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abstraCt

background and study aims: The quality of colonoscopy can only be measured if colo-
noscopy reports include all key quality indicators. In daily practice, reporting is often 
incomplete and not standardized. This study describes a novel, structured colonoscopy 
reporting system, which aims to generate standardized and complete reports and to 
facilitate the automatic analysis of colonoscopy quality indicators.
Methods: A new colonoscopy reporting system (EndoALPHA) was developed. The 
system reports all colonoscopy quality indicators, as well as pathological findings, in a 
systematic manner using structured terminology. All essential items carry specific codes, 
which enables statistical analysis and the automatic generation of reports of all quality 
indicators. The EndoALPHA reporting system was tested with regard to completeness of 
reporting and evaluation of quality indicators both for individual endoscopists and the 
endoscopy unit.
results: In 2012, all 810 colonoscopies performed at one colonoscopy center were doc-
umented using EndoALPHA. Overall, 94% of performed colonoscopies were reported 
completely using the encoded terminology. Individual unadjusted cecal intubation 
rates were above 90% for all endoscopists (mean 96.7%), and the adenoma detection 
rate was above 20% for all endoscopists (35.4% for the unit).
Conclusion: The novel EndoALPHA reporting system enables automatic quality assess-
ment on two levels: the completeness of reporting can be evaluated, and if this is ad-
equate, the quality of the colonoscopies can also be assessed. Integrated with feedback, 
benchmarking and training, the reporting system may facilitate quality improvement 
for colonoscopy.
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IntroduCtIon

Colonoscopy is the gold standard for detection and removal of colorectal cancer (CRC) 
and adenomas. Colonoscopic removal of adenomatous polyps has a preventive effect 
on the development of CRC and resulted in a mortality reduction of approximately 50% 
in the National Polyp Study.1 However, colonoscopy does not fully protect against CRC, 
especially for those cancers that are located proximally.2–5 The fact that colonoscopic 
surveillance does not appear to have prevented a higher percentage of cancers has led 
to many recent publications on quality in colonoscopy.6–9

In an effort to improve the quality of colonoscopy, several quality indicators have 
been defined that aim to measure performance of colonoscopists and to target quality 
improvement (Table 1).8,9 The quality of colonoscopy can only be measured adequately 
if colonoscopy reports include the key quality indicators. In daily practice however, 
reporting is often incomplete.10,11 In 2007, the Quality Assurance Task Group of the 
National Colorectal Cancer Roundtable (NCCRT) in the USA developed the CO-RADS 
(Colonoscopy Reporting and Data System) to assist endoscopists in monitoring quality 

table 1. Minimum set of quality indicators, auditable outcome measures, and accepted standards in colo-
noscopy.18,19

Quality indicator Outcome measure Standard [ref ]

Adenoma detection ADR: number of patients with a least 1 
adenoma/total number of patients

ADR ≥25% in men and ≥15% in women 
during screening colonoscopies9

or, average ADR ≥20% during screening 
colonoscopy8

Bowel preparation Quality of bowel preparation, preferably 
assessed using a validated bowel 
preparation scale18

≥90% described as “excellent” or 
“adequate”18

Cecal intubation CIR with photo-documentation of the cecal 
landmarks

≥90% unadjusted CIR (intention to 
scope)18 in unselected colonoscopies and 
≥95% in screening colonoscopies9

Withdrawal time Total time for inspection from cecal pole to 
anus (in minutes)

Withdrawal time ≥6 minutes in an intact 
colon for negative colonoscopies9,18–20

Discomfort Assessment of discomfort by a validated 
scale (e.g. the Gloucester Comfort Scale)

Not established

Complications Percentage of colonoscopies with a 
complication (up to 30 days after the 
procedure)

≤0.3%

Incidence of perforation during 
colonoscopy

Perforation rate ≤1:1000 for colonoscopies 
(diagnostic or therapeutic)16

or, ≤1:500 for colonoscopies with 
polypectomy18

Incidence of postpolypectomy bleeding ≤1:100 colonoscopies with polypectomy18

ADR, adenoma detection rate; CIR cecal intubation rate.
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indicators in their practice.12 The CO-RADS consists of a list of recommended items for 
each colonoscopy report, including all colonoscopic findings as well as all suggested 
quality indicators.12 However, implementation of CO-RADS in several centers for research 
purposes did not result in complete reporting of all key quality indicators.13,14 Similarly, 
even though most practices in The Netherlands use a computerized reporting system 
with standardized terminology, the quality of colonoscopy reporting varies widely 
among centers.15

A solution for the shortcomings in current quality reporting could be the use of a 
structured, colonoscopy reporting system that forces endoscopists to report on a mini-
mum set of items. We developed a completely structured colonoscopy reporting system, 
aimed at generating a standardized and complete report on every colonoscopy in daily 
practice, including all key quality indicators. As well as accurate reporting on endoscopic 
quality and findings, this system facilitates regular production of standard analyses of 
all quality indicators for quality assurance and benchmarking, with the advantage of 
avoiding double data entry into separate information technology/registry systems.

