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Abstract: Flexible fiberoptic sigmoidoscopy (FFS)
can be both learned and taught by family physicians.
The patient benefits because unnecessary referral is
reduced. The physician benefits by offering more
comprehensive services to the patient and by demon-
strating expertise in the procedure, In a collaborative
study involving family physicians performing more

Flexible fiberoptic sigmoidoscopy (FFS$) is now
recommended as an important standard proce-
dure in family practice. Numerous studies estab-
lish the effectiveness and safety of flexible sig-
moidoscopy, especially when compared with the
older rigid-scope examination.}® Consequently,
it is increasingly important for family physicians
to perform the flexible procedure expertly.

The American Academy of Family Physicians
{AAFP) and the American Society for Gastro-
intestinal Endoscopy {ASGE) have developed a
program for training AAFP members to perform
flexible sigmoidoscopy.'? Their jointly published
syllabus was the impetus for our study of the fol-
lowing objectives:

1. To demonstrate the effectiveness/ineffective-
ness of family physicians as teachers of FFS,

2. To compare the use of the 65-cm and the 35-
cm instruments.

Methods

The Department of Family Practice Residency Pro-
gram at the Medical Center of Delaware con-
ducted a 4-year study of FFS performed and
taught by family physicians at eight sites in the
eastern United States.*

Family physicians performed and recorded
1,505 uses of flexible sigrmoidoscopy; 783 with
the 65-cm scope and 722 with the 35-cm scope.
Each group of family physicians noted the results

From a private practice and the Departments of Family Med-
icine, Thomas Jeflerson University School of Medicine, Phila-
delphia; East Carolina University School of Medicine, Green-
ville, NC; and University of Connecticut, Hartford.

than 1,500 FFS examinations, both the 35-cm scope
and the 65-cm scope were effective instruments, but
most physicians who had experience with both scopes
preferred the longer one, In addition, the resulis of this
study support a significant advantage in pathology de-
tection for the 65-cm scope compared with the 35-am
scope. (J Am Bd Famn Pract 1988; 1:189-93))

of FFS examinations on a standard reporting
form. Each procedure was recorded regardless of
outcome. Data were tabulated for each group and
each physician.

Patients selected for the FFS examination met
either the American Cancer Society screening cri-
teria for colon cancer detection or had symptoms
telated to their gastrointestinal (GI}) tract. To pre-
pare for FFS, patients were told to ingest only
clear liquids after the evening meal prior to the
next day’s examination. Liquids were not to con-
tain caffeine or other stimulants. Starting 1 to 3
hours before the procedure (depending on travel
time to the office) patients were instructed to
administer encmas until the retums were com-
pletely clear. “Clear returns” were stressed so that
the patient undersiood the imponance of remov-
ing all stool from the distal colon. Enemas were
not recommended for patients with diarrhea, the
elderly, or the medically ill. No significant muco-
sal irritations or “inflammations” due to the en-
emas were noted by any of the examiners.

The patient position for the examination was
generally the Sims or left lateral decubitus posi-
tion. Most family physicians in this study did not
have electric examining tables in their offices and
the left lateral position was comfortable for the
patients and convenient for the physician.

*University of Connecticut Dept. of Family Medicine; East
Carotina University Dept. of Family Medicine; University of
Fiorida Dept. of Family Medicine; University of Maryland
Dept. of Family Medicine: Medical University of South Caro-
lina, Dept. of Family Medicine; U.S. Air Force, Dept. of Farnily
Practice, Andrews Air Force Base; New Jersey Family Physi-
cians {private practice); and Medical Center of Delaware,
Dept. of Family Practice.
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Figure 1. Olympus OSF-2 653-cm [lexible {iberoptic
sigmoidoscope used in this study.

The brand of scope used varied among exam-
iners, and several examiners used multiple
brands. Examples of the scopes used in the study
ar¢ shown in Figures 1-3.

Results

Patients

The average patient age for the 35-cm procedures
was 52.6 years; 59 percent were female, and 41
pereent were male, The average patient age for the
65-cm procedures was 53.1 years; 50.7 percent
were [emale, and 49.3 percent were male,

Procedure Time

As Table 1 shows, the average time per procedure
in the eight centers was ander 13 minutes. At the
Medical Center of Delaware, beginners (residents)
required more time 1o perform the examinations
than their preceptors.

