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The purpose of this document is to outline the care of the adult patient undergoing colonoscopy within the Canberra Health Services (CHS). This includes the preoperative, intraoperative and postoperative care provided by medical and nursing staff in the Gastroenterology & Hepatology Unit (GEHU) and the Peri-operative Unit. 
This procedure provides clinicians with best practice information for assessment and management of patients with bowel issues and for education and supporting patients and their carers. The document also outlines the preparation of the patient prior to the procedure, and the follow up once discharged.

Colonoscopy is an endoscopic examination of the large bowel from anus to caecum, also viewing the terminal ileum (distal end of small bowel). This is done by using a colonoscope which is a long, flexible tube that is inserted into the bowel, with a light source and camera that projects the images onto a monitor for the specialist to view in very high definition.

This procedure is attended: 
To view the large bowel and distal end of the small intestine 
To obtain biopsies of the inner lining for pathology to assist with diagnosis
To screen and remove any suspicious growths e.g. polyps 
To find sources of bleeding and treat if possible
To assist with other procedures e.g. dilatation of strictures
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Contraindications for Colonoscopy:
Patient declines to have the procedure
When the risks of the colonoscopy outweigh the expected benefits
Consent cannot be obtained for a non-urgent procedure
Perforation is known or suspected
Documented acute diverticulitis
Fulminant colitis
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This document applies to all CHS clinical staff who perform and care for adult patients undergoing a colonoscopy including:
Outpatients  admitted to the Gastroenterology and Hepatology Unit (GEHU) where the procedure is performed in a designated procedure room.
Outpatients admitted via Day Surgery Unit where the procedure is performed in operating theatres.
Inpatients transferred to the GEHU and the procedure performed in a designated procedure room.
Inpatient procedures performed in Intensive Care Unit (ICU).
[bookmark: _Hlk103954008]
Colonoscopies are performed by credentialed clinicians working within their scope of clinical practice.  Colonoscopists are required to meet GESA certification and recertification standards, as evidenced by public listing on the GESA Colonoscopy Recertification Program.   Advanced Trainees may also perform colonoscopies under the supervision of a credentialed clinician.  The governance of credentialling and certification for all medical doctors is overseen by CHS MOSCETU. Please refer to CHS Policy Health Practitioner Credentialing and Scope of Practice.

Sedation or anaesthesia and clinical support are provided by credentialed clinicians working within their scope of clinical practice.

Registered and enrolled nurses work within their scope of practice in preadmission, admission, assisting with the procedure,  post procedure care and discharge.  This includes student nurses under the direct supervision of a registered or enrolled nurse.

Exclusion: Paediatric and emergency colonoscopies are not covered by this document.
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When a patient is referred for consideration of colonoscopy, the referral document should provide sufficient information for the receiving clinician to assess the appropriateness, risk and urgency of consultation. It is the responsibility of the referring doctor and triaging medical staff to ensure the correct and relevant information is available.

The following information should be available:
3 Patient identifiers and contact details
Symptoms and preliminary diagnosis
Current and past medical history
Family medical and cancer history
Current medications
Results from any previous tests, FOBT (whether NBCSP), imaging, previous colonoscopies

For any incomplete referrals, further information may be required from the referring doctor.
Following triage, the patient is either booked for a clinic assessment appointment if urgent or placed onto the Ambulatory Care Waiting list to be booked at a later date. The patient is allocated a clinic assessment appointment according to their clinical needs. 

At the clinic assessment appointment all patients referred for a colonoscopy procedure must have a request for admission (RFA) completed. 

The RFA will only be accepted if completed by Consultant Clinicians or registrar, currently contracted to ACT Health. 

