of 26%. The perceptions of the
process by candidates highlighted particular flaws with
the MCQ papet, notably a degree of ambiguity in some
questions, poor clarity of some images, and concerns
about the content and relevance of some questions. The
comments regarding the DOPS assessment were of
particular interest. Some commented that the process was
hugely stressful, and that a degree of luck was involved
in the allocation of cases. Others commented that some
of the difficulties lay with assessment taking place in
an unfamiliar unit. Despite these comments, candidates
felt welcomed, and that the assessment was fair. Only
5 appeals against the results were referred back to the
Accreditation Panel,with one upheld as a breach of
protocol.

The validity and reliability of the MCQ and DOPS
assessment have also been assessed''”. In this study self
reported, verified performance and demographic data, as
well as assessment data from both the MCQ and DOPS
over two cases assessed by two assessors, were collected
prospectively from 76 candidates as well as 17 assessors.
Semi-structured questionnaires were completed by both
the candidates and the assessors. In 2284 paired judge-
ments of 76 candidates, during 151 cases, there was
96% congruence across the pass/fail divide, 98% for
major domains. The expert global opinion agreed with
the grading system in 74/76 (97%) of cases. Gradings
correlated weakly with self-reported caecal intubation
rates and MCQ scores (r = 0.24 and 0.27, P < 0.01).
Overall, 27/30 candidates felt the DOPS assessment was
fair/very fair, while 27/32 felt the MCQ was fair/very
fair. Of the assessors, 12/16 felt the DOPS was valid/
very valid, while 17/17 felt the overall process was fair/
very fair.

These data suggest that the DOPS assessment is
reliable and valid. The MCQ test appears to be a poor
discriminatot, as there have been no failures. In addition,
no data for evaluating the validity of the test for im-
portant outcomes such as polyp detection rate, miss
rates, patient comfort and complications exist.

WHAT HAPPENS TO THE
COLONOSCOPIST WHO FAILS THE
TEST?

Significant questions remain as to what happens the
candidate who fails the test and how this should impinge
on their daily practice.

However, the accreditation process sets out clear gui-
delines to cope with this eventuality. In the first instance,
if a candidate feels the process was flawed, they have a
right to appeal, although candidates cannot dispute the

April 16,2010 | Volume 2 | Issue 4 |



Criteria JAG accreditation NHS BCSP accreditation
Lifetime number > 200 > 1000
Lifetime <0.5% Not documented
Perforations
Number last 12 mo > 100 >150
Sedation

Under 70 years ~ Midaz<5mg/  Midaz <5 mg/Pethidine < 50

Pethidine < 50 mg mg
70 years + Midaz <2.5mg/ Midaz <2.5 mg/Pethidine <

Pethidine < 25 mg 25 mg

Caecal intubation > 90% >90%

Polyp detection & >10% >20%

Removal

Data certified Endoscopic Endoscopy sister & consultant
supervisor colleague/clinical director/

medical director

JAG: Joint Advisory Group on Gastrointestinal Endoscopy; NHS BCSP:
National Health Service Bowel Cancer Screening Programme.

judgement of the assessors or the Accreditation Panel.
If the appeal against the process is successful, then the
candidate would have to undergo a repeat assessment at a
second centre (Figure 1).

If a candidate does not meet the criteria for acc-
reditation at their first sitting, they are eligible for one
more attempt within a 12 mo period with two different
assessors. If they do not meet the criteria at the second
attempt, then they cannot re-apply until 12 mo have
passed from the date of their first assessment.

If there are serious concerns about the competency
of an individual colonoscopist, procedures are in place
which allow assessors and the Accreditation Panel to
take appropriate action, including informing the medical
director of the trust where the candidate is employed, if
necessaty.

One can infer from the guidelines that it is entirely
conceivable for candidates to fail the accreditation process
repeatedly and continue their routine NHS service
colonoscopy practice outwith the NHS BCSP. However,
if a failed candidate continued his/her NHS practice, but
was unfortunate enough to encounter a complication,
followed by a legal challenge, would his/her practice be
defensible?

WILL THIS TEST LEAD TO A TWO-TIER

ENDOSCOPY SERVICE?