Insertion Depth
The average depth of insertion for the 35-cm
scope was 28.9 cm and for the 65-om scope, 46,2

Figure 2. Otympus CLK-3 light source for primary

care endoscopy, which includes spare bulb, air, and
adjustable brightrniess,

cm (Table 2). Preceptors at the Medical Center of

Delaware were more eltective than the residents
in achieving complele insertion of the scope.
A learning curve was maost apparent when physi-
cians used the 65-¢cm scope. By climinating the
fitst 30 pracedures per physician, the average
depth of insertion was more than 50 cm. interesl-
ingly, average 65-um scope inscrtion depth in
men (50,7 ¢cmyj was greater than that in women
(47.3 cm).

Figure 3. Schott Fiber Optics 65-cm flexible fiberoptic
sipmoidoscope used in this study.

Adequacy of Preparation

Approximately 90 percent of patients were con-
sidered adequately prepared (Table 3). Inad-
equate preparation was the reason for termination
in less than 3 percem of patients. This compares
favorably with the published cxperience of
others.!->7 1!

Pathology

Table 4 reveals that polyps and diverticuli were
frequent findings, which is consistent with carlier
reports.’ 72 A significant difference between the
35-cm scope and the 65-cm scope was noted in
detecting diverticuli and cancet.
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Table 1, Procedure Time (Minutes): Medical Center of Delaware (MCD) Study.

35-cm Scope 65-cm Scope
No. of Nao. of

Site/Physician Examinations Av Min Examinations Av Min
MCD study

All residents 110 11.4 203 17.6

All preceptors 160 7.9 431 10.9

Total 270 9.4 634 12.6
Eight centers

Total 722 12.8 783 12.2
Patient Preference Discussion

Patients who experienced both flexible and rigid
sigrnoidoscopy gave overwhelming preference for
the flexible scope (Table 5). In particular, induced
colon spasm was noted less frequently with the
flexible scope. On several occasions, however,
patients complained of marked spasm when
residents persisted for more than 20 minutes in
attempts to insert the scope.

Complications

Discomfort was the most frequently reported
complication, There were no major complica-
tions such as perforations, deaths, sepsis, or
dysrhythmias. :

35-cm or 65-cm Scope

Significanuly rore diverticuli and cancer were de-
tected when the 65-cm scope was used (Table 4).
The results, however, are confounded by the de-
gree of experience of the examiners. The 65-cm
procedures were performed by more experienced
examiners who had first learned on the 35-cm
scope.

Current primary care literature does not clearly
establish an advantage for the 65-cm over the
35-cm scope. If our eight groups are representa-
tive, many family physicians will progress from
the 35-cm to the 65-cm scope or will prefer to
start with the 65-cm scope. The purchase price of
some 65 -cmn scopes is competitive with the shorter

Table 2. Depth of Intubation (cm): Medical Center of Delaware (MCD) Study.

35-cm Scope 65-cm Scope
No. of No. of .

Site/Physician Examinations Av Depth {cm} Examinations Av Depth {cm)
Connecticut 27 22.6 0
East Carolina 34 247 0
Florida 50 25.8 73 479
Maryland 7 203 33 39.2
Med. U. of South Carolina 213 318 0
New Jersey 0 16 49 4
U.S.AF

Residents 74 27.3 0

Preceptors 42 277 0
MCD

Residents 110 27.6 203 43.0

Preceptors 165 30.2 458 47.8
Total eight centers 722 289 783 46,2
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Table 3. Colon Preparation: Comparison of Medical Center af Delaware (MCD) Study and Marks, et al.”

