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this	mixed-methods	study	reveals	6	key	points		
often	neglected	in	physician-patient	discussions
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•		When	talking	to	patients	about	screening	

colonoscopy,	make	clear	their	risk	of	
colorectal	cancer.	also,	be	sure	they	
know	about	such	commonly	overlooked	
details	as	insurance/scheduling	issues,	
dietary	and	medication	changes	
before	the	procedure,	a	companion	
to	drive	afterward,	and	possible	
colonoscopy	complications.

•		Consider	recommending	supplemental	
information	sources	such	as	telephone	
calls,	letters,	e-mails,	Web	sites,	or	
videotapes	to	help	patients	understand	
the	need	for	screening	colonoscopy.	

Abstract
Background			a	physician’s	recommen-
dation	is	a	powerful	motivator	for	a	patient	
to	undergo	colonoscopy	for	colorectal	
cancer	screening,	yet	little	is	known	about	
how	physicians	address	this	topic.
Methods		We	recruited	30	primary	care	
physicians	and	physicians-in-training	
from	4	practices	to	counsel	a	“patient,”	
simulated	by	a	researcher,	regarding	
the	need	for	screening	colonoscopy.	
audiotapes	of	the	physician-patient	
encounters	were	transcribed.	Preserving	
physician	anonymity,	we	assessed	each	

encounter	for	key	informational	points,	
positive	or	negative	message	framing,	
type	of	numeracy	information,	and	use	
of	colloquial	or	technical	language.	
Results			study	physicians	addressed	
a	mean	of	6.7	(standard	deviation=1.8)	
of	13	key	informational	points.	Most	
physicians	(≥80%)	discussed	the	benefits	
of	colorectal	cancer	screening,	the	
recognition	of	colonoscopy	as	a	standard	
exploratory	procedure,	and	the	use	of	
sedation.	However,	few	(<20%)	addressed	
the	risks	of	colonoscopy,	the	nuances	of	
scheduling,	or	the	need	for	dietary	and	
medication	changes.	Nearly	all	physicians	
(98%)	used	messages	that	focused	on	
the	positive	aspects	of	screening	(gain-
framed	messages),	and	many	(67%)	also	
used	messages	that	focused	on	the	risk	
of	not	screening	(loss-framed	messages).	
Numeracy	information	generally	was	
expressed	simply,	but	half	of	the	physicians	
used	statistical	terms.	Half	used	colloquial	
terms	to	describe	the	prep	and	procedure.
Conclusion			though	most	physicians	
used	positive,	simple	terms	to	describe	
colonoscopy,	they	often	omitted	key	
information.	Correcting	for	the	areas	of	
insufficient	information	found	in	our	study—
perhaps	with	supplementary	educational	
sources—will	help	ensure	that	patients	are	
adequately	prepared	for	colonoscopy.	
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Colorectal cancer screening has the 
potential to reduce deaths from 
colorectal cancer by at least one 

third.1 Yet only half of eligible patients 
in the US who are age 50 or older have 
undergone screening.2 Patients often say 
they haven’t been screened because their 
physician didn’t recommend it.3–5

A physician’s recommendation is 
strongly predictive of whether a patient 
actually undergoes colorectal cancer 
screening, even after adjusting for mul-
tiple confounders.6–9 Yet several studies 
have found that, even after the physician 
has recommended or ordered an endo-
scopic study of the colon, many patients 
do not follow through.10–12 Successful 
completion of screening colonoscopy re-
quires, in part, that a patient understand 
the need for the procedure and receive 
sufficient instruction about it. Thus, fail-
ure to undergo this test may reflect pa-
tient concerns or misunderstandings due 
to inadequate communication.13,14

In many settings, the primary care 
physician bears the responsibility for tell-
ing the patient about screening colonos-
copy because the endoscopist meets the 
patient only at the time of the procedure. 
Supplementary educational programs can 
also play a role. Unfortunately, though, 
while these materials appear to reduce 
patient anxiety and increase adherence to 
screening recommendations,15–17 they are 
infrequently used.

