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This study determined patient’s acceptance and experience of
colonoscopy and defined factors that contributed to
procedural acceptance. Patients who underwent colonoscopy
at the University Hospital of the West Indies, Jamaica, from
July 2012 to January 2013 were studied. Procedural and
emotional factors related to their experience and acceptance
of colonoscopy were determined. Demographic and
socioeconomic data were also collected. There were 117
patients, 55% female and 44% male with a mean age 56
years. Overall, 62% of females had undergone the procedure
as a screening test compared to 38% of men. Most patients
(94%), achieved light to moderate sedation. The experience
was cited as good or excellent in 92% of patients. The
majority of patients (66%) experienced some form of
discomfort during the procedure and 19 % complained of
pain. The bowel preparation negatively influenced the
experience in 66% of patients. Although sufficient
information was given to 91% of patients this did not affect
the level of anxiety experienced but 76% reported this anxiety
as being relieved after having spoken to the doctor prior to the
procedure. Overall 97 % of patients stated that they would
undergo the procedure again and 99 % would recommend this
procedure. Patients undergoing colonoscopy had a favorable
acceptance using mild to moderate sedation as the experience
was cited as good or excellent in 92 % and 97% would repeat
the procedure.
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INTRODUCTION
Colonoscopy is the most widely accepted procedure for visualization of the colon and
sampling of colonic mucosa and colonic lesions and it is considered the “gold standard” in
the diagnosis of colonic diseases (1). It has the best sensitivity for both small and large polyps
and has also been shown to decrease the incidence of colorectal cancer (CRC) in patients
with adenomatous polyps after removal (2). It permits the biopsy of suspicious lesions and
removal of some early carcinoma. Colonoscopy is a complete screening procedure, allowing
the entire large bowel to be examined and polyps to be removed in one session. It is currently
the preferred screening method for CRC and is the required procedure for confirming positive
findings from other tests and also considered the standard for assessing the efficacy of other
screening methods (3).
Colon cancer is preventable and the majority of these cancers arise from benign adenomatous
polyps which usually takes about ten years to progress and transform into advanced
colorectal cancer (4). Reduction of colorectal cancer can be achieved by an adequate
screening of average-risk individuals (5). Owing to its potential for a high level of
effectiveness in CRC prevention and study of outcomes associated with its use, quality
colonoscopy every 10 years is the preferred CRC screening strategy (1). There has been an
increase in the need for colonoscopy for screening, surveillance and as an investigative tool.
It is believed this is linked to increased awareness of prevention and detection of early CRC,
coupled with the increasing incidence (6).
The intrusive nature of colonoscopy may be an important hindrance that limits patients from
finding this test acceptable. This will affect their willingness to undergo screening.
Population-based studies reveal the acceptance rate for colonoscopy to be low. For any
screening test to be effective, the acceptance rate must be over 60 percent (5,7). There are
barriers experienced by patients that influence the uptake of colorectal cancer (CRC)
screening. These include the failure of physicians to recommend screening, scheduling
difficulties, cost, lack of insurance coverage, gaps in knowledge, fear, embarrassment, pain,
and a lack of symptoms (8,9).
The limitations with colonoscopy include incomplete visualization of the colon, discomfort
and pain requiring sedation. It is, therefore, important to determine the acceptance of patients
undergoing colonoscopy. This study measured patient’s acceptance and experience of
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colonoscopy and defined factors that contributed to procedural acceptance in a population in
Jamaica.
MATERIALS AND METHODS
The present cross-sectional study was performed in patients undergoing colonoscopy at the
University Hospital of the West Indies (UHWI), Jamaica. Patients were enrolled between
July 2012 and January 2013. The main inclusion criterion was patients undergoing
colonoscopy at the UHWI. Patients who required mild to moderate sedation during the
procedure were included in the study.
Patients referred for colonoscopy was seen by the gastroenterologist/endoscopist who
reviewed the clinical history and performed a physical examination. The indications for
colonoscopy consisted of lower intestinal symptoms, such as rectal bleeding and lower
abdominal pain; suspicious colonic lesions, and stool positive for occult blood; also,
screening of average risk individuals or surveillance of high-risk patients for colon cancer.
Patients were excluded if they declined to give consent, requested deep sedation, or had
significant co-morbidities.
All procedures were performed at the UHWI. On the morning of the procedure, before
colonoscopy was performed, a written consent for the procedure was obtained, after full
explanation. This was obtained by a special consent form used by the UHWI. A rectal
examination was initially carried out by the gastroenterologist and the procedure then
commenced. Colonoscopy was performed using standard Olympus flexible videocolonoscopes.