Methods

New reporting system

The platform for the new colonoscopy reporting system was version 11.0 of the En-
dobase software system (Olympus, Winter & Ibe GmbH, Hamburg, Germany). In this 
system, each segment of the colon is described, and a written report is compiled by 
selecting from standard text options. Based on the current literature and knowledge, 
we developed a list of endoscopic data, including established quality indicators, to be 
collected during the entire colonoscopy procedure as well as the facility to document 
specific findings during the procedure. From these lists a new reporting system was 
developed called EndoALPHA documentation (Endobase) version 11.6 in collaboration 
with Olympus Nederland B.V., The Netherlands.

Quality indicators

Several quality indicators that aim to measure performance of colonoscopists and to 
target quality improvement have been defined previously (Table 1). These indicators are 
outlined below.

Each endoscopist should have an adenoma detection rate (ADR) of at least 20% in an 
average screening population.9

To ensure safe intubation of the cecum and adequate adenoma detection, adequate 
bowel preparation is essential. The quality of bowel preparation should be assessed and 
reported for each colonoscopy, using a standardized scale, such as the Boston Bowel 
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Preparation Scale.16,17 As a colonoscopy can only be considered complete if the cecum 
is reached and visualized, visualization of the ileocecal valve and appendiceal orifice 
should be confirmed. This should be documented in each report, ideally with linked 
photographs of the cecal landmarks. Each endoscopist should have an unadjusted ce-
cal intubation rate (intention to scope, not adjusted for poor bowel preparation and 
structural lesions) of at least 90%, as recommended by the National Health Service (UK) 
Bowel Cancer Screening Programme Endoscopy Quality Assurance group and the Na-
tional Institute for Public Health and the Environment (The Netherlands) Dutch National 
Screening Programme for Bowel Cancer.18,19

Several studies have shown that withdrawal times of 6 minutes or longer contribute 
to a higher ADR, and therefore an inspection time of at least 6 minutes is advised.20,21

As colonoscopy is considered a burdensome procedure22, measurement of patient 
discomfort/comfort using the Gloucester Comfort Scale18 during colonoscopies is es-
sential for benchmarking. Furthermore, it could possibly help to identify factors that 
would make the procedure more comfortable for patients. The deepest level of sedation 
is measured using the validated Leeds scale.23

Colonoscopy is an invasive procedure and severe complications can occur during the 
preparation phase, the procedure itself, and in the weeks following the colonoscopy. 
The rate of postpolypectomy bleeding or bowel perforation should be minimal and less 
than 1:1000 procedures.9,18 To ensure complete recording of complications, complete 
follow-up for 4 weeks after the procedure is advised.

Practical use of the reporting system

In the new reporting system, all quality indicators have to be systematically reported 
through structured terminology, and therefore all essential items are mandatory. The 
final report is generated after all appropriate descriptions have been selected. The final 
report is presented in a word processor for minor adjustments. These minor adjustments 
are not reflected in the database.

Before commencing the procedure, the endoscopist verifies patient demographics 
within the time-out procedure. These data are linked to the specific endoscope(s) used 
for the procedure, which facilitates tracking of the endoscopes and/or patients if neces-
sary. Next, the indication for colonoscopy is chosen from a drop-down menu.

During endoscopy, photographs of the cecal landmarks, rectal retroflexion, and all 
specific findings such as polyps (before and after polypectomy) can be stored and la-
belled by the endoscopist. The polyps are numbered in the photographs to match the 
numbers in the report. A video option is also available.