Looking at physician communication 
with an eye toward improvement 
Our goal in conducting this study was 
to evaluate the way in which physicians 
discuss the need for screening colonos-
copy with their patients. Using a simu-
lated patient scenario, we wanted to ex-
amine 4 dimensions of each discussion: 
completeness; type of messaging; type of 
numeracy information (ie, numerical and 
mathematical data); and use of colloquial 
vs technical language. 

•  completeness reflected the number 
of key informational points ad-
dressed.

•  Type of messaging focused on the 
use of loss- or gain-framed messag-
es, both of which have been linked 
to increased patient intention to 
adopt a cancer prevention behavior 
or test.18–20 Gain-framed counseling 
emphasizes the positive aspects of 
screening; loss-framed, the risks of 
not screening.

•  Type of numeracy information. Be-
cause poor numeracy skills are 
thought to impair the accuracy 
of patients’ perceptions of cancer 
risk,21 we categorized the type of 
numeracy information provided by 
physicians following an approach 
developed by Ahlers-Schmidt and 
colleagues.22

•  colloquial vs technical language. Be-
cause colonoscopy involves sensi-
tive topics such as the bowels and 
feces, and because language choic-
es may affect acceptance of care,23 
we evaluated physicians’ use of 
terminology when describing the 
procedure.

We felt that by looking at these di-
mensions, we could help physicians to 
refine screening colonoscopy messages so 
that conversations with patients could be 
more clear, complete, and balanced.

z Methods
13 key points regarding  
screening colonoscopy
We reviewed published literature and In-
ternet sources to develop a preliminary 
list of topics a primary care physician 
could address when discussing colorec-
tal cancer screening, especially screening 
colonoscopy. We used NLM Gateway 
and Medline databases and the following 
search terms: colonoscopy, patient edu-
cation, patient instructions, guidelines, 
physician, colon cancer, counseling, and 
knowledge. A medical librarian directed 
the search. Despite having expert assis-
tance, we did not find any publications 
that offered a peer-reviewed, validated 
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list of topics to guide physicians’ discus-
sions about screening colonoscopy. 

We then conducted an Internet search 
using the terms colon cancer, colon cancer 
screening, colonoscopy, and colon cancer 
patient education. We categorized data 
from identified sites such as the American 
Gastroenterological Association, Up-to-

Date, the American Cancer Society, and 
the National Library of Medicine, among 
others, into 13 common topics (TABLE 1).  
Three points addressed general infor-
mation about colorectal cancer, and the 
rest dealt with colonoscopy specifically. 
A panel of 2 gastroenterologists and 
3 internists from the same institution  

Talking about colonoscopy
t

 Percentage of physicians who covered  
key colorectal cancer screening points

   Physicians 
  addressing   

ToPic informaTional PoinT ToPic	(n=30), %

general colorectal prevention  	

1.		standard	preventive		 Recommended*	as	a	standard	screening	test	for	those	 	 83	

health	care	procedure		 age	50	and	older	 	

2.	value	of	screening		 Can	prevent	cancer	as	well	as	detect	cancer	at	a	treatable		 	 83	

	 stage

3.	Risk	of	colorectal	cancer		 Prevalence	or	incidence	either	nationally	or	regionally		 	 43	

	 (family	history)†

specifics about colonoscopy

4.	anesthesia		 sedation	to	reduce	discomfort;	risk	information	discussed	 	 87	

	 	or	to	be	reviewed	by	anesthetist	

5.	gastrointestinal	prep		 use	of	laxative,	usual	types	used,	and	what	patient	 	 77	

	 can	expect

6.		abnormalities	detected		 Finds	growths	(polyps)	or	cancer	 	 76	

by	colonoscopy	

7.	Description	of	procedure		 Camera	at	the	end	of	a	flexible	tube	views	the	entire	colon		 	 70	

	 and	tiny	tweezers	at	the	end	sample	or	remove	growths

8.		Follow-up	after		 Experts	recommend	screening	after	a	negative	test	every	 	 67	

a	negative	test		 10	years	

9.		Patient	experience		 any	personal	or	family/friend	experience	with	colonoscopy	 	 64	

or	knowledge	‡	 or	knowledge	about	the	test

10.	transportation		 another	person	must	accompany	the	patient	after	procedure	 	 53