The RFA should record the following minimum fields, be legible and accurate.
Patient’s full name
Patient’s address
Patient’s contact information (e.g. home, work & mobile telephone, email)
Patient’s sex
Patient’s date of birth
General practitioner’s name and address
Clinical priority urgency category 
Discharge intention (i.e. day only, or indication of number of nights in hospital)
Presenting problem
Planned procedure/treatment
Treating doctor (if different)
Doctor to sign and date the request for admission on page 2
Other relevant information may include: 
· Significant medical history
· Any instructions for medications
· Specific preadmission requirements
· Special procedural equipment
· The patient’s preferred pronoun or idenfied gender (for trans and non-binary patients)  

The clinician must assign a clinical priority urgency category and provide a clinically verifiable reason to assign a different category (if required). 

Patients requiring a colonoscopy at CHS are triaged as follows by the medical staff:
Category 1 (priority): Completion of a colonoscopy within 30 days is desirable for a condition that has the potential to deteriorate quickly to the point that it might become an emergency.
Category 2 (semi-urgent): Completion of a colonoscopy within 90 days is desirable for a condition that is likely to deteriorate significantly if left untreated beyond 90 days. 
Category 3 (not urgent): Completion of a colonoscopy within 365 days is acceptable for a condition that is unlikely to deteriorate quickly and does not have the potential to become an emergency. 
Surveillance endoscopy: Recommendations for surveillance colonoscopy timeframes must be in accordance with the National Health and Medical Research Council Clinical Practice Guidelines for surveillance colonoscopy (see Attachment 1).

The circumstances below may prompt departure from the recommended urgency categories in the guide:
The procedure is for diagnosis or treatment of a proven or suspected malignancy
The patient’s condition has the potential to deteriorate quickly to the point that it might become an emergency
Clinical justification

Reclassification of a patient’s assigned clinical urgency category to higher category (e.g. category 2 to category 1) must only occur following a clinical assessment/review of the patient by a medical officer and reflect a change in the patient’s condition that has occurred after the patient has been added to the waiting list. This review could be done by phone for some patients, but patients should be offered a face to face assessment if they so desire, and clinically practicable. Documentation should then be added to the RFA and electronic record (i.e. ACTPAS).
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Outpatient procedure performed in the procedure room in the GEHU operating theatre:
Medical staff assess the patient for suitability to undergo a colonoscopy procedure in relation to contraindications and precautions as listed previously, as well as the administration of sedation, and document the findings. 

Medical staff provide patients the opportunity to discuss the reason for the colonoscopy, benefits, risks, financial costs, and alternative options before deciding to proceed, assessing the patient’s understanding of the information provided. This is documented at the time of consultation. The consent form may also be signed on the appropriate page in the RFA.

Medical staff assess the patient to identify any increased risk for sedation. Planning sedation, discussion with the patient of risks and benefits of sedation, and/or planning for an awake colonoscopy without sedation is done. 

Referral to preadmission clinic (PAC) for an anaesthetic assessment to assess if patient is suitable for colonoscopy in the GEHU may be required, for example, American Society of Anaesthesiologists (ASA) grade 3 or greater and morbid obesity.  Patients with the following risk factors should be referred to PAC for assessment to determine whether the patient is safe to have their colonoscopy in GEHU or requires their procedure in Operating Theatres:
Weight >150 kg
Significant cardiac disease, for example poor left ventricular systolic function (e.g. ejection fraction <30%), pulmonary hypertension, severe valve disease
Obesity (BMI > 40)
History of or likely obstructive sleep apnoea requiring BiPAP or CPAP
Severe respiratory disease. Recent Arterial Blood gas may be required
Significant analgesic/alcohol/illicit drug use suggesting tolerance to sedatives

The medical staff may assess the patient as being unsuitable to have bowel preparation at home (e.g. due to risk of fall, unable to follow instructions, medical complexity). In these circumstances, the patient may be admitted the day prior. The RFA is sent to Patient Flow for overnight admission once the patient has been booked for their procedure.  The need for admission is documented in the progress notes and RFA.

GEHU Administration staff are responsible for calling the patient and booking the colonoscopy procedure and sending written information via post or email, including admission date and time, comprehensive consumer appropriate information about bowel preparation, the colonoscopy, sedation, risks and benefits, alternative options, pre and post procedure requirements, i.e. having a responsible adult to collect them and supervise them overnight.