Conscious sedation was given prior to the insertion of the colonoscope and consisted of
midazolam alone or a combination of midazolam and pethidine intravenously. Additional
doses of medication(s) were given as needed to maintain sedation and comfort for the
procedure.
Following colonoscopy, after recovery from the sedation, participants received an
introduction with regards to the purpose of the study and a written informed consent was
obtained from all patients participating in the study. A questionnaire was administered to
patients by trained interviewers who were not involved in patient care. The endoscopist was
not present whilst the questionnaire was being administered. The consent form and the
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questionnaire were kept separate to ensure anonymity. The questionnaires were administered
within 24 hrs from the completion of the procedure and took on average of 10 minutes to
complete.
The questionnaire was developed by adopting instruments which contained relevant
colonoscopy questions. Some questions were developed by consensus with experts
(endoscopist and researchers), and others after a review of the literature for studies with
similar objectives. The questionnaire had two sections; a post-operative patient component
and a post-operative endoscopist aspect. The patient related questions assessed the following
areas: socio-demographic (age, gender, education and employment status), pre-operative
procedures (bowel preparation), and post and peri-operative procedure (sensation of pain,
discomfort, embarrassment and recollection of the event). The patient related aspect also
included questions related to pain tolerance, acceptance and embarrassment based on the
Health Belief Model (10). The section available for the endoscopist to complete was
administered prior to the questionnaire being completed with the patient to eliminate potential
information bias. This section involved aspects of the procedure that could potentially
influence the patient’s experience during the colonoscopy. These included the length of time
of the procedure, the level of procedure difficulty, and whether or not any interventions were
done during the procedure.
Statistical Analyses were performed using SPSS 12.0 (SPSS Inc, USA). Univariate analysis
was used to examine socio-demographic and outcome variables. Differences between
categorical variables and association between specific explanatory variables and outcomes
were analyzed using X2 tests.
The study Protocol was approved by the University of the West Indies Ethics Committee.
RESULTS
A total of 117 patients (44% male, 55% female), with a mean age of 56 years completed the
study. The mean age in males was 59.7 years and in females 54.6 years. Of the patients in the
study, 60 (52%) were educated up to tertiary level and 40 (34%) up to secondary school level.
The remainder of the patients only received primary education or “other”. Among the patient
population 71 (61%), were employed either on a part time basis or full time, 38 (26%) were
retired and 13% unemployed. More females were unemployed than males. Also, 83 (70%) of
patients had some form of health insurance.
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The indication for the procedure was recalled by all patients, 62% of females had undergone
the procedure for colorectal screening as compared to 38% of men. Lower abdominal
symptoms were equal amongst the sexes with distributions of 51% (males) and 49%
(females). Overall, 29 (25%) of patients had undergone a previous colonoscopy and 80 (69%)
knew someone who did the procedure before.
The majority of patients, 107 (91%) indicated that sufficient information was given to them
prior to the procedure. Anxiety was present in 62% of patients and of these 76% reported the
anxiety as being relieved after having spoken to the doctor before the procedure.
The bowel preparation was found acceptable by 88% of patients. Nausea and vomiting were
reported in 14 (12%) of patients which all occurred during the prescribed bowel preparation
for the procedure. The bowel preparation also affected the post procedure views as 71 (66%)
of patients sited this stage as influencing in a negative manner the overall impression of the
study (Table 1).
The majority, 109 (94 %), of patients, achieved mild to moderate sedation (conscious
sedation) with the administration of midazolam and pethidine.
The experience was cited as good or excellent in 92% of patients (Table 1). According to the
patients, 66% experienced some discomfort and 19 % complained of pain. The overall
experience of colonoscopy was cited as being embarrassing in 14% of patients. Patients of
lower economic status felt more anxious than their educated counterparts, however,
discomfort, pain and embarrassment were largely unaffected by socioeconomic status (Table
2). Prior experience of the procedure was associated with an increased level of anxiety and
discomfort but less pain and embarrassment. Patients who were doing a colonoscopy as a
result of lower abdominal symptoms experienced more pain and discomfort than those doing
a screening colonoscopy.
In 89 % of the cases, the endoscopist documented the procedure as being not difficult.
Overall, 78 % of the cases were completed to the caecum with time to completion in less than
an hour in all cases and 67 % being between fifteen to thirty minutes.
The preliminary results of the colonoscopy were discussed by the endoscopist with 106
(96%) of patients. Of the patients, 54% interviewed recalled some or all of the procedure and