With the NHS BCSP accreditation process in place, there
are currently 2 forms of colonoscopy accreditation for
practicing endoscopists in England - the aforementioned
BSCP accreditation and that of the standard JAG. Whilst
these two forms of accreditation are similar, there are
subtle differences between them, with the BCSP acc-
reditation having slightly more stringent criteria (Table 1).
The NHS BCSP criteria place greater emphasis on
experience, with large volumes of endoscopy practice
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required, which precludes newly qualified trainees from
becoming screening colonoscopists. Of the key quality
criteria caecal intubation rate is the same (> 90%) in both
processes whilst polyp detection and removal is higher
in the NHS BCSP accreditation (> 20% »s > 10%).
Despite the NHS BCSP accreditation process having
been developed to minimise the risk of complications,
the current eligibility criteria do not require candidates to
include their lifetime perforation rate.

Unlike the NHS BCSP accreditation, there is no
formal written assessment for JAG accreditation in
colonoscopy. However, new Specialty Trainee registrars
have to complete a knowledge- based written assessment
[Specialty Certificate Examination (SCE)] in order to
qualify for their Certificate of Completion of Training
ptior to obtaining a substantive post. Whilst this is not
directed at colonoscopy per se we suspect that many of
the topics covered in the 30 question MCQ for NHS
BCSP will also be covered in the SCE. As outlined
above, the evidence published has shown that the MCQ
is a poor discriminator and no candidates have failed
accreditation on this part.

The formative DOPS assessments in the two groups
are virtually identical, the only difference being that NHS
BCSP candidates must achieve < 4 grade 2 s across the
minor domains (with JAG accreditation candidates being
allowed < 6).

In England, the current accreditation will undoubtedly
lead to a to a ‘two-tier’ colonoscopy service. Over time, 3
distinct groups of colonoscopists will be in practice - those
who have JAG accreditation but who do not, because of
need or eligibility, have NHS BCSP accreditation; those
who have NHS BCSP accreditation; and lastly those who
have attempted NHS BCSP accreditation and failed.
Clearly the latter gives the greatest cause for concern, as
some of these practitioners may have failed on grounds
that would also have caused them to fail to achieve JAG
accreditation. As discussed previously, missed cancers are
sometimes unavoidable, but the question is whether it is
morally, ethically or legally justifiable for individuals who
have failed a formalised accreditation process, to continue
to be permitted to practice on symptomatic patients?

WHAT DO OTHER COUNTRIES DO?

Within the UK there is considerable disparity in acc-
reditation practice for screening colonoscopists. England,
Scotland, Northern Ireland and Wales all have different
criteria for accreditation that vary in the methods of as-
sessment, number of procedures carried out, and key
quality criteria. In England the accreditation process is as
previously described.

Scotland

In Scotland the Bowel Cancer Screening Programme
has not followed the route of accreditation of screening
colonoscopists. There are however, some criteria set
for screening colonoscopists: (1) There should be a
caecal intubation rate of at least 90% (the endoscopist
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should be able to clearly demonstrate that they had
reached the caecum, an indication that they were able
to examine the entire colon); (2) A minimum of 150
colonoscopies a year should be being performed; and (3)
A JAG- accredited colonoscopy course should have been
attended.

Wales

In Wales the process is different again. They have deve-
loped a 3-phase assessment process that JAG has appro-
ved for operation.

Phase 1 - Pre-assessment: Attendance at a preparatory
course covering therapeutic techniques, mock DOPS
assessments, and review of performance data.

Phase 2 - Progress review visit: A member of the as-
sessment faculty visits the potential screening colo-
noscopists in order to check their progress in achieving
their training goals.

Phase 3 - Assessment visit: The formal summative as-
sessment process involves at least two members drawn
from the Welsh Assessment Team and in many cases
an external assessor from England is also included. The
assessors aim to perform all necessary assessments on
the day of the assessment visit to the potential screenet’s
Trust. The candidates must complete an MCQ (JAG
approved) as in the English programme.

Northern Ireland

Perhaps the Northern Ireland proposals (Northern Ire-
land Cancer Network Draft Document) most closely
mirror English accreditation process. Figure 2 below
summarizes the route by means of which potential
screening colonoscopists must progress prior to approval
in Northern Ireland.