The outpatient has the opportunity to attend the GEHU pre-Admission Nursing Clinic approximately one to two weeks before their booked procedure – by phone or in person as clinically appropriate.  This appointment is optional and is in addition to the patient’s appointment with the gastroenterologist. 
During this clinic appointment  the nurse will discuss the procedure, risks and benefits, alternative options, financial costs, bowel preparation with the patient, allowing time for questions and discussion regarding the procedure. The patient’sunderstanding will be assessed, noting if there have been any changes to the patient’s medical condition and/or medications.The information provided will bedocumented. Any questions about regular medications will be answered or followed up.  All patients are also sent written information about colonoscopy. 

The patient is required to fast for the procedure as per CHS Fasting Guidelines for Patients Requiring Sedation or Anaesthesia. 

[bookmark: _Hlk103944962]Medications are to be continued unlessmedical staff direct the patient to stop them prior to procedure. Patients are advised to seek advice from their GP, diabetes educator or specialist regarding diabetic medications, antiplatelet agents and anticoagulants.  In general, patients receiving sodium glucose co-transporter 2 (SGLT2) inhibitors should cease this medication at least three days prior to a colonoscopy (due to bowel preparation), to prevent diabetic ketoacidosis (DKA) in the peri-operative period. For day procedures without bowel preparation, SGLT2 inhibitors may be ceased just for the day of the procedure. Patients are advised to cease iron tablets 14 days prior to their procedure.  If the patient does need to take oral medications prior to the procedure, they should be advised to take them with a sip of water.

For patients having their procedure in Theatres, please also refer to Pre-admission Clinic - Adult Elective Surgery Peri-operative Medication Guideline for advice about medications prior to the colonoscopy.

Inpatients requiring Colonoscopy (performed in the procedure room either in GEHU, operating theatre or ICU)

Requests for inpatient colonoscopies must be directed to the Gastroenterologist or Advanced Trainee (AT) on call. They may be contacted through the switchboard or the CHS GEHU.

Medical staff assess the patient for suitability to undergo a colonoscopy procedure in relation to contraindications and precautions as listed previously, including the administration of sedation, and document findings.

Medical staff provide patients the opportunity to discuss the reason for the colonoscopy, benefits, risks, and alternative options before deciding to proceed, assessing the patient’s understanding of the information provided. This is documented at the time of consultation.

The AT organises a date and time with the GEHU and document in the patients notes. Bowel preparation is charted by the medical staff and nursing staff on the ward are made aware.

For patients requiring a colonoscopy in ICU or operating theatre, the AT will work with teams and Surgical Bookings if elective or the Operating Theatre if the case is an emergency, to organise time and date. The GEHU endoscopy nursing team needs to be notified as one or two GEHU endoscopy nurses are required to assist out of area.
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On day of admission to CHS for colonoscopy:

The outpatient is greeted by reception staff, admitted to GEHU and all personal details are checked, including noting patient’s GP.  

Inpatients are transferred from ward on a GEHU trolley or wheelchair directly to GEHU Recovery.

Patients having their procedure in an Operating Theatre are admitted via the Day Surgery Unit. GEHU medical and nursing staff bring all required equipment to the Operating Theatre.

GEHU medical and nursing staff bring all required equipment to ICU for inpatients having their procedure in ICU.

The admission nurse will check identification and apply an ID band.  The nurse will go through a brief medical history, attend baseline vital signs and weight, and prepare them for the procedure. Documentation is attended on the endoscopy procedural form and Vital signs and Modifed Early Warning Score chart.

The Gastroenterologist or Advanced Trainee explains the procedure and risks again to the patient and completes informed consent or confirms written consent from prior appointment as per Informed Consent Clinical Policy.  For patients having the procedure in theOperating Theatre, consent must be obtained prior to the patient getting changed into hospital gown. 

