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Colorectal cancer (CRC) is a 
significant source of morbid-
ity and mortality in the Unit-

ed States. Of all cancers in 2011, 
cancers of the colon and rectum were 
the third most common type diag-
nosed in men and women; national-
ly, the mortality rates were 22 and 
15 per 100,000, respectively.1 Previ-
ous studies suggest that there may 
be significant difference in colorec-
tal cancer incidence and mortality 
among men and women in rural re-
gions of the United States.2-5 This 
geographic variation may be part-
ly due to unique differences in ac-
cess to colorectal cancer screening.6,7 
Residents in medically underserved 
areas, such as some rural areas of 
the United States, may face impor-
tant barriers to screening.8-10 Lim-
ited access to quality medical care 
facilities and particularly cancer 
prevention programs may negative-
ly affect health outcomes for cancer 
patients.11,12 The situation for rural 
residents is compounded by fewer 
physician visits a year, underutiliza-
tion of community-based health re-
sources, and entry into the health 
care delivery system later and sick-
er than urban residents. Research 
from the Behavioral Risk Factor 

From the Colorado Area Health Education 
Center, Department of Family Medicine, 
University of Colorado-Denver.

Endoscopy Training in Primary Care:
Innovative Training Program to Increase Access  
to Endoscopy in Primary Care
Tarik	Walker,	MD,	MPH;	Mark	Deutchman,	MD;	Beth	Ingram;	 
Ely	Walker,	MD,	MPH;	John	M.	Westfall,	MD,	MPH

BACKGROUND AND OBJECTIVES: Colorectal cancer (CRC) is a 
significant source of morbidity and mortality in the United States. 
Colonoscopy can be an extension of the care provided by a family 
physician to help substantially reduce CRC morbidity and mortal-
ity. Family physicians trained in colonoscopy can provide access to 
care in rural and medically underserved areas. 

METHODS: The Department of Family Medicine and the Colo-
rado Area Health Education Center (AHEC) developed the Endos-
copy Training for Primary Care (ETPC) program to teach primary 
care physicians to perform colonoscopy. The program included on-
line didactic education, a formal endoscopy simulator experience, 
and proctoring by a current endoscopist. Participants completed 
a baseline and follow-up survey assessing CRC screening knowl-
edge and the effectiveness of the endoscopy training for ongoing 
screening activities. 

RESULTS: To date, 94 practitioners and health professional stu-
dents have participated in the study. Ninety-one (97%) completed 
the online didactic portion of the training. Sixty-five participants 
(77%) were physicians or medical students, and the majority (64%) 
was in the field of family medicine. The year 4 (2011) follow-up 
cohort was comprised of 62% respondents working in an urban 
background and 26% in rural communities. Many participants re-
main in a queue for proctoring by a trained endoscopist. Several 
participants are successfully performing a significant number of 
colonoscopies. 

CONCLUSIONS: ETPC program showed success in recruiting a 
large number of physicians and students to participate in training. 
The program enhanced perceptions about the value of colon can-
cer screening and providing screening endoscopy in primary care 
practice. Providing sites for simulation training throughout Colorado 
provided opportunity for providers in rural regions to participate. As 
a result of this training, thousands of patients underwent testing 
to prevent colon cancer. Future research relating to colonoscopy 
training by family physicians should focus on quality assurance and 
determining best methods for procedural competence.

(Fam Med 2012;44(3):171-7.)
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Surveillance Survey (BRFSS) has 
also documented that rural residents 
were less likely to obtain certain can-
cer-screening services according to 
the timeline established by national 
standards.13 While rural populations 
apparently experience lower over-
all cancer incidence, the prognosis 
for rural cancer patients is poorer.11 
Rural Colorado is representative of 
national cancer trends. However, in 
Colorado, CRC ranks second for can-
cer mortality behind only lung can-
cer, suggesting that early detection 
needs within the state should be a 
priority. The US Preventive Services 
Task Force (USPSTF) recommends 
screening adults for colorectal can-
cer using fecal occult blood testing, 
sigmoidoscopy, or colonoscopy begin-
ning at age 50 and continuing un-
til age 75. The American College of 
Gastroenterology recently reported 
that colonoscopy is the best colorec-
tal cancer prevention test currently 
available.14-16