11.	Insurance/scheduling	 Insurance	coverage,	who	arranges	for	the	procedure,		 	 13	

	 where	test	is	performed

12.	Diet		 Diet	the	day	before	and	day	of	procedure,	importance	of		 	 10	

	 hydration

13.	Risk	of	colonoscopy		 Risk	of	bowel	perforation	or	other	complication	 	 10

14.	Medications		 Changes	in	medications	for	the	procedure	 	 3

*Recommendation	by	expert	panels	need	not	be	specified.	Physicians	often	just	say,	“We	recommend.”

†Family	history	not	necessary	in	this	study	because	the	patient	was	said	to	be	at	average	risk	for	colorectal	
cancer.

‡	Point	was	not	identified	originally	by	the	review	and	excluded	from	analysis.

TaBlE 1
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independently judged each item on the 
list for importance, relevance, and feasi-
bility for discussion. Except for one pan-
elist, all endorsed the need to address the 
13 items.

Physician sample
Of 135 providers practicing in 2 primary 
care and 1 geriatrics practice affiliated 
with the same urban academic medical 
center, we invited 30 physicians to par-
ticipate. This sample was chosen to ad-
equately represent female and minority 
physicians as well as physicians at differ-
ent levels of training (TABLE 2). The phy-
sicians were invited to participate either 
by e-mail (N=19) or in person (N=11), 
and all invitees consented. Interviews 
were conducted alone in the physician’s 
office or in a practice conference room, 
and they were audiotaped with the phy-
sician’s consent.

Interviews lasted fewer than 15 min-
utes and did not intrude on patient care 
time. Study physicians read a vignette of 
a fictitious 51-year-old African American 
woman who was an established patient 
in their practice, without a family history 

of colon cancer but with arthritis and hy-
pertension. We asked each physician to 
inform the patient (simulated by the inter-
viewer) about colorectal cancer screening 
and colonoscopy, as well as the logistics 
of getting this test. To standardize the 
interaction, interviewers predefined the 
patient’s responses to questions. For ex-
ample, if the physician asked about prior 
knowledge of colonoscopy, the simulated 
patient replied that she had none. Study 
physicians were not prompted in any way 
and, though not given time restrictions, 
all were brief and to the point.

Analysis 
Interview transcripts were anonymous, 
identified only by a study number. The 
2 study investigators coded transcribed 
interviews independently as to whether 
physicians addressed the 13 informa-
tional points. Inter-rater concordance in 
coding was 90%. We also independently 
evaluated the interviews according to the 
use of gain- or loss-framed messages (eg, 
detecting colon polyps early before can-
cer develops vs colorectal cancer being 
the second most common cause of cancer 
death). We independently classified types 
of numeracy information provided into 
15 categories.22 We also independently 
examined audiotaped transcripts for ex-
amples of colloquial terms/slang or tech-
nical language. Because we are unaware 
of a validated approach to characterizing 
a physician’s language in this manner, we 
asked a layperson for assistance in iden-
tifying colloquial/slang terms. 

To determine whether there were pre-
dictors of a physician addressing more of 
the informational points than his or her 
peers, we examined bivariate associa-
tions of the following demographic and 
professional data: gender, race (white vs 
non-white), academic advancement (at-
tending vs trainee), and specialty (general 
internist vs geriatrician).