The Anaesthetist assesses the patient for sedation suitability and may advise the patient is not suitable for sedation in the GEHU.  In this case an alternative plan will need to be made – for example, rescheduling the procedure (if the patient has an acute illness increasing sedation risk) or booking the procedure in Operating Theatres (if the patient has a chronic condition increasing sedation risk).  (Please refer to Section 2 for conditions which require PAC assessment before booking in GEHU.)

The patient changes into a gown – with opening at the back.

IV cannula is inserted by a competent Registered Nurse or Medical Officer (preferably in the right upper limb or right antecubital fossa) and checked for patency. 
Note: This needs to be a dedicated IVC for the administration of sedation. 
[bookmark: _Hlk105144655]
[bookmark: _Hlk90383885]The Gastroenterologist or Advanced Trainee explains the procedure and risks again to the patient and completes informed consent or confirms written consent from prior appointment as per CHS Consent and Treatment Policy.  For patients having the procedure in the Operating Theatre, consent must be obtained prior to the patient getting changed. 
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During the procedure: 
[bookmark: _Hlk89068550]Staffing requirements as a minimum are a Credentialled Endoscopist, an Anaesthetist two Registered Nurses (RN) or an RN and Enrolled Nurse (EN) working within their scope of practice.
Time out to be done as per Patient Identification and Procedure Matching Procedure
Staff complete hand hygiene as per Infection Prevention and Control – Healthcare Associated Infections Procedure.
Staff wear Personal Protective Equipment (minimum is mask, eye protection and gloves).
One of the nurses or the Anaesthetist monitors the patient throughout with continuous pulse rate and oxygen saturations.
The Anaesthetist may request hi-flo oxygen or capnography to be available.
The patient is usually placed lying flat in the left lateral position (at the discretion of Gastroenterologist or Anaesthetist).
Oxygen delivery system for the patient to be applied as per the Anaesthetist order. 
Vital signs are recorded by the Anaesthetist
Provation reporting system used to record scope used and staff involved with the procedure. The report should also document: whether the whole colon was viewed including photos of the ileum and/or caecum, adequacy of bowel preparation as per Boston Bowel Preparation Scale, withdrawal time, clinical findings and followup – with clear instruction about who follow up is with – for example, GP.  Any adverse events should also be documented as well as the management plan.
For any single use equipment used, staff need to remove bar code and place on the endoscopy form. 
Any specimens taken are documented and patient ID checked as per Patient Identification and Procedure Matching Procedure.
Any unused Schedule 4 (S4) and Schedule 8 (S8) drugs are to be discarded and documented in the respective S4 and S8 registers. 
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For patients having their colonoscopy in GEHU:
When the colonoscope is removed and theAnaesthetist is satisfied that the patient is safe to be transferred to the GEHU Recovery Unit, the patient is escorted by a Procedural Nurse and Anaesthetist to Recovery. 
Nursing staff to follow GESA Infection Prevention and Control in Endoscopy Guidelines 2021 for immediate bedside pre-cleaning and decontamination of scope as soon as colonoscope is removed.
Handover is given as per ISBAR guidelines by the Procedural Nurse and the Anaesthetist to the recovery nurse- positive ID completed as per Patient Identification and Procedure Matching Procedure.
Oxygen therapy (usually via a Hudson mask) is continued until patient is fully awake.
Post procedure vital signs and MEWS score are to be recorded 15 minutely for 45 minutes or until the patient is awake, responds to directions and is orientated to time and place. Refer to the Escalation Process Gastroenterology and Hepatology Unit Section of the Vital Signs and Early Warning Scores (EWS) Clinical Procedure.
Once the patient has met baseline vital signs levels, the patient may dress and sit out of bed for refreshments.
The patient is discharged in the company of a responsible adult, with a copy of the colonoscopy report and follow up (if required) organised.
Discharge instructions are explained and provided to the patient in writing, including information on what to expect after the colonoscopy and what to do if medical assistance is required. Full recovery is expected by the following day.

