
1

C5 Quality Task Force:
Goals and Background

Felice Schnoll-Sussman, MD

Director of Research

The Jay Monahan Center for GI Health

NewYork-Presbyterian/Weill Cornell

Thomas K. Weber, MD

Director of Surgery, Brooklyn VA Medical Center

Chair, National Colorectal Cancer Roundtable

President, Colon Cancer Challenge Foundation

Co-Chair, C5

Paradox

Colonoscopy is
the most  

effective method
of CRC 

screening

There is a wide
variation in 
performance 

which 
affects outcomes 
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Another Paradox

• The most commonly studied quality 
indicator for colonoscopy has been the 
cecal intubation rate (“completion rate”).

• Important, but… completion of a 
colonoscopy does not guarantee the 
quality of the examination of the 
mucosa.

Missed Lesions:
Colonoscopies are by no means foolproof

Tandem Colonoscopies missed adenoma 
rates

• >1 cm  = 0 to 6%

• 6-9mm = 12-13%

• <5 mm = 15-27%

Rex. Gastro 1997, 

Hixson. J Natl Cancer Inst 1990
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Missed Lesions:
Colonoscopies are by no means foolproof

• Miss rates identified by segmental 
unblinding in studies using CT-
colonography are substantially higher
– Adenomas >1cm = 12%

• Miss rates for CRC have been identified 
as high as 5%

Pickhardt. Ann Intern Med 2004

Van Gelder. Gastro 2004

Rex. Gastro 1997

Adenoma Detection Rate

Adenomas should be detected in 
>25% of men and >15% women

more than 50 years old.
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Why Are We Missing Lesions?

• Are we not getting there?
– Cecal Intubation Rates: Visualization of the 

cecum by notation of landmarks and 
photodocumentation of landmarks

– Effective colonoscopists should be able to 
intubate the cecum in >95% of cases 
where the indication is screening in healthy 
individuals

Photodocumentation

Ileocecal
Valve

Appendiceal

Orifice

Terminal 
Ileum
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Why Are We Missing Lesions?

• Is the preparation not adequate?
– Poor bowel prep is a major impediment to 

the effectiveness of colonoscopy

– Considered adequate if it allows detection 
of polyps 5 mm or larger

– “Excellent” no or minimal solid stool and 
only small amounts of clear fluid requiring 
suctioning
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Why Are We Missing Lesions?

• Are we withdrawing too quickly?
– Evidence supports that time spent during 

withdrawal of the scope closely correlated 
with rates of adenoma detection (>6 minutes)

– The following times should be measured: 
1. Time endoscope is inserted in rectum

2. Time withdrawal from cecum started

3. Time endoscope is withdrawn completely

Barclay RL, Vicari, JJ, Doughty AS, et al. Colonoscopic Withdrawal Times 
and Adenoma Detection during Screening Colonoscopy.NEJM
2006:355;2533-2541

Polyp Sizes

Small sessile polyp Large pedunculated
polyp
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Why Are We Missing Lesions?

• Are missing flat or depressed lesions?
– Colon cancer can arise from nonpolypoid (flat 

and depressed) lesions

– May be more difficult to detect by colonoscopy 
( “pancake lying on the floor”)

– Have the highest likelihood of containing in 
situ or submucosal invasive carcinoma

Soetikno RM, Katenbach T, Rouse RV.  Prevalence of nonpolypoid CRC neoplasms

in asymptomatic and symptomatic adults. JAMA. 2008 Mar 5;299(9):1027-35
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“Flat” Colon Polyps

If We Find Polyps, When Are 
We Repeating the Exam?

• Multiple surveys have indicated that 
postpolypectomy surveillance colonoscopy 
in the United States is frequently performed 
at intervals that are shorter than those 
recommended in guidelines.

• For colonoscopy to be cost-effective and to 
minimize risk, the intervals between exams 
should be optimized.
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National Quality Improvement 
Timeline

• 2002 – Multi-Society Task Force on Colorectal 
Caner (MSTF-CRC) generated specific 
recommendations to improve quality and 
effectiveness of colonoscopy

• 2006 Rex (ASGE/ACG Taskforce) – added 
background data, identified evidence that 
supported key quality indicators

• 2007 Lieberman  Quality Assurance Task Group 
(NCCRT) developed a standardized colonoscopy 
reporting and data system (CO-RADS)
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NYC C5 Quality Task Force Goals

1. Understand the current environment in NYC 
stressing quality measures.

2. Review the established quality measures set out 
by the various organizations.

3. Attempt to decide which of these measures 
would be the most effective and feasible to 
capture in NYC.

4. Devise an action plan to implement these quality 
measures which may include educational 
endeavors and large scale program involvement.

C5 Quality Task Force (QTF)
Committee Meeting

1. C5 commitment to launch a quality 
initiative in NYC.

2. Agreement that measuring a few key 
quality outcomes is the best approach.
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C5 QTF
Key Outcome Measures Identified

1. ASA assessment *

2. Patient consent *

3. Adenoma detection rate

4. Cecal intubation rate with photodocumentation

5. Withdrawal time

6. Bowel prep quality

7. Written, understandible discharge instructions *

8. Demographics – gender/race/ethnicity/insurance

9. Complication rates (* unplanned events)

*JACHO requirement

C5 QTF Next Steps

• Identifying mechanism within NYC to 
systematically collect quality measures data
– Benchmarking project – Dr. Irving Pike

• Encouraging educational programs highlighting 
quality issues in endoscopic practice 
– ASGE/NYSGE Quality in Endoscopy Course

• Devising means of tracking data related to 
procedure complications
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C5: We Have Come a Long Way

1. NYC DOH / C5: all people of average risk age 
50 and older get screened for CRC; colonoscopy 
is the preferred method of screening in NYC. 

2. CRC screening rates in NYC increased to 60% 
by 2008.

3. The best screening exam is a HIGH QUALITY 
exam.