United States

In the USA, training in gastrointestinal endoscopy is out-
lined in the Gastroenterology Core Curriculum!™, This
curriculum suggests a minimum number of colonoscopy
procedures of 140 including a minimum of 30 snare
polypectomy and haemostasis before competency can
be assessed. The curriculum also suggests objective
performance criteria for the evaluation of colonoscopy,
namely intubation of the splenic flexure, intubation
of the terminal ileum (desirable skill) and retroflexion.
Similar to that of the UK, the cote curticulum in the US
also has a formalised diagnostic colonoscopy procedural
competency form. This competency form highlights the
key quality criteria (caecal intubation, ileal intubation,
retroflexion in the rectum and polypectomy ability),
although, unlike JAG, it does not set minimum standards
for competence.

Hospitals or institutions where endoscopy takes place
grant accreditation in the US. The American Society of
Gastrointestinal Endoscopy” has issued guidelines for
this process. Determination of competence based on
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these guidelines is as follows: (1) The applicant should
have completed a residency program that incorporates
structured experience in gastrointestinal endoscopy.
Competence should be documented by the instructor(s);
(2) The applicant should be able to demonstrate pro-
ficiency in endoscopic procedure(s) and clinical judgement
equivalent to that obtained in a residency program; and
(3) The applicant’s endoscopic director should confirm
in writing the training, experience (including the number
of cases for each procedure for which privileges are
requested) and actual observed level of competency.
Such experience includes indications, complications
and their management, and alternative approaches. The
training director’s opinion and recommendation should
be considered prima facie evidence for the trainee’s
acceptance as an individual qualified in gastrointestinal
endoscopy.

Canada

In Canada responsibility for accreditation for colonoscopy
is the responsibility of the endoscopists local institution
or facility. However, The Canadian Association of Gas-
troenterology has suggested specific recommendations
as a guide for institutions"’. These Canadian guidelines
list key quality criteria similar to those issued by other
national societies: (1) Technical competence can be
assessed after 150 procedures, however, completion of
a specified number of colonoscopies does not imply
competence; (2) Competence should be based on the
completion of > 100 unassisted procedures; (3) Caecal
intubation should have taken place in at least 85%-90%
of all cases and in > 95% of screening cases in healthy
adults; (4) Mean completion time of approximately 30
min with an emphasis on methodical, careful withdrawal;
(5) Withdrawal times generally in excess of 7 min; (6)
Photodocumentation of caecal intubation is encouraged
for quality assurance purposes; (7) When colonoscopy
is performed for cancer screening, adenomata should
be detected in > 25% of men and > 15% of women >
50 years of age; (8) As a threshold for competency, > 30
supervised unassisted snare polypectomies should have
been completed; (9) Perforation rate of 0.2% for all
patients and < 0.1% for patients undergoing screening;
and (10) Post-polypectomy bleeding rate of < 1%.

As part of an Endoscopy Quality Initiative the
Canadian Gastroenterology Association are currently
implementing the UK Global Rating Scale in an effort
to improve and maintain high standards of endoscopy
service.

Australia
In Australia, training is assessed by the Conjoint Com-
mittee for the Recognition of Training in Gastrointestinal
Endoscopy. This is a national body comprising repre-
sentatives from the Gastroenterological Society of Aus-
tralia, the Royal Australasian College of Physicians (RACP),
and the Royal Australasian College of Surgeons (RACS).
Training is assessed by the Conjoint Committee, us-
ually in the context of the Specialist Advanced Training
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Collection of documentation by applicant:

- Acceptable patient comfort score

Multiple Choice Questionnaire (MCQ) pass certificate, awarded within the last 5 years

Evidence of performing 150 colonoscopies in the previous 12 mo

Performance data from the previous 12 mo, showing:

- 90% pathology adjusted caecal intubation rate

- Terminal Ileum intubation rate (aspirational rate is 50%)

- Average sedation levels (target median sedation levels < 5 mg midazolam and < 50 mg
pethidine in < 70 years (< 2.5 mg midazolam and < 25 mg pethidine in > 70 years)

- Adenoma detection and removal rate of 15%

!

Documentation confirmed by endoscopy manager AND consultant endoscopist & clinical director

l

Application for accreditation to be completed by candidate and submitted to course administrator

l

Assessment process:

- Individual 2-way feedback session

Mandatory attendance at either the 2 d ‘Colonoscopy Advanced Training Course’ or the 2 d
‘Colonoscopy Train the Trainer’ course including:

- Checking that the MCQ has been passed within previous 5 years

- Checking performance data for the preceding 12 mo

- Peer panel review DOPS, using the endoscopic imager

l

l

Colonoscopist approved to undertake colonoscopy
in Northern Ireland.

Must continue to submit performance data to trust
every 12 mo.

