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  Australian health care system is a complex mix of service 

oviders, variably responsive to the demands placed upon 
m, and sometimes with limited flexibility, given resource 

and bureaucratic constraints. So, since the Australian Government 
Department of Health and Ageing introduced national screening 
for bowel cancer, based on incontestable evidence of reduction of 
mortality from colorectal cancer, there have inevitably been some 
uncertainties about whether the health care system can cope. In 
particular, there is concern about the follow-up and management 
of participants with positive faecal occult blood test (FOBT) 
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423  510 Australians who turned 55 or 65 years of age.1 With a 
45% participation rate (the participation rate in the pilot program), 
and a 6% FOBT positivity rate, 11  484 colonoscopies will be 
needed over the first year. In my own public hospital catchment, 
where about half of the population has private health insurance, 
we estimate that this will mean an extra three to four colonoscop-
ies per week for the initial roll-out, rising to 50 when, in 2016, 
FOBTs will be offered to all people aged 55–74 years. This estimate 
includes follow-up colonoscopies for those with adenomas 
detected during screening. These figures equate to a need for one 
extra dedicated endoscopy theatre.

 Shifting the (outpatient) load to the federal government 
through service arrangements between state and federal govern-
ments will protect the state purse from some of the burden, but 
30%–50% of the load will still fall on the public sector. Estimates 
of this proportion vary, depending on state or federal perspectives, 
and will likely change as such arrangements unfold across the 
states. Some states, particularly Queensland, Western Australia 
and New South Wales, are already well advanced in addressing the 
impending load through, for example, commitment of state 
resources for non-insured patients to service the non-medical 
facility costs of delivering services by private providers. Other 
states have proved less responsive and willing to commit resources 
in this or other ways.

But what can be done at the local level, and why should state 
and federal health departments shoulder the entire burden? The 
article by Viiala et al in this issue of the Journal (page 282) and 
other Australian reports shed light on the problem and provide 
some guidelines.2-4 Direct management of waiting lists will free up 
colonoscopy resources. In particular, there is evidence that 
National Health and Medical Research Council guidelines are not 
being rigorously applied and colonoscopies are being ordered too 
frequently, both in the private and public systems, for surveillance 
of patients after adenoma and cancer detection and for screening of 

those with a family history of colon cancer.3-5 The report by Viiala 
et al2 is a timely reminder of the extra capacity, after careful 
management of waiting lists, that can be called on to meet the 
needs of the National Bowel Cancer Screening Program. Based on 
data from randomised controlled trials, a repeat colonoscopy after 
detection of an adenoma is rarely needed in less than 3 years, and 
most patients can be offered 5-yearly surveillance.6

Adequate staffing is critical. At present, most states are identify-
ing any excess capacity in their endoscopy services, and some are 
encouraging endoscopy nurses back into the workforce, with 
appropriate consideration of their needs. In Australia, training of 
endoscopists is well developed and monitored, and now accred-
ited by the Conjoint Committee (of the Royal Australasian College 
of Physicians, the Royal Australasian College of Surgeons and the 
Gastroenterological Society of Australia) for Recognition of Train-
ing in Gastrointestinal Endoscopy. However, there is room for 
increased efforts to monitor quality and competence, and to 
improve training standards. This has been strikingly effective in 
the United Kingdom.7 Recognition of the changing demography of 
disease, and a matching of resources to these changes, needs 
informed high-level hospital management decisions. Colorectal 
cancer continues to increase in incidence, while the prevalence of 
other common diseases is decreasing. As has already occurred in 
some settings, it should be possible to spread the load across both 
private and public facilities, with appropriate jurisdictional con-
tractual agreements between federal and state governments, and 
optimal use of existing facilities and personnel. Any opportunities 
for funding extra services should be quickly identified by hospital 
administrators to enhance service capacity.

Categorisation of waiting lists according to the likelihood of a 
diagnosis of cancer or advanced adenoma with respect to the 
indication for the colonoscopy is an important principle. The 
government’s choice of immunochemical testing for faecal occult 
blood, with a 6%–8% overall rate of positive test results, offers, on 
the evidence of receiver operating characteristics, the best balance 
between sensitivity and specificity. The National Bowel Cancer 
Screening Pilot Program, using the same test, identified cancer in 
5.3% of patients with positive FOBT results and an additional 
13.9% with advanced adenomas. In the report of Viiala and 
colleagues, two of 14 patients with a positive FOBT result had 
colorectal cancer, a similar proportion to those presenting with 
iron deficiency/anaemia.2 As Viiala et al point out, these figures 
must lead to a high prioritisation of patients with positive FOBT 
results, approaching or matching other categories with high 
probabilities, such as radiological or clinical findings indicative of 
colorectal cancer.

Curiously, there appears to be, if anything, an inverse relation-
ship between duration of symptoms, or time on a waiting list, and 
cancer stage at diagnosis.8,9 Indeed, in the study by Viiala et al, 
there was no evidence of a link between prolonged colonoscopy 
waiting times and stage of carcinoma at diagnosis.2 However, this 
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statistic should not be misrepresented — it can be explained by 
duration bias. Tumours detected by screening are more likely to be 
indolent, or have long dwell times, making them, at any time point 
(eg, of screening), more prevalent and more likely to be at an early 
stage. Aggressive tumours, with short histories and rapid stage 
evolution, are not as easily detected by periodic screening, or will 
have short symptom durations, leading to a statistical distortion in 
the relationship between symptom duration, or waiting-list dura-
tion, and stage at diagnosis. Nevertheless, for the individual 
tumour, it is axiomatic that detection at an earlier time point must 
be associated with at least an earlier stage of disease and logically a 
better outcome for the patient.

What other issues may arise in referral for colonoscopy within 
the National Bowel Cancer Screening Program? While it is obvious 
that the benefits of early detection through screening can only be 
enjoyed by participants, it should also be recognised that co-
morbidities, and age itself, may limit any increments to survival 
otherwise implicit in screening.10 The Australian Government’s 
offer to Australians is irrespective of comorbidities. General practi-
tioners have an important role — in assessing the comorbid status 
of their patients invited to participate in the national program; and 
in recommending non-participation if estimates of limited life 
expectancy or other factors would render follow-up of a positive 
test result by colonoscopy inappropriate. It may be a difficult call 
for a GP to advise a patient with three or four comorbidities who 
returns a positive FOBT result, but advice not to proceed with a 
colonoscopy may be appropriate.

No monitoring, evaluation or planning can be done without 
data. The National Bowel Cancer Screening Pilot Program told us 
that transfer of data on the outcomes of colonoscopy to the central 
register was inadequate. The exception was the pilot site in 
Mackay, Queensland, which dealt with this issue very successfully 
through a variety of processes, but, most notably, by providing 
personnel to monitor the pathway to colonoscopy of screenees 
with positive results. The way forward is clear. There must be 
investment in supervision of this vital part of the program — data 
transfer — at least until electronic and integrated data systems are 
universally available to do this. Responsibility for this rests with 
both state and federal governments.

The National Bowel Cancer Screening Program offers our best 
chance of having a significant impact on the outcome of colorectal 

cancer, our second commonest cancer killer. From ministers to 
minions, we all have a responsibility to make it work.
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