We analyzed data using the Wilcox-
on rank-sum test because the data were 
not normally distributed. We used SAS 
Statistical Software (SAS Institute, Cary, 

 Study physician characteristics

 Physicians wiTh  informaTional 
 characTerisTic PoinTs addressed,* 
characTerisTic (n=30), % mean (sd)

Total	 100	 6.73		(1.84)

gender	 	 	

Female		 66	 6.70		(1.89)	

Male	 34	 6.80		(1.81)

race	 	 	

White	 80	 6.84		(1.80)	

Non-white	 20	 6.20		(2.17)

level of training	 	 	

attending	 63	 6.84		(1.98)	

trainee	 37	 6.54		(1.63)

specialty	 	 	

general	Internal		 90	 6.89	(1.83)	

				Medicine	

geriatrics	 10	 5.33	(1.53)

*	all	comparisons	P	>.05	

TaBlE 2
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NC). The University of Pennsylvania In-
stitutional Review Board approved the 
study. The project was supported by a 
grant from the Bach Fund of the Pres-
byterian Medical Center, University of 
Pennsylvania.

z Results
How did the physicians  
talk to their patient?
The 30 study physicians were primar-
ily women, one fifth were from under-
represented minorities, and one third 
were either residents or fellows (TABLE 

2). Of 13 key informational points en-
dorsed by our physician panel (TABLE 1), 
the physician-subjects addressed a mean 
of 6.7 points (range, 3–10). Nearly all 
physician-subjects discussed the value 
of colorectal cancer screening, colonos-
copy as a standard colorectal screening 
procedure, and sedation during the pro-
cedure. However, fewer than 20% ad-
dressed the following topics: insurance/
scheduling, dietary changes, medication 
modification, and risks of colonoscopy. 
In this small sample, the number of top-
ics mentioned did not differ significantly 
by physician characteristic (TABLE 2).

Two thirds of the physicians asked 
the simulated patient about her prior 
knowledge or experience with colonos-
copy. Although this question was not 
among the original 13 informational 
points, it helped to guide the discussion 
by identifying specific preconceptions or 
prior knowledge of this test. Therefore, 
this post hoc 14th informational point 
was added to our list but not considered 
in our analyses. 

Gain-framed messages used more 
than loss-framed messages
Nearly all physicians used gain-framed 
messages, and more than half also used 
loss-framed messages (TABLE 3). Only 
1 physician offered only a loss-framed 
message. Overall, study physicians men-
tioned less than 2 gain- or loss-framed 
messages. 

•  The most common types of gain-
framed messages were detecting 
cancer early, preventing cancer by 
taking out polyps, and screening at 
only a 10-year interval if the test re-
sult is negative. 

•  The most common loss-framed mes-
sages noted that colorectal can-
cer was the second most common 
cause of cancer death and that risk 
is increased with a family history of 
this cancer.

Physicians avoided using numbers
Of the 15 types of numeracy informa-
tion described by Ahlers-Schmit et al, our 
physicians used only 5. Nineteen physi-
cians (63%) used descriptive terms such 
as “likely” or “increased,” and 15 (50%) 
used statistical concepts such as risk and 
second-most-common cause. Physicians 
avoided using numbers; 9 (30%) used 
temporal terms such as “early”; 4 (13%) 
cited a proportion; and only 3 (10%) 
used a fraction.

Colloquial language,  
or was it crude? 
While reading the transcripts, we noted 
that some physicians used colloquial 
terms that could be regarded as crude. 
Other terms were probably too technical 

Gain- and loss-framed messages and types of  
numeracy information used by study physicians

TyPe of message  Physicians, occurrences in inTerviews, 
or numeracy  n  (%) ToTal n (mean among users, range)

message framing	 	

			gain-framed		 29			(96)	 56		(1.9,		1–5)

			loss-framed		 20			(67)	 31		(1.6,	1–3)

numeracy	 	

			Descriptive	terms	 19		(63)	 36		(1.9,	1–3)

			statistical	terms	 15		(50)	 30		(2.0,	1–5)

			temporal	terms	 	9			(30)	 11		(1.2,	1–2)

			Proportions	 	4			(13)	 5		(1.3,	1–2)

			Fractions	 	3			(10)	 3		(1.0,	1–1)

TaBlE 3
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without an explanation. Some informa-
tion was simply incorrect. We offer se-
lected quotes to illustrate various types 
of language used.