No. No. Percent
Study/Scope Adequate Inadequate Adequate
MCD—35 cm (n = 722) 648 74 89.8
MCD—65 cm {1z = 783} 709 74 90.5
Total MCD (n = 1,505) 1,357 148 90.2
Marks, et al.—Rigid 953 31 94.2
Marks, et al.—65 cm 831 175 82.1

models, and the costs of either should be recover-
able in 6 months to 1 year. Cost is not the only
factor that should influence the purchase decision,
Physicians should consider partners’ preferences,
patient load, support stafl, office and examination
room size, and personal motivation for learning
FFS. Once the decision to purchase is reached, the
model and make should be selected, not only by
individual inspection and use of the equipment,
but also by the seller’s service support system.
A company that does not offer high-quality scrv-
ice should not be considered.

Learning FFS

Many physicians, including a number of the pre-
ceptors in this study, learned FFS through self
study and previous experience with the rigid
scope. Use of the rigid and flexible scopes on con-
senting patients proved to be quite effective for
one of our members. The practicing physician can
refer to numerous articles?>141% and 1extbooks'®
for technical advice.

The American Academy of Family Physicians
and the American Society for Gastrointestinal En-
doscopy have set up a network of preceptors and
provided them with guidelines to teach FFS.'?
In addition, numerous scminars are presented
around the country to help physicians get a good
preparation for starting FFS in their offices.

Table 4. Pathology Detection: Qverview of All Eight Centers.

Privileges and Certification

While the procedure appears to be extremely safe,
family physicians may someday need centification
in order to bill insurance companies for FFS or to
obtain privileges 1o perform FFS in the hospital or
possibly even in the office. The beginner should
record all efforts at learning, including patient’s
name, age, date, scope used, patient preparation,
insertion time and depth, pathology detected and
location, as well as any compilications.

Already, many hospitals require documenta-
tion of previous experience and certification of
competence by another approved physician be-
fore granting hospital privileges for FFS. The re-
sults of this study and the actions of the AAFP and
the ASGE clearly indicate that primary care physi-
cians may serve as preceptors and certifiers for this
procedure,

Family Physician’s Role

The skills developed and the patient care given by
the family physician using FFS are extremely
valuable to both patients and physicians, Health
maintenance organizations, third-party pavers,
individual patients, and society in general are put-
ting pressures on family physicians to be more
selective in the consultations they request and the
studies and procedures they ordey. Increasing eco-
nomic pressures encourage the family physician

35-cm Scope {n = 722)

65-cm Scope (n = 783)

Pathology Percent Percent Significance
Polyps 8.3 10.9 N5*
Diverticuli 8.2 23,1 P<0.001
Cancer 0.6 2.4 P<0.05

*NS = not significant.
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Table 5, Preferences of Patients Who Had Both Rigid and
Flexible Sigmoidoscopy: Medical Center of Delaware (MCD)
Study.

No. No. Percent
Flexible Rigid No. Flexible
Scope  Preferred  Preferred Unsure  Preferred
35 cm 202 7 4 94.8
65 cm 192 4 17 90.1

to be more involved with evaluating the patient
before asking the specialist for help. In order to
provide excellent patient care and to be financially
responsible, the front-line physician must be per-
ceptive and versatile in procedures like endoscopy
to gain as much knowledge as possible before de-
ciding with the patient the need for a consultation
or referral.

That most of the 1,505 procedures reported
here were performed by beginners enhances the
argument for the effectiveness of FFS by family
physicians. One could theorize that more experi-
enced examiners will be more adept at scope in-
sertion (on the average) and will more accurately
interpret and notice significant findings. There-
fore, if our excellent results as beginners show a
significant advantage for colon pathology detec-
tion by family physicians, FFS should be even
more important and effective once the office-
based family physician becomes more proficient
and experienced.

The authors wish to acknowledge the contributions of Dene
T. Walters, M.D., Associate Professor of Family Medicine,
Thomas Jefferson University School of Medicine, Wilmington,
DE; Charles H. Duckett, M.D., Director of Graduate Education,
East Carolina University School of Medicine, Greenville, NC;
wWarren Welfe, D.O., Clinical Assistant Professor of Family
Medicine, UMBNJ Schoal of Osteopathic Medicine, Cherry
Hill, NJ; and David W. Robak, Col., USAF MC, Chairman,
Depariment of Family Practice, Malcolm Grow USAF Medical
Center, Washington, D.C.
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