After endoscopy, a full report on the procedure is entered. For the majority of the qual-
ity indicators and specific findings, all relevant items are reported by selecting options 
from obligatory drop-down menus. The first part of the report enables a structured, 
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general description of the procedure. This starts with the medication that was admin-
istered during colonoscopy (e.g. sedatives, butylscopolamine) and the deepest level of 
sedation achieved during the procedure according to the Leeds scale. The type of bowel 
preparation prescribed and the amount that was actually ingested by the patient is 
entered, followed by the quality of the bowel preparation achieved per bowel segment 
according to the Boston Bowel Preparation Scale. The maximum insertion depth of the 
endoscope is reported by colonic segment, and if the colonoscopy was incomplete, the 
reason for not reaching the cecum is given by choosing from a drop-down menu. For 
each patient the Gloucester Comfort Scale is used to describe the degree of discomfort 
during the procedure. This item should preferably be scored by nurses rather than 
colonoscopists.24 The time to the point of deepest insertion by the colonoscope, as well 
as the total withdrawal time, are documented. Finally, retroflexion in the rectum and 
possible additional remarks on the procedure are reported.

The next system reporting screen focuses on the endoscopic findings. Luminal and 
mucosal pathology is described, such as diverticulosis, angiodysplasias or mucosal 
inflammation, using standardized terminology. All polyps that are detected during 
endoscopy are numbered, to ensure an accurate link to the histopathological result. For 
each polyp or cancer that is detected during colonoscopy, all relevant characteristics 
are registered by choosing options from drop-down menus. First, the location and size 
of the polyp are requested by the system. The next step is a structured assessment of 
the polyp; the endoscopist classifies the morphology according to the Paris classifica-
tion of colonic neoplasms25, as well as the presumptive diagnosis as assessed by the 
endoscopist (cancer, adenoma, serrated polyp, other). Subsequently, applied treatment 
is described by the use of structured drop-down menus, including final endoscopic 
assessment of radicality of the polypectomy. A description of any adverse events that 
occurred during polypectomy and associated interventions completes this section.

When an advanced lesion is suspected, the colonic location is described and histologic 
sampling and tattoo placement are recorded with exact description of the number and 
location of tattoos.

The conclusion and follow-up advice are registered using fixed terminology. The report 
concludes with a preliminary diagnosis and follow-up advice for both the patient and 
the patient’s referring physician. Once the histopathology results are manually added 
to the database by a dedicated research nurse, these are linked to the corresponding 
findings in the report (matched with the number on the histopathology containers). The 
research fellow performs regular queries to check whether the histopathology results of 
all lesions that have been sent to the pathology are completed on the system. After this, 
the report and advice for treatment or surveillance can be finalized.
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Quality assessment

All items described in the report carry specific codes, which enables statistical analysis. 
These analyses can be automatically generated to report on all quality indicators over 
a certain time period for either a whole endoscopy unit or for individual endoscopists. 
Quality assessment can be achieved on two levels: the completeness of reporting can 
be evaluated and, if this is adequate, the quality of the colonoscopies can be assessed.

1. The quality of reporting includes a complete description of all quality indicators 
and all endoscopic findings, which is achieved by use of structured standard reporting 
of all relevant indicators. Statistical analysis, and therefore measurement of colonoscopy 
quality and the generation of quality reports, is only possible when all colonoscopy 
reports are created with the use of the coded fixed, structured terminology.

2. The quality of colonoscopy can be measured, facilitating benchmarking with other 
endoscopists and units. This can help to identify possible deficits in service, causes of 
shortcomings, and areas for quality improvement.

Training

For optimal use of the novel EndoALPHA reporting system, each endoscopist who 
commences use of the system has received 15 minutes of face-to-face instruction by 
a dedicated research nurse or research fellow. If any questions or problems occur while 
using the reporting system, the research team is available by telephone.

results

Between January 2011 and June 2013 this novel reporting system was used for report-
ing all colonoscopies that were performed at one colonoscopy center in Amsterdam, 
the Procolo Center for Colon Examination. Procolo is located next to a tertiary hospital 
(Academic Medical Center), and the same gastroenterology consultants and senior 
fellows that work at the Academic Medical Center perform colonoscopies at Procolo. 
Most patients are referred because of gastrointestinal complaints or a positive familial 
history of CRC, and only American Society of Anesthesiologists class 1 and 2 patients 
are accepted for colonoscopy at Procolo. The mean age of patients referred in 2011 was 
58 years, and 46.1% of the patients were male. Since January 2011, colonoscopies have 
been performed by 28 endoscopists, all of whom used the novel EndoALPHA reporting 
system to document their procedures. Of these, 17 endoscopists performed colonosco-
pies regularly (>40 procedures a year).