Citation: Michael G Lee et al. Ijsrm.Human, 2016; Vol. 5 (2): 106-116.

110

www.ijsrm.humanjournals.com
46% did not recall the procedure. Overall, 97 % of patients stated that they would undergo
this procedure again if it was needed and 99 % would recommend this procedure.
Of the patients who found the test unacceptable, the majority, 79%, were female.
Four patients were not sedated and of those patients, 3 (75%) experienced discomfort and 3
(75%) experienced pain.
DISCUSSIONS
Colonoscopy is the main method for investigation of the colon and has been performed
routinely in Jamaica for five decades (11). In the present study, CRC screening and lower
bowel symptoms were the main indications for undergoing colonoscopy. The majority of
patients in our study was older than fifty years and thus would have qualified for a screening
colonoscopy. The American College of Gastroenterology recommends screening of average
risk African Americans to commence at age forty five (1). Colonoscopy is used as a
screening tool for asymptomatic adults and screening colonoscopy has become standard
practice in colon cancer prevention (12). In average risk individuals, colonoscopy every ten
years is a cost-effective strategy. In average-risk persons, screening with colonoscopy was
associated with reduced risk for diagnosis of incident late-stage CRC (1, 13). Colonoscopy is
the recommended screening method for individuals in the increased and high-risk groups (9).
Colon cancer screening is significantly lacking when compared to other forms of cancer
screening for rates of participation. However, over the last few years, the number of people
screened for colorectal cancer in the United States population has been increasing (14).
The majority of patients (86%) had secondary or tertiary education in this study, this is a
much higher than expected, since only 16.9% of Jamaicans were enrolled in a tertiary level
institution in 2006 and thus our study is biased towards this group (15). In the USA, uptake of
CRC screening was higher in those with higher educational attainment but in a recent study
in Saudi Arabia, the education level of patients undergoing colonoscopy was less than high
school in 43.2% (14, 16). Education can impact health through its effects on personal health
behaviors to make healthy choices (17). These results are consistent with the current literature
which in most Western countries, individuals of low socioeconomic status (SES) are less
likely to be screened that their higher income counterparts, as low-SES participants, more
often report certain barriers than their higher-SES counterparts and this was more evident for
colonoscopy (18). Also, individuals with the lowest educational attainment and income
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levels, among whom the colorectal cancer burden is the highest, have the lowest colorectal
cancer screening rates, even among insured populations (18).
Personal barriers to screening include lack of health insurance limiting access to care,
aversion to bowel preparations, inadequate information, embarrassment and fear of invasive
procedures (8, 9). Fear, insufficient information and bowel preparation were also cited in a
previous study (8). Psychosocial barriers were also identified as a factor (13). In the present
study, 97 % of patients stated that they would undergo this procedure again and 99 % would
recommend this procedure if needed, indicating a high acceptance. This is in keeping with
other studies in which the proportion of patients willing to return for colonoscopy in the
future ranged from 73% to 100% (16, 19).
The bowel preparation is important for adequate and reliable colonoscopy. However, this
preparation is a barrier for patients considering colonoscopy (8).