The information includes contact phone numbers and the following instructions: 
Do not drive on the day of the procedure 
Do not partake in strenuous exercise on the day of the procedure
Do not sign legal documents on the day of the procedure
Patients are advised that it is normal to feel a little bloated following the procedure. 

Patients are also advised to contact their doctor or attend the Emergency Department if they experience any of the following complications within 48 hours of discharge:
Severe abdominal pain 
High fever and/or rigors 
Persistent abdominal distension 
Persistent bleedingAny other troublesome symptoms that persist that they feel are not ‘normal’.

For patients having their colonoscopy in Operating Theatres:
When the colonoscope is removed and the Anaesthetist is satisfied that the patient is safe to be transferred to the PACU, the patient is escorted by a Procedural Nurse and Anaesthetist to PACU. Patient is recovered in PACU for at least 30 minutes or until patient is stable for transfer. Patient is then transferred to GEHU Recovery.

 Back to Table of Contents
	[bookmark: _Toc93569727][bookmark: _Hlk100146440][bookmark: _Toc107203157]Section 6 – Post Colonoscopy Procedures for Inpatients 



The nurse caring for the patient is to complete 15 minutely observations post procedure including sedation level.

Inpatients from the wards are to remain under observation within the GEHU recovery post procedure, until the patient is awake and vital signs within acceptable parameters as per Vital Signs and Early Warning Scores Procedure (unless transfer approved by medical officer).

Patients are then escorted to the ward areas with a GEHU nursing staff member if required and bedside clinical handover is given to the ward staff, as per ISBAR, refer to Clinical Handover Procedure.  Where possible, patients, carers and family members should be included in the handover. Phone handover may be given and the patient transferred without nurse escort if the patient is stable as per the Endoscopy Patient Care Form checklist, if operational demands prevent the GEHU nurse leaving Recovery.

Inpatients who have their colonoscopy in Operating Theatres are recovered in PACU and transferred back to the ward from PACU when stable.
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The proceduralist documents the colonoscopy report at the time of the procedure.  A copy is provided to the patient before they are discharged.  Before the patient leaves, and when the patient is discharged by the administrative officer, the administrative officer sends a copy of the procedure report to the referring clinician.  Any patients who are discharged after hours have their procedure report sent to the referring clinician the following business day.  For inpatients, a copy of the procedure report is sent to their GP when they are discharged. 

Histology results are sent to the proceduralist and the referring doctor as well as the National Bowel Cancer Screening Program Advanced Practice Nurse.  Follow up surveillance is based on the Clinical Practice Guidelines for the Prevention, Early Detection and Management of Colorectal Cancer and Clinical practice guidelines for surveillance colonoscopy in Attachement 1.

Any histologically confirmed colorectal cancer or high risk lesion is communicated by the gastroenterologist to the patient (and their carer) as soon as possible.  The gastroeneterologist also communicates with the referring clinician as soon as possible, as well as making any required referrals. 

Back to Table of Contents
	[bookmark: _Toc107203159]Section 8 – Procedural Equipment



Equipment required:
Monitor and processor.
Irrigation foot pump for flushing bowel. Anti foaming agent may be added to the flush water. 
Colonoscope and attachments – paediatric, long scope and general colonoscopes are available. Check with specialist prior to procedure for preference.
PPE for all staff.
Cup of filtered water to check functions of scope when attached to processor. 
CO2 gas to inflate bowel. 
Accessories/ consumables for obtaining biopsy, removing polyps etc of doctors choice.
Lubricating gel.
Barrier cloths to be placed under patients buttocks during procedure. 
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[bookmark: _Hlk43366294]The goal of this document is to support the safe and appropriate use of colonoscopy, and to maximise patients’ likelihood of benefit from the colonoscopy while reducing their risk of avoidable harm.