Must repeat attendance at mandatory 2 d
‘Colonoscopy Advanced Training Course’ or the 2

d *Colonoscopy Train the Trainer’ course every 5
years.

Those who had difficulty with the DOPS assessment during the peer
review process and who have not achieved the standards required, in
terms of both performance data and the DOPS, will be provided with a
plan to improve their performance. This will be agreed with the course
faculty during the two-way feedback session at the end of the course.
This will be developed in line with national guidance on supporting
colonoscopists who do not meet national standards.

l

Colonoscopist repeats DOPS assessment and/or
re-submits improved performance data within
6-12 mo of the original assessment

Figure 2 Summary of approval process in Northern Ireland (Northern Ireland Cancer Network Draft Document).

Program of ecither the RACP or RACS. Full recognition is
therefore dependent on appropriate training, experience
and supervision pursuant to those Training Programs.
Assessment for certification of training in colonoscopy
primarily involves assessment of the caecal intubation
rate in intact colons at the completion of training, The
reference criteria are as follows! ). Candidates must:
(1) Perform a minimum of 100 unassisted, supervised,
complete colonoscopies to the caecum, and preferably
to the ileum in patients with intact colons (.e. with no
ptior colonic resection); (2) Perform successful snare
polypectomies on a minimum of 30 patients; and (3)
Achieve at least a 90% caecal intubation rate by the
completion of training.

We are unaware of further assessment or accreditation
of colonoscopic performance in Australia at this time.

New Zealand
New Zealand has a similar accreditation process, although
they allow a caecal intubation rate of only 85%!". At
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present neither Australia nor New Zealand have po-
pulation screening programs in place for screening for
colorectal cancer.

The authors are unaware of any formalised ac-
creditation process similar to that in England that occurs
under the auspices of JAG and NHS BCSP in other
countries. Although the accreditation process in other
countries does not incorporate a ‘driving test’ or DOPS,
we are not aware of any evidence that the quality of
colonoscopy petformed in these countries is substandard.

IS THE INTRODUCTION OF SUCH A
TEST LIKELY TO LEAD TO SIMILAR
ACCREDITATION PROCESSES BEING
USED IN OTHER AREAS OF MEDICAL OR
SURGICAL PRACTICE?

In general, higher medical training in the UK has be-
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come more structured and formalised with the intro-
duction of Modernising Medical Careers. Trainees
now have to submit written evidence of competencies,
including practical procedural competencies, using
Directly Observed Procedural Skills (DOPS) forms.
Many specialties (cardiology, respiratory, gastroen-
terology) have guidelines for the minimum number of
executions of any one procedure before an individual
trainee can undergo a competency assessment. Com-
petency assessments are written and recorded in the
trainee’s logbook and therefore represent a quality as-
surance initiative. Higher surgical training in the UK
follows similar procedures. Trainee surgeons have to
undergo workplace-based assessments and record details
of all procedures carried out, including the degree of
independence involved, complications, etc. This logbook,
along with the workplace- based assessments, form
the basis for the annual review of competence of each
trainee, and assess the trainee’s suitability to progress to
the next stage of, or complete, the training program.

In the UK the JAG offers the quality framework and
standards by which endoscopic practice is measured.
JAG offers accreditation in the following endoscopic
procedures: (1) Diagnostic upper GI endoscopy; (2)
Therapeutic upper GI endoscopy; (3) Flexible sigmoi-
doscopy; (4) Colonoscopy; and (5) Endoscopic retrograde
pancreatography.

JAG suggests that practicing endoscopists might use
the frameworks provided to demonstrate competence
and for their own endoscopic professional development.
This will not only benefit patients by improving practice,
but will also protect endoscopists in the event that a
known complication of endoscopy occuts.

Although there is no legal requirement to complete
JAG accreditation in endoscopic procedures at present,
this may change as Department of Health and GMC
initiatives for revalidation and recertification begin.
Recertification is a new idea that was set out in the Go-
vernment’s 2007 White Paper - “Trust, Assurance and
Safety - the Regulation of Health Professionals™”. The
recertification component of this White Paper is aimed
at doctors who are on the GMC’s specialist register or
GP register. In future, these doctors will need to de-
monstrate, through recertification, that they continue
to meet the particular standard(s) that apply to their
specialty or area of practice. It is entirely conceivable
that, for practicing gastrointestinal endoscopists, this
could mean JAG accreditation/re-accreditation. We
can only speculate as to what the future holds across
other medical or surgical disciplines. For example,
will competent, practicing surgeons have to have their
surgical skills assessed by their peers as in the UK
colonoscopy ‘driving test’ in order to be able to continue
their practice?

