
Colon Screening Program
Patient Assessment Process
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Using the Patient Coordinator Standards and clinical judgment, the patient coordinator will identify those patients who can 
proceed safely to colonoscopy without physician assessment.

Using the Patient Coordinator Standards, the patient coordinator will identify barriers (medical or other) which prohibit a patient 
from following a streamlined colonoscopy pathway.

The patient coordinator will work collaboratively with the patient, GP, colonoscopist and specialist(s) to plan the safe care of the 
higher risk patient proceeding to colonoscopy.

For patients who are deemed to need a colonoscopist assessment, if the patient is regularly followed by a specialist who does 
colonoscopy, when possible refer the patient to that colonoscopist.  

bc cancer agency sends
referral to health authority

health authority receives referral and patient coordinator or clerk contacts patient to 
set-up assessment time (in person or phone)

patient coordinator completes assessment and identi�es any alerts for 
colonoscopy 

patient declines
colonoscopy

No alerts for 
colonoscopy

patient coordinator 
arranges teaching* 
(group or individual) and 
colonoscopy date

patient has colonoscopy

bc cancer agency 
recalls patient as per recall 
guidelines or patient 
discharged

Minor alert identi�ed

Instruction to be given by 
patient coordinator during 
assessment.

(e.g. Fe supplement, Glaucoma, 
Jehovah Witness, Allergies to 
prep ingredients or meds used 
during procedure)

Moderate alert identi�ed Moderate high-alert 
identi�ed: patient has 
complex medical issue(s)

High alert(s): patient 
requires colonoscopist 
assessmentInstruction to be given by health 

care provider or specialist 
(non-colonoscopist).

(e.g. IDDM, Anti-thrombotics)

• Sends health care provider
and/or specialist letter
indicating colonoscopy date
and requesting direction.

• Advises patient to see health
care provider as soon as
possible.

• Contacts patient at least 1
week before colonoscopy to
con�rm plan.

• Update assessment info for
colonoscopist by info received
back from health care
provider/specialist.

Patient coordinator contacts the 
colonoscopist to determine if 
assessment required (in person, 
by email or by letter template).

(e.g. CKD, Cirrhosis, Cardiac 
issues, Respiratory issues, 
gastrointestinal symptoms)

colonoscopist 
assessment required

colonoscopist 
assessment not 

Patient has obvious complex 
medical issues, needs consult 
prior to colonoscopy. Contact 
colonoscopist.

(e.g. severe CHF, Recent MI with 
angina, anticoagulation that can 
not be safely discontinued)

colonoscopist 
completes assessment

patient appropriate 
for colonoscopy

patient coordinator sends letter 
to health care provider 

patient not appropriate 
for colonoscopy

Goals of Assessment Process

patient coordinator 
faxes page 3 of 
assessment form to 
bc cancer agency

• Advises patient coordinator 
of assessment outcome, any
medications and bowel prep
instructions given to patient.

• Advises patient coordinator
if teaching has been
completed. 

• Patient discharged from 
    program.
• Colonoscopist faxes 

consult letter to health 
care provider.

patient coordinator faxes 
page 3 of assessment form to 
bc cancer agency

* For patients who have had an 
assessment with colonoscopist, 
additional teaching not required.
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