Colonoscopy may be a natural ex-
tension of the total care provided by 
a well-trained family physician.17,18 
Patients with gastrointestinal dis-
orders are commonly seen by fam-
ily physicians, and such complaints 
are often first reported to a fam-
ily physician. Thus, part of a fam-
ily physician’s role is to know when 
patients require screening and en-
doscopy. Studies indicate that family 
physicians that perform colonoscopy 
compare favorably with gastroenter-
ologists and general surgeons when 
observable factors are used to deter-
mine technical competency in colo-
noscopy.19 Benefits to the patient of 
having his or her family physician 
perform the colonoscopy include less 
fragmentation of care, patients’ com-
fort in having colonoscopy done by a 
physician they know and trust, de-
creased travel time, decreased cost 
to the patient, and fewer lab tests. 
Rural patients particularly benefit 
from these factors because of their 
distance from urban referral centers. 
There are also community implica-
tions; endoscopic procedures consti-
tute an important component of the 
clinical care provided by many rural 

hospitals. Rural hospitals, to contin-
ue providing this care, need physi-
cians who can perform colonoscopy. 

Due to the change in the screen-
ing recommendation, there may be 
insufficient numbers of trained en-
doscopists. One strategy to meet this 
demand is to increase the number of 
family and primary care physicians 
trained in colonoscopy. Primary care 
physicians trained in colonoscopy/
endoscopy may help meet the in-
creasing demand for cost-effective 
screening to diverse populations, 
will provide access to care in rural 
and medically underserved areas, 
and will help substantially reduce 
colorectal cancer morbidity and mor-
tality in the future. 

Endoscopy Training for Prima-
ry Care (ETPC) was designed to 
increase the number of physicians 
in Colorado who provide lower GI 
endoscopy for colorectal cancer 
screening as well as increase can-
cer screening awareness of par-
ticipants. Specific elements of the 
training program include an online 
evidence-based curriculum, a robust 
simulator experience with multiple 
endoscopic cases, and a one-on-one 
proctored endoscopy experience with 
a current endoscopist. The purpose of 
this paper is to describe the program 
and outcomes related to the training. 

Methods 
Program Development
Endoscopy Training for Primary 
Care includes three major elements: 
(1) an online didactic seminar intro-
duces basic anatomy, physiology, and 
epidemiology of colon cancer and 
colon cancer screening, (2) An en-
doscopy simulator provides a state-
of-the-art hands-on endoscopy unit 
that uses a computer to simulate the 
endoscopy procedure. The simulator 
exposes trainees to multiple cases 
of varying difficulty and with differ-
ent clinical findings. The simulator 
curriculum included sigmoidoscopy, 
colonoscopy, biopsy, and polypectomy 
cases to provide the opportunity for 
basic and advanced skill acquisition, 
(3) Proctored endoscopy cases pro-
vide physicians the opportunity to 

have a skilled endoscopist work with 
them on endoscopy cases. 

The online curriculum was de-
signed by Mark Deutchman, MD, 
and includes evidence-based guide-
lines, detailed instruction in the wide 
variety of screening techniques, and 
an extensive image library to in-
crease visual recognition of colon 
pathology. Endoscopy simulator ex-
periences were performed at one of 
four Area Health Education Centers 
(AHECs) stationed throughout the 
state. By offering the full examina-
tion of the colon, physicians were 
provided education at various stag-
es of education and proficiency. Upon 
completion of the didactic and simu-
lator training, the physician or stu-
dent was eligible for proctoring. 