In this study, the

preparation was found acceptable by 88% of patients. This is similar to previous studies
where most patients found the bowel preparation acceptable, including a split bowel
preparation (20, 21). However, in a study in Italy, bowel preparation was poorly tolerated by
patients undergoing colonoscopy and subject’s reaction to the bowel preparation was
predictive of post-procedural discomfort (22). Although the bowel preparation in the present
study was acceptable it affected the post procedure views, as 66% of patients, sited this stage
as influencing in a negative manner the overall impression of the study. It is of interest that of
the patients who found the bowel preparation unacceptable, the majority were female.
Therefore, physicians need to be aware of this aspect of the preparation for colonoscopy
The experience was cited as good or excellent in 92% of patients in this study and included
patients who received light or moderate sedation (conscious sedation). Patients in our study
who were doing a colonoscopy for lower abdominal symptoms experienced more pain and
discomfort than those for routine screening colonoscopy. This highlights the need for a more
individualized approach to sedation in colonoscopy. Patients who prior to the procedure had
already been experiencing lower abdominal symptoms may benefit from deeper sedation.
Sedation allows for a comfortable and acceptable experience for both patient and physician
(6). Although it is understood that sedation is a recognized standard practice in Western
countries it is still a matter of debate, as unsedated colonoscopy is offered in other parts of the
world (16). In a previous study, the concern was raised whether sedation would affect the
patient’s ability to adequately complete the questionnaire. In that study, persons were
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interviewed immediately after the procedure and then again twenty four hours later, they
found no difference in the answers. Therefore the general consensus is that light to moderate
sedation would not affect the quality or the legitimacy of the responses (23).
In this study, 62% of patients were anxious and 76% reported this anxiety as being relieved
after having spoken to the doctor prior to the procedure. Some patients who were anxious
cited the expected result or outcome rather than the actual procedure itself as the cause for the
anxiety. Fear of the test result has been cited by patients as a barrier to CRC screening (8).
Another interesting finding is that prior experience of the procedure was associated with an
increased level of anxiety and discomfort but less pain and embarrassment. Colonoscopy is
an invasive procedure with the potential for discomfort, embarrassment and disappointment
related to unexpected findings. These concerns can result in anxiety that unfavorably
decreases patient cooperation and satisfaction with the procedure (24). The effect that
information provided has on anxiety is controversial. There has been the belief that the
provision of extra information may cause undue anxiety but there is also evidence that the
converse may be true (25). In this study, knowledge of the procedure whether via physician
education or prior experience did not relieve anxiety but anxiety was relieved after speaking
to the doctor prior to the procedure.

Pre-colonoscopy consultation with a physician was

associated with increased patient satisfaction in previous studies (19).
Colonoscopy technique is of crucial importance in detection rates of abnormalities. Previous
studies indicate that more reliable colonoscopies were done by gastroenterologist as opposed
to general surgeons (26). In our study, all colonoscopies were done by gastroenterologists and
the majority of the patients had colonoscopies which were able to visualize the right side of
the colon.
In conclusion, adequate information was provided before the procedure but this did not affect
the level of anxiety but physician rapport did, prior to the procedure. Bowel preparation
influenced the patient's overall experience more so in females than the males. Patients
experience was generally ranked as good or excellent. The majority of persons would repeat
the procedure if they needed to and would recommend the procedure to a friend.
There were limitations to the study. The high percentage of patients who had higher levels of
education and higher employment status possibly prevents a generalization to the Jamaican
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population. The sedation achieved was not uniform and this may affect the acceptance and
experience of the procedure depending on the level of sedation achieved.
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Table 1: Patients experience and factors associated with colonoscopy
Patient’s

experience

of

the Distribution

procedure

% (n)

Overall experience
Poor

3% (3)

Fair

5% (6)

Good

59% (67)

Excellent

32% (38)

Factors associated with overall
experience
Bowel Preparation

66% (71)

Sedation

14% (15)

Intubation (insertion of scope)

12% (13)

Extubation (removal of scope)

0

Intervention

3% (3)

Post procedure

5% (5)
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Table 2: Procedural and patient characteristics associated with patient experience of
procedure
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