About the prep: 
	 •		“Getting a colonoscopy is not the  

most fun experience … you 
have really bad diarrhea and you 
just empty out your guts.”

 •  “It’s basically Liquid Plumber for your  
bowels.”

 •  “Bowel prep … is kind of voluminous 
and associated with kind of massive  
bowel movements.”

 •  “Everybody hates the prep and you  
may be one of those and that’s just  
that.”

 •  “Generally you have to be up all night, 
sometimes, cleaning your bowels out.”

About the procedure: 
	 •		“It’s not the most comfortable 

screening exam in the world.”
 •  “It’s a test where they stick a lighted  

tube up your back-side.”
 •  “The stomach doctors put a camera  

up your bottom and look at the walls  
of your colon.”

 •  “They can go in with a microscope  
and look around and look at the  
colon itself.”

 • “It’s a painless test.”

Word polyp is used,  
but not defined
Physicians often employed technical 
language when describing the pathol-
ogy detected by colonoscopy. “Polyp” 
was mentioned by 20 physicians (67%) 
but rarely defined; “biopsy” by 5 (17%), 
and “lesion” by 6 (20%). Other techni-
cal terms were precancerous, symptom-
atic, and incapacitated.

z Discussion
An informed patient  
is a willing patient
Our study physicians addressed only half 
of the 13 informational points, likely re-

flecting the time constraints of a typical of-
fice visit. Primary care physicians appear 
to expect that either the colonoscopist or 
other sources of information would fill in 
the gaps. As reported in several studies, 
unanswered questions can discourage pa-
tients from keeping their scheduled colo-
noscopy appointment.10,11 In one report 
of African-American church members, 
those with adequate knowledge about 
colorectal cancer screening were more 
likely to complete screening.24

Wolf and Becker suggested that dis-
cussions about cancer screening address 4 
broad topics: the probability of develop-
ing the cancer, the operating characteris-
tics of the screening test(s), the likelihood 
that screening will benefit the patient, and 
potential burdens of the test.25 Instead of 
a balanced and lengthy discussion, our 
study physicians generally emphasized 
the positives such as the value of avoiding 
colon cancer, the standard nature of this 
test, and the benefit of being sedated for 
the procedure. Thus, gain-framed messag-
es about colorectal cancer were the norm 
for our study physicians.

Half of the physicians also of-
fered loss-framed messages emphasizing 
the need to avoid the consequences of 
colorectal cancer and the increased threat 
associated with a family history of this 
malignancy. Research in mammography 
screening suggests that loss-framed mes-
saging may be a more powerful motiva-
tor than gain-framed messaging,26 but it is 
not clear if this observation can be gener-
alized to colorectal cancer screening.

Walking a fine line  
with the particulars of risk 
Our study physicians rarely provided 
data on the probability of developing 
colorectal cancer. Physicians may avoid 
this topic because many patients have dif-
ficulty understanding information about 
the risk of colorectal cancer.11 In support 
of this approach, Lipkus and colleagues 
reported that various ways of informing 
patients about colorectal cancer risk did 
not affect their intention to be screened.27 

Some physicians 
used terms that 
were crude, or  
used technical 
language with no  
explanations
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Of concern, most of our physicians did 
not address the common misconception 
that colorectal cancer screening is unnec-
essary in the absence of symptoms.28

Overall, the level of numeracy in-
formation provided by study physicians 
required minimal patient understanding 
of mathematical and statistical concepts. 
Most information was descriptive, such 
as colonoscopy being “more thorough” 
than other tests. Though statistical con-
cepts such as “risk” were often mentioned, 
few physicians offered probabilities or in-
cidence data. Experts recommend provid-
ing such data,25 but Web sites have been 
criticized for offering excessive numerical 
cancer risk data.22 Therefore, physicians 
must walk a fine line between providing 
adequate information and offering data 
that require a high level of health numer-
acy for understanding.