During the first year (2011), the system was constantly monitored and additional im-
provements were made to improve the possibilities and quality of the reporting system. 
In January 2012, all quality aspects had been coded and were fully functional.
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Quality of reporting

Every endoscopist was guided through the first endoscopy report they wrote and was 
shown how to use all required drop-down menus. To ensure adequate evaluation of the 
ADR, a dedicated research nurse completed all pathology reports, which were linked 
by number to the corresponding findings during colonoscopy. Not all quality aspects 
had been coded during the first year (Table 2). From January 2012, it was possible to 
reliably report the cecal intubation rate and ADR, as almost all reports were created with 
encoded terminology (Table 2). Overall, 94% of performed colonoscopies in 2012 were 
reported completely using the encoded terminology.

table 2. Quality of reporting at the colonoscopy unit.

Colonoscopy quality indicator/finding Reports with complete description, %

2011 2012 1st half of 2013

Quality bowel preparation (BBPS)  88  98  97

Extent of colonoscopy  89  98  97

Withdrawal time  81  94  94

Sedation used 100 100 100

Gloucester Comfort Scale  84  97  97

BBPS, Boston Bowel Preparation Scale.

Quality of colonoscopy for individual colonoscopists and for the unit

Table 3 shows the individual quality reports of three consultant gastroenterologists. Fig. 
1 shows the individual quality report of Endoscopist 1, and Fig. 2 shows the quality of all 
colonoscopies performed in our unit during 2012.

Every 4 months the quality report of the unit created by the system was presented on 
the colonoscopy center website.

table 3. Quality of endoscopists.

Endoscopist
(no. of colonoscopies)

Cecal intubation rate ADR

The maximum insertion depth 
reported in % of procedures

Unadjusted CIR* 
(intention to scope)

Endoscopist 1 (199) 98.5% 96.4 35.7

Endoscopist 2 (83) 97.6% 96.3 36.1

Endoscopist 3 (467) 95.3% 97.8 37.7

CIR, cecal intubation rate; ADR, adenoma detection rate.
*Intention to scope, not adjusted for poor bowel preparation and structural lesions
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Table 2 Quality of reporting at
the colonoscopy unit.

Colonoscopy quality indicator/finding Reports with complete description, %

2011 2012 1st half of 2013

Quality bowel preparation (BBPS) 88 98 97

Extent of colonoscopy 89 98 97

Withdrawal time 81 94 94

Sedation used 100 100 100

Gloucester Comfort Scale 84 97 97

Table 3 Quality of endoscopists.Endoscopist

(no.of colonoscopies)

Cecal intubation rate ADR, %

Maximum insertion depth reported, % of procedures Unadjusted CIR*

Endoscopist 1 (199) 98.5 96.4 35.7

Endoscopist 2 (83) 97.6 96.3 36.1

Endoscopist 3 (467) 95.3 97.8 37.7

CIR, cecal intubation rate; ADR, adenoma detection rate.
* Intention to scope, not adjusted for poor bowel preparation and structural lesions.

Individual quality report: Endoscopist 1
Periord: 1-1-2011 – 30-04-2013 Total number of colonoscopies 199

Adenoma detection rate
Number of patients 199.00 ≥ 1 Adenoma 71.00 ADR 35.68 %

Polyp detection rate
Number of patients 199.00 ≥ 1 Polyp 99.00 PDR 49.75 %

Total number of colonoscopies with Bosten score 196
Reported in 98.5 % of procedures

Average score 7.94

Total number of colonoscopies with insertion registration 196
Reported in 98.5 % of procedures

At least 6 points  94.4 %

Less than 6 points  5.6 %

Total: 100 %Distribution of the score

Maximal site of insertion

Terminal ileum  67.3 %
Cecum  29.1 %
Ascending colon 0,5 %
Splenic flexure 1,0 %
Sigmoid 1,5 %
Rectum 0,5 %
Total: 100 %

Total number of colonoscopies with Gloucester Comfort Score 196
Gloucester Comfort Score

No discomfort (1)  21.4 %
One or two episodes of mild discomfort, well tolerated (2)  51.5 %
More than two episodes of discomfort, adequately tolerated (3) 16,3 %
Significant discomfort, experienced several times during the procedure (4) 7,7 %
Extreme discomfort, experienced frequently during the procedure (5) 3,1 %
Total: 100,0 %

Percentage colonoscopies with sedative
Number of colonoscopies 199 Number with sedative 186 Percentage 93.0 %

Percentage colonoscopies with a minimal withdrawel time of 6 minutes
Number of examinations  Withdrawel time > 6 min 84.0 %

Total number of colonoscopies with complications 5

Fig.1 Individual quality report: Endoscopist 1.