University of Colorado faculty 
physicians and local Colorado phy-
sicians provided practical proctoring 
experiences. Three experienced fam-
ily physicians and a general internist 
served as proctors and were paid an 
average of $750 per full day of proc-
toring. One proctor had completed 
more than 10,000 colonoscopies. Ini-
tially, the plan was for proctors to 
be scheduled to attend in a physi-
cian’s office or hospital for 1 day at a 
time and proctor the trainee in their 
own institution. However, early on, 
scheduling difficulties made this im-
possible, and further proctoring was 
carried out in the proctors’ office or 
endoscopy suite. ETPC trainees at-
tended the proctor’s office to partici-
pate in procedures. The number of 
ETPC trainees far exceeded our ca-
pacity to provide adequate proctoring 
experiences for all trainees. We con-
tinue to struggle to find endoscopists 
willing to train primary care physi-
cians how to perform lower GI en-
doscopy. Varying levels of preexisting 
experience with endoscopy and other 
manual procedures and individual 
participant learning impacted the 
time required for competence. Com-
pletion of the proctoring was based 
on agreement between the proctor 
and trainee. While this program did 
not provide formal certification, and 
nearly all trainees desired additional 
patient experience, proctors provided 
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professional judgment on compe-
tence and trainee ability to perform 
colonoscopy on their own. The local 
dominant medical malpractice insur-
er agreed to provide malpractice in-
surance to program completers. This 
research was approved by the Colo-
rado Multiple Institutional Review 
Board.

Survey Development
All participants completed a survey 
at the beginning of the online course. 
Participants were asked to complete 
a similar survey at the end of the 
course. We sent follow-up surveys to 
participants on several occasions be-
tween 2006–2011 to determine their 
ongoing endoscopy experiences since 
completing the training program. 
The survey instrument collected 
baseline colon cancer screening data 
from practitioners that addressed 
knowledge, attitudes, and beliefs re-
garding screening for CRC (Table 1). 
Surveys were offered online and in 
paper format. For the follow-up sur-
veys, we conducted phone interviews 
to initial nonrespondents. Open-end-
ed questions allowed participants the 
opportunity to provide longer com-
ments about the program and their 
current experiences providing endos-
copy and cancer screening services. 

Analysis
Data collection to date has involved 
tracking completion of the didactic 
component, simulator practice, and 
completion of a proctoring experi-
ence. Evaluation measures includ-
ed: (1) The number of physicians 
and students who participated in 
and/or completed any phase of the 
program, (2) A description of their 
practice setting, (3) Identified chal-
lenges and strengths of the training 
program, (4) An assessment of the 
sustainability of the skills/practice 
for participants, and (5) an assess-
ment of physician ongoing endosco-
py practice. Quantitative data were 
entered into SPSS and analyzed for 
descriptive and frequency statistics. 
The study team reviewed qualita-
tive data derived from open-ended 

survey questions, and themes were 
extracted and grouped.

Results
Ninety-four (94) participants com-
pleted some portion of the training 
program. There was 100% survey re-
sponses from 94 initial participants; 
however, only 84 (90%) provided 
complete demographic data (Table 
1). Most respondents were male ages 
20–39 years. Most respondents (77%) 
were physicians or medical students, 
and the majority (64%) were in fam-
ily medicine. Participants showed a 
collective significant improvement in 
knowledge and visual identification 
of benign and malignant cancer-
related lesions (Table 2). 

The four proctors provided over 
60 full days of proctoring. The num-
ber of proctoring sessions per ETPC 
trainee varied depending on sched-
uling and proficiency. Several train-
ees did well over 100 proctored 

procedures. After training, six par-
ticipants reported actively perform-
ing colonoscopies (Table 3). Of the 
six respondents who indicated that 
that they regularly perform endosco-
pies within their respective practices, 
the range of endoscopies performed 
varied from 35 to 350 cases per year. 
More than 2,300 colonoscopies were 
reported by participants.