6 key points  
physicians often overlook
Most physicians failed to mention di-
etary and medication changes, schedul-
ing/insurance coverage issues, and risk of 
complications from colonoscopy. Nearly 
60% failed to discuss the patient’s risk 
of colorectal cancer. Almost half did 
not mention the need for a companion 
to accompany the patient after the test. 
Scheduling challenges, in particular, are 
known to interfere with completing 
colonoscopy.11 

Many neglect to describe  
the procedure
Thirty percent of physicians failed to de-
scribe the procedure itself, so it is not sur-
prising that patients complain they have a 
poor understanding of test logistics.11,29,30 
Denberg and colleagues have reported 
that mailing an informational brochure 
about colonoscopy can increase the num-
ber who keep their appointment.31

How language choices  
may affect understanding
Other researchers have identified addi-
tional patient barriers to colonoscopy, in-

cluding fear of pain, concern for modesty, 
and desire to avoid the bowel prep.11,32 
These concerns may be mitigated or 
heightened by the physician’s language. 
In our review of transcripts, physicians 
often used slang or colloquial language 
to describe the procedure, probably in an 
attempt to convey information in a famil-
iar way. This language may be viewed as 
crude and potentially discouraging, but 
further research is needed to evaluate 
patient receptiveness to different ways of 
speaking about sensitive topics.

Additionally, physicians commonly 
used technical terms such as “polyp” 
and “biopsy” without explaining them. 
Technical language may increase ra-
cial disparities in adhering to scheduled 
colonoscopy. In a family medicine clinic, 
patients from minority groups had par-
ticular difficulty understanding medical 
terms and procedure names.28 Because 
little time is available for counseling 
about cancer screening tests, and because 
patients retain only a limited amount of 
information about procedures,33 supple-
mentary informational sources are war-
ranted.15–17,31 Options include brochures, 
telephone calls, letters, e-mails, Web site 
data, and videotapes, but it is unclear 
which sources optimally improve patient 
adherence to screening colonoscopy.34

Study limitations include  
simulated interaction
There were a number of limitations to 
this study. First, the investigators “simu-
lated” the patient. Though study phy-
sicians were told to act as if they were 
speaking to a regular patient, they may 
still have unconsciously modified their 
usual approach to addressing this topic.

Second, we did not assess the effec-
tiveness of these discussions in motivating 
actual patients to receive colonoscopy.

Other limitations included the fol-
lowing:

•  We did not set a time period for 
these discussions, so they may have 
been even more limited in actual 
practice.

Talking about colonoscopy
t

Unanswered  
questions can  
discourage  
a patient from 
keeping their  
appointment

C o N t I N u E D



the journal of

Family 
Practice
the journal of

fast track

E8 vol	56,	No	8	/	august	2007		The Journal of family PracTice

•  We studied physicians from a single 
health care setting wherein colo-
noscopy appears to be the preferred 
approach to screen an average risk 
patient for colorectal cancer. In ad-
dition, in this health care system, 
this test is performed by a gastro-
enterologist, rather than a primary 
care physician.

•  We did not determine whether pa-
tients regard our selected quotes as 
too colloquial or technical.

•  This study did not address the im-
portant barrier of a physician for-
getting to recommend colorectal 
cancer screening.35

z 	Further research,  
next steps

Our study supports the hypothesis that 
physicians differ widely—but are gener-
ally deficient—when informing patients 
about screening colonoscopy. They gen-
erally emphasize the positives of colonos-
copy and use terms that are colloquial, 
avoiding statistical concepts that may be 
hard for patients to understand. Future 
studies need to address the effectiveness 
of these approaches to discussing screen-
ing colonoscopy. 

Given the central role of the prima-
ry care physician in motivating patients 
to undergo screening colonoscopy in a 
limited time period, it appears that addi-
tional supports are needed to supplement 
physician discussion about this important 
preventive care procedure.   n
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