van Doorn Sascha C et al. A novel colonoscopy reporting system… Endoscopy 2014; 46: 181–187

Original article184
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figure 1. Individual quality report: Endoscopist 1
Period: 1-1-2011 – 30-04-2013. Total number of colonoscopies 199
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Quality of reporting
Every endoscopist was guided through the first endoscopy report
they wrote and was shown how to use all required drop-down
menus. To ensure adequate evaluation of the ADR, a dedicated re-
search nurse completed all pathology reports, which were linked
by number to the corresponding findings during colonoscopy.
Not all quality aspects had been coded during the first year (●" Ta-
ble2). From January 2012, it was possible to reliably report the
cecal intubation rate and ADR, as almost all reports were created
with encoded terminology (●" Table2). Overall, 94% of performed
colonoscopies in 2012 were reported completely using the enco-
ded terminology.

Quality of colonoscopy for individual colonoscopists
and for the unit
●" Table3 shows the individual quality reports of three consul-
tant gastroenterologists.●" Fig.1 shows the individual quality re-
port of Endoscopist 1, and●" Fig.2 shows the quality of all colo-
noscopies performed in our unit during 2012.
Every 4 months the quality report of the unit created by the sys-
temwas presented on the colonoscopy center website.

Discussion
!

The effectiveness of colonoscopy in reducing CRC mortality is
suboptimal and may be related to the quality of the procedure.
Systematic reporting on quality indicators in colonoscopy will fa-
cilitate assessment and benchmarking of the performance at an
individual or unit level. As described above, quality of the report-
ing is the first level of quality assessment; without adequate re-
porting, the quality of colonoscopy cannot be assessed at all. We
created a structured colonoscopy reporting system with fixed
terminology, in which all key quality indicators were integrated.
We have demonstrated that the system can enable endoscopists
to create complete and standardized reports including all quality
indicators without double entry of data into quality registries. As
well as accurate reporting on endoscopic quality and findings,
the system facilitates regular production of standard analyses of
all quality indicators for quality assurance and benchmarking.
To date, reporting on the quality of colonoscopy in daily clinical
practice has been disappointing [14,15]. Important items such
as the quality of bowel preparation, (photo-) documentation of
cecal landmarks, polyp features, and the number of polyps found

Quality report: Colonoscopy unit
Periord: 1-1-2012 – 31-12-2012 Total number of colonoscopies 810

Adenoma detection rate
Number of patients 810.00 ≥ 1 Adenoma 287.00 ADR 35.43 %

Polyp detection rate
Number of patients 810.00 ≥ 1 Polyp 387.00 PDR 47.78 %

Total number of colonoscopies with Bosten score 794
Reported in 98.0 % of procedures

Average score 7.34

Total number of colonoscopies with insertion registration 795
Reported in 98.1 % of procedures

At least 6 points  85.1 %

Less than 6 points  14.9 %

Total: 100 %

Maximal site of insertion

Terminal ileum  64.4 %
Cecum  32.3 %
Ascending colon 0,6 %
Hepatic flexure 0,4 %
Transverse colon 0,3 %
Splenic flexure 0,3 %
Descending colon 0,3 %
Sigmoid 1,1 %
Rectum 0,4 %
Total: 100 %

Total number of colonoscopies with Gloucester Comfort Score 782
Gloucester Comfort Score

No discomfort (1)  34.1 %
One or two episodes of mild discomfort, well tolerated (2)  48.1 %
More than two episodes of discomfort, adequately tolerated (3) 13,7 %
Significant discomfort, experienced several times during the procedure (4) 2,9 %
Extreme discomfort, experienced frequently during the procedure (5) 1,2 %
Total: 100,0 %

Percentage colonoscopies with sedative
Number of colonoscopies 810 Number with sedative 710 Percentage 87.01 %

Percentage colonoscopies with a minimal withdrawel time of 6 minutes
Number of examinations  Withdrawel time > 6 min 94.0 %

Total number of colonoscopies with complications 24

Fig.2 Quality report: colonoscopy unit.

van Doorn Sascha C et al. A novel colonoscopy reporting system… Endoscopy 2014; 46: 181–187

Original article 185
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figure 2. Quality report: Colonoscopy unit
Period: 1-1-2012 – 31-12-2012. Total number of colonoscopies 810
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dIsCussIon

The effectiveness of colonoscopy in reducing CRC mortality is suboptimal and may be 
related to the quality of the procedure. Systematic reporting on quality indicators in 
colonoscopy will facilitate assessment and benchmarking of the performance at an 
individual or unit level. As described above, quality of the reporting is the first level 
of quality assessment; without adequate reporting, the quality of colonoscopy cannot 
be assessed at all. We created a structured colonoscopy reporting system with fixed 
terminology, in which all key quality indicators were integrated. We have demonstrated 
that the system can enable endoscopists to create complete and standardized reports 
including all quality indicators without double entry of data into quality registries. As 
well as accurate reporting on endoscopic quality and findings, the system facilitates 
regular production of standard analyses of all quality indicators for quality assurance 
and benchmarking.