A number of early participants 
(n=34) as well as follow-up partic-
ipants (n=8) provided qualitative 
comments about the training pro-
gram expressing their views on the 
endoscopy training (Table 4). The 
majority of the respondents appre-
ciated both the short- and long-term 
value of the program in terms of ef-
fectiveness in diagnosis and detec-
tion, proficiency in proctoring, and 
the value of training future Colorado 
rural health providers. Respondents 
spoke positively about the quality of 
the simulators and the access to care 

Table 1: Endoscopy Training in Primary Care Participants* 

Variable n (%)

Demographics 
Male
Female

Younger than 30
30–49
50 and older

61 (73)
23 (27)

25 (30)
33 (52)
15 (18)

Training 
MD/DO
PA
Resident
Student

53 (63)
2 (3)

12 (14)
17 (20)

Specialty 
Family medicine
Internal medicine
Surgery
Gastroenterology
Other

54 (64)
10 (12)

4  (5)
3  (4)

13 (15)
Participation 

Total registered online
Completed online course
Simulator
Some proctoring
Completed proctoring
Awaiting proctoring

94 (100)
91 (97)
64 (68)
30 (32)

6 (7)
30 (32)

 
n= 94 
* Not all participants provided complete demographics. 
PA—physician assistant
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that this training provided. Some 
(n=5/8, 63%) of the respondents in-
dicated a significant increased CRC 
screening knowledge as a result of 
the training program, and several 
(n=4/8, 50%) enthusiastically ex-
pressed their gratitude and praise 
of the screening program, as both 
beneficial to providers as an edu-
cational supplement and as a plat-
form for dialogue with patients on 
the value of CRC screening. A few 
respondents (n=2/8, 25%) indicated 
that they faced some technical com-
puter-based challenges with the en-
doscopic simulator. The majority of 
respondents (n=7/8, 88%) specifically 
mentioned their appreciation of the 
program’s follow-up inquiry of their 
perspectives on the training.

Discussion
A well-organized, structured train-
ing program is essential in ensuring 
that endoscopy procedures are per-
formed in a safe and effective man-
ner. A successful training program in 
endoscopy should ideally include in-
troductory lectures and readings, the 
use of didactic videos, and simulator-
based endoscopy training. Previous 
studies have shown that endoscopic 
training on simulators can reduce 
both the learning curve and the 
critical life-threatening mistakes of 
practitioners.20,21 ETPC successful-
ly increased the number of prima-
ry care physicians providing colon 

cancer screening colonoscopy. This 
endoscopy program successfully re-
cruited a large number of physicians 
and students to participate in train-
ing. The program also enhanced par-
ticipant perceptions about the role 
and value of colon cancer screen-
ing and their intention to provide 
screening endoscopy in their prima-
ry care practice. Program completers 
reported conducting a large number 
of colonoscopies. 

One of the strengths of this study 
is that as a consequence of this 
training program, more than 1,100 
endoscopies were performed in the 
first year after completion, and an-
other 1,200 were performed in the 
last year. Extrapolated over the 4 

years after program completion, par-
ticipants may have performed nearly 
5,000 endoscopies. Conservatively, 
this represents approximately 200–
300 polyps detected, about 40–60 
cancers prevented, and potentially 
10–20 deaths averted for every 1,000 
colonoscopies performed. Despite lo-
gistical challenges faced by rural/pri-
mary care physicians in performing 
colonoscopy (ie, prevention of privi-
leges granted by some Departments 
of Gastroenterology), this program 
has been shown to be an effective 
tool to increase access to the preven-
tive care they need. It also provides 
an opportunity for primary care phy-
sicians to increase their colorectal 
cancer knowledge base. 

Table 2: Improvement in Screening Knowledge and Image Identification

Pretest Posttest P Value

Colon cancer is preventable 64.8% 78% .24
Colon cancer testing can identify problems before colon cancer starts 75.9% 91.3% .05
Colon cancer ranks first or second as cause of cancer death 75.9% 91.3% .05
Image identification—average correct of 29 images 17.8 (61%) 23.2 (80%) .02
What screening test do you usually recommend to an insured 55-year-old patient 
with no colon cancer risk factors and no GI complaints? 