WHAT ARE THE ALTERNATIVES?

The main alternative to a formalised external accre-
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ditation process would be for colonoscopists to submit
an annual record of procedures carried out, with key
quality measures (caccal intubation rate, ilical intubation
rate, withdrawal time, polyp detection and removal
rates) and complication rates noted. These data could be
scrutinised by a fellow gastroenterologist working in the
same trust, co-signed and presented to a national body
for accreditation. The addition of a ‘driving test’ may
not add to the validity of this process.

CONCLUSION

Large randomised controlled trials have shown that
screening for colorectal cancer using faecal occult blood
testing and subsequent colonoscopy for those with
positive tests reduces mortality™*?, Where the screening
program differs from other screening programs in the UK
(e.g: breast cancer, cervical cancer), is the invasive nature
of the diagnostic test (colonoscopy), and the moderate
risk of serious and potentially fatal complications in an
asymptomatic population. For these reasons it seems right
and proper that those carrying out screening colonoscopy
are skilled practitioners with the highest completion rates
and the lowest complication rates. How best to ensure this
remains a contentious issue.

At present the UK appears to have one of the most
rigorous accreditation processes, although even this still
has some major flaws. The evidence published to date
suggests that the written part of the accreditation is not a
good discriminating test, and it needs to be improved or
abandoned. The fact that candidates are able to pass their
accreditation without having completed a colonoscopy ot
removed a polyp during the assessment is also not ideal,
although how one would rectify this is not clear. One
possibility would be to increase the number of procedures
required for accreditation. This would provide the dual
benefits of a longer observation time, and also increase
the chance of the need for polypectomy. The drawbacks
would be the time and expense of the longer assessment.
Given that peer assessment is only required once, this may
be an option worth pursuing;

The other major flaw in the process as it stands is
the separation between JAG accreditation and NHS
BCSP accreditation. It would seem more logical to
have a single accreditation process through which all
colonoscopists should pass. This would include senior
registrars coming to the end of their training as well
as existing consultants, who would benefit from the
accreditation process both for the screening program
and for the GMC recertification process when it comes
online in the future. Marrying the two accreditation
processes does not seem an unreasonable proposition,
as the actual DOPS assessments are nearly identical. As
outlined above, the main differences ate in the entry
criteria, specifically the lifetime number of procedures
and the polyp detection/removal rate. We know that
colonoscopic skills improve over time, but we also know
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that experience does not necessarily equate to expertise.
Perhaps the total number of colonoscopies required
to undergo ecither accreditation should be in the region
of 400-500, in order to allow adequate exposure to the
relevant procedures for developing the technical skills
required, but also to ensure that newly appointed skilled
colonoscopists would be in a position to undergo NHS
BCSP accreditation if required. This would also help
NHS trusts with future workforce planning issues. Polyp
detection and removal rate is a more rigorous quality
measure. Perhaps standard JAG accreditation should
reflect this, and introduce the higher figure of 20% in
order to match the BCSP accreditation.

In addition, there should be a more rigorous system
in place for the individual who fails the assessment. An
accreditation process needs to be rigorous - if no one
fails the test, this would suggest that the test is too easy.
Candidates who fail should have the opportunity to
retake the test at the earliest possible opportunity, and
there should be systems in place to allow rapid and high
quality retraining if necessary.

Furthermore, the process itself should be conti-
nuously measured and evaluated in order to ensure it
is equitable and fair. Such audit procedures will also
help to identify any deficiencies in the training of gas-
troenterology registrars or even regional variations in
practice.

In conclusion, the ‘driving test’ has become an ac-
cepted process for establishing that a trainee has ach-
ieved the required competency to practice indepen-
dently as a colonoscopist. However, it is not clear if,
for a previously trained colonoscopist, the ‘driving test’
in addition to performance data, is necessary for the
selection of screening colonoscopists or as a tool for
revalidation.

To go back to the analogy of a driving test, once
a driver passes, does he/she need to be retested after
many years of driving? Is there evidence that doing such
a thing will reduce accidents? Or is the presence of an
unblemished driving record proof enough that he/she is
a safe driver?
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