To date, reporting on the quality of colonoscopy in daily clinical practice has been 
disappointing.10,11 Important items such as the quality of bowel preparation, (photo-) 
documentation of cecal landmarks, polyp features, and the number of polyps found are 
often lacking.10–15,25 Although it is hard to measure the precise impact of incomplete 
documentation of endoscopy, it may be substantial.10 If documentation of the extent of 
examination or the adequacy of bowel preparation is incomplete, this may lead to need-
lessly repeating the examination after a shorter interval than advised by guidelines. A 
description of polyp features (e.g. size, morphology) is essential, as these features are 
important factors in assessing risk for malignancy and determining the surveillance 
intervals.10,11,25

Coe et al. studied the effect of feedback and education on the quality of reporting 
and found an improved compliance to reporting quality indicators following the inter-
vention.26,27 They believed that reporting could be further improved with utilization of 
a structured computer documentation system.26,27 We built a structured colonoscopy 
reporting system with fixed terminology, in which all key quality indicators were inte-
grated. What differentiates our system from other reporting systems is the facility to 
compile a structured report. The report is created from short, fixed terminology from 
drop-down menus, rather than a large standardized text block that is usually adapted 
by the endoscopist afterwards to fit the findings. All required items of colonoscopy and 
quality indicators are mandatory in our system. A major advantage of this new system 
is that because all fixed terminology is coded, regular automated statistical analyses 
can be conducted on all quality indicators without the need to enter the data again 
in separate quality registries. Using this analysis, it is possible to evaluate all different 
quality indicators, such as the ADR and the quality of bowel preparation, over any period 
of time and to provide feedback for units or individual endoscopists.
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One limitation of our system is that currently a dedicated research nurse completes 
all histopathology reports on the system, in order to ensure that this can be linked to 
the corresponding findings during colonoscopy. The next step is to create an automatic 
linkage between the pathology files and our endoscopy system.

We have now gathered quality data from our whole unit and from individual endosco-
pists for 2.5 years. This provides baseline information and can be used for benchmarking 
between different endoscopists and, in the future, between units. We are currently 
providing feedback to all endoscopists about their individual reporting quality and 
the quality of their colonoscopies. The effect of individual feedback and benchmarking 
and other interventions can be directly monitored through our system. Making quality 
explicit will provide insights into the capacity of different endoscopists and hopefully 
stimulate them to continuously improve their quality over time.

In the Netherlands, this EndoALPHA system forms the basis for the quality assessment 
of colonoscopies performed for the nationwide fecal immunochemical test (FIT) screen-
ing program that will start at the beginning of 2014. Complete reporting of all details 
from colonoscopies, including all quality parameters, will be facilitated by EndoALPHA 
and stored in a large, nationwide data warehouse, where colonoscopic findings and his-
topathology results are linked automatically. Several companies supplying endoscopy 
reporting systems are working on a quality-directed version that can link to the same 
data warehouse. Frequent monitoring of these data will ensure a continuous high level 
of quality in the performance of colonoscopists.

In addition to its practical use, the new system will also facilitate research. Possible 
associations between various quality indicators and the detection rate of various polyps 
can be evaluated, but also other parameters, for example discomfort during colonos-
copy, can be explored. Indirectly, this system can become a basis for performing colo-
noscopy research in any area, such as the evaluation of advanced colonoscopic imaging 
techniques or new colonoscopy devices.

As awareness on quality benchmarking is discussed not only in colonoscopy but also 
in other fields of endoscopy, a quality-based endoscopy reporting system would also be 
very useful for other procedures in daily endoscopy practice, such as for upper endos-
copies, endoscopic retrograde cholangiopancreatography, and endoscopic ultrasound.

Ultimately, comprehensive reporting will help to identify quality deficits and the un-
derlying reasons for these in colonoscopy. This will contribute to the implementation of 
specific training and education projects to achieve maximum benefit from colonoscopic 
procedures.
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