Colonoscopy/endoscopy
Flexible sigmoidoscopy
FOBT/barium enema
FOBT only

66 (86%)
6 (8%)
3 (3%)
2 (3%)

Only asked on 
pretest

n=77 
* Not all participants completed all pretest and posttest questions. 
FOBT— fecal occult blood test

Table 3: Clinical Services Provided by Participants*

Provider and Follow-Up
Number of Colonoscopies 

Performed in the Past Year

Year 1 follow-up
Total 1,158 Colonoscopies

Year 4 follow-up
Provider

• 1
• 2
• 3
• 4
• 5
• 6
• Total

250
35

150
250
350
175

1,210

Total endoscopy reported by participant 
providers

2,368

Currently performing colonoscopies 6/8 (75%)

Training increased awareness of the 
importance of colorectal screening

5/8 (62%)
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Table 4: Participant Comments on Endoscopy Training for Primary Care Course

Access • “Having it available makes it more likely that they will recommend colonoscopy because it’s available. 
If a test is not available because of resources or whatever, it’s not going to be available to them. The fact 
it’s done right there in the clinic really facilitates it. So if they have someone over 50 who’s supposed to 
be screened or somebody who has symptoms that warrant colonoscopy they can get it done, rather than 
trying to say, well maybe we’ll do a flex sig, or we’ll do a stool guiac, or barium enema, they can go right to 
a test that’s most appropriate for their clinical situation.”

• “I’m providing a service that broadens the access. As more and more people are referred for 
colonoscopies at the age of 50 who end up getting one of these, the specialists will become more and 
more overwhelmed by this. Particularly now with national health care, we will have a huge influx of new 
patients that have never had health care before. I do think the system will be overwhelmed, particularly 
regarding these procedures that are recommended for everyone at a certain age. I would like to see more 
primary care doctors able to do this, because I think at some point there will be more patients than 
doctors available. Whenever a physician is able to perform a procedure for a patient it’s something that’s a 
little more on their radar. I am possibly more meticulous than I would have been.”

• “These are patients that otherwise would not get colonoscopies. A fair number of them have insurance, 
but it does not cover colonoscopies. Through this program, they are covered. Over the past 2 years I have 
diagnosed roughly 10 cases of CRC as well as many advanced precancerous polyps.” 

Program 
effectiveness

• “We have found some cancers in the earlier stages, way before they were symptomatic, all the cancers 
we have found were on screening exam or found before they were symptomatic. A ton of polyps and pre-
cancers prevented as well as diagnosed early based on funding from that program.”

• “All the cancers I have found were on screening exams or found before they were symptomatic. I have 
also found a ton of polyps and pre-cancers which were prevented as well as diagnosed early based on 
funding from the program.”

• “The ECTP program has been real excellent for us in Fort Morgan. It definitely has provided care and 
access to a huge patient population that wouldn’t otherwise have received that care.”

• “The endoscopy simulator was surprisingly accurate. You wouldn’t expect it. It’s actually very good.” 

• “[Performing colonoscopies] is a much bigger part of my practice than I ever imagined. I’ve completed 
close to 800 procedures over the last 2 years.” 

• “Being able to now perform colonoscopies within the primary care practice allows us to provide a service 
within our primary care group without having the patient going outside it, maintaining the medical home. 
Patients do appreciate staying in the organization, the continued communication with their PCP.”

• “I am much more knowledgeable than I ever would have been in gastroenterology. The guidelines are 
what they are. All family docs will recommend colonoscopy at age 50, but this program has allowed me to 
be more knowledgeable about what the procedure is and what patients can expect.”

Proctoring • “Proctoring allows people to get their numbers up (to get privileges). The CCSP program is helpful for 
training.” 

• “I had an excellent instructor, who clearly had a lot of experience in the area.” I was very pleased with 
the training program.” 

• “Doing colonoscopies can be difficult, but the proctoring that I received was fantastic!”

Long-term  
value

• “I can’t speak highly enough of how nice the program has been. We hope the funding remains, because 
without it, we would have to take a big step down to other screening methods.”

• “I’ve learned that practitioners do need proper training, but I don’t think endoscopy is outside the scope 
of primary care. It’s very nice to know that the University of Colorado (and AHEC) has supported this. 
With proper training, this is something a primary care doctor can do.”

• “Clearly, this program has the potential to enable more rural Coloradans to receive the preventive 
screening care they need.”

How has this 
experience 
benefited 
your practice/
patients? 

• “It has greatly enhanced my knowledge of medical problems involving the GI system. I feel I am able 
to provide a valuable service to the physicians I partner with. I feel that it provides a valuable service to 
patients.”

• “I have found that patients do buy into the concept of a “medical home” and they enjoy the fact that they 
are seeing a doctor that is part of their medical home. Finally, it forces me to maintain my skill in ACLS 
and in using drugs that I might not if I were in a strictly clinic setting.”

• “This makes me a better physician overall.” 

• “This experience did advance my knowledge of colon cancer screening and change my attitude to colon 
cancer screening.”

(continued on next page)
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Trainees of any effective gastroin-
testinal endoscopy program should 
be prepared to: appropriately rec-
ommend endoscopic procedures; 
perform procedures safely; possess a 
thorough understanding of the prin-
ciples of conscious sedation/analgesia 
techniques, pre-procedural clinical 
assessment, and patient monitoring; 
correctly interpret endoscopic find-
ings, identify risk factors for each 
procedure, understand how to ap-
propriately manage complications 
when they occur; and acknowledge 
the limitations of endoscopic proce-
dures and personal skills and know 
when to request assistance.22 

Our study has several limitations. 
The number of participants that 
were able to complete all aspects 
of the program was small and may 
not be generalizable to other provid-
er populations. However, it was dif-
ficult to find endoscopists willing to 
proctor program participants. Cur-
rently, 30 participants are await-
ing further proctoring experiences. 
Limited standardization as well as 
availability of proctors was in fact 
a limitation to participant comple-
tion. Ways to overcome this barrier 
could include: helping clinicians de-
velop into expert proctors; discuss-
ing as a program efforts to improve 

teaching skills through teaching 
strategy workshops; offering great-
er incentives and/or continuing ed-
ucation sessions to proctors; and 
offering classes, AHEC training pro-
grams, or consultation to educators. 
Seasoned proctors also must stay in-
volved and provide guidance to those 
who are new to proctoring. And, fac-
ulty should frequently ask trainees 
questions about their relationships 
and experiences with their proctors 
to ensure future success.

It was beyond the scope of this 
study to assess endoscopic com-
petence using standard measures 
such as cecal intubation rates or 

Table 4: Continued

Will this 
experience 
make you 
more likely 
to discuss 
colon cancer 
screening 
with your 
patients? 

• “I have always tried to encourage my patients to have screening colonoscopy done, but this did reinforce 
my desire continue to discuss the importance of colonoscopy.” 

• “It did change my attitude, and my knowledge level has increased enormously. I continue to gain 
extremely valuable knowledge that allows me to provide a crucial service to my patients in a rural 
setting.”  

• “It has greatly changed my opinion on colon cancer screening and the importance of discussing with 
my patients. I think we need to increase colon cancer screening for all patients, especially underserved 
populations. This program has definitely been a factor in increasing discussions of colon cancer screening 
with my patients.” 

• “Yes, it made me more aggressive about recommending screening colonoscopy.”

• “This entire opportunity highlights what primary care represents.”

• “Absolutely!! It is amazing how many polyps can be found on asymptomatic patients. My first mentoring 
session was with five patients. All but one had polyps; one man had over 15 polyps! Thank you so much 
for the opportunity to use the simulator and have some hands-on training!” 

• “I would like to add that I enjoyed the sessions with Dr Miller. He is very competent and has a great 
mobile set up. I will need