The four Colonoscopy Clinical Care Standard Indicators listed below are monitored and reported three monthly or more often if unexplained variation identified:
Proportion of patients scheduled for a colonoscopy whose bowel preparation was adequate.
Proportion of patients undergoing a colonoscopy who have their entire colon examined.
Proportion of patients who had a colonoscopy that detected one or more adenoma(s).
Proportion of patients who had a colonoscopy that detected one or more sessile serrated adenoma(s)/polyp(s).

Results for these indicators are reported to the GEHU Business Meeting, where any unexplained variations should be addressed and reported the Division of Medicine Safety, Quality and Governance Committee.  The results should also be discussed at the GEHU Nurses Team Meeting and displayed on the GEHU Quality Board. 

Patient surveys will be carried out 6-12 monthly to assess patients’ experience of information provided prior to procedure (the risks and benefits), informed consent explained and easily understood, do patients feel well prepared for undertaking the procedure and recovery afterwards.  Results will be reported at the GEHU Team Meeting and on the Quality Board.

Other measures:
Regular review and reporting to GEHU Business Meeting on clinical activity, referrals received and waitlist times.
Clinical and quality outcomes are also evaluated through patient experience questionnaires and consumer feedback data.
Any changes to clinical procedures or documents will be provided and discussed at Team/Business meetings. 
Adverse outcomes and/or issues should be submitted to RISKMAN and then discussed at M&M/QA meeting as appropriate.
All colonoscopies performed at CHS are recorded on the Provation reporting tool data base. 
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Attachment 1: Colonoscopic surveillance after polypectomy (Cancer Council 2019)
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2| v 57 £ 2 |8 57 Y colonoscopy 9 9
Number of Number of s vllosi villosih
Y 3Y 34| Y 3V 3V indings Mo [ v Mo | Y
adenomas adenomas o fos o os
59| v 3 v
=10 =10 =
Number of (12— —{—S¥ | 3¥_L_2¢
Second** <1omm =1omm Second** <iomm 10mm 10
colonoscopy | HGD and/or villosity | HGD and/or villsity | | colonoscopy | HGD and/or villosity | HGD and/or villosity
findings No | Yes No | Yes findings No | Yes No | Yes F2. HIGH RISK on first* colonoscopy
0 0 57 Socond™ <tomm >10mm
2| s £ £ 3 2] s 3 ° HGD and/or | HGD and/or
Number of 2 = Number of y colonoscopy o o
denomas [+ adenomas 2 findings
o 59| 3 No | Yes No | Yes
0 Y
2 | sy [ av | av | ¥
Number of 5= T 3% [ v | v
adenomas

ically significant serrated polyps only on the last two colonoscopies

E1. Nosynchronous conventional adenomas on second colonoscopy

E22. Synchronous conventional adenomas on second colonoscopy

Second** col ‘Advanced serrated polyps
e e Y (210mm, dysplasia or TSA)
findings
No Yes
Number of clinically [1-2 57 3
significant 3Y
serrated polyps

“First’refers o the oldest colonoscopy.
*#Second’refers to the most recent colonoscopy.

Advanced serrated polyps
(210mm, dysplasia or TSA)
Second** colonoscopy Low-risk High-risk
findings conventional | conventional
adenoma adenoma
No | Yes | No | Yes
Combined numberof | 2 | &Y | 3¢ | ¥ | a¥
clinically significant 34 |3y | 3y

serrated polyps
and synchronous | 5-9
adenomas =10

3Y

Second® <tomm >10mm
HGDand/or | HGD and/or
cojenoscopy villosit vilosit
indings No | Yes No | Yes
0 3Y
Number of ;: &L
adenomas

This algerithm s infended to support clinical judgment and is derived from the Ciinical practice quidelines for surveillance colonoscopy.
Afree interactive platform o support use of these guidelines is available af: wwwinfright.com.

Tables D, E and F correlate with 14,15 and 16, respectively, in the guidelines.

Surveillance recommendations should be made affer the colon has been cleared of all significant neoplasia, once histology is known and in the confext
of individualised assessment of patient benefit. Polyp size as per endoscopist documentation should be used for defermining surveillance intervals.

See page 1 for table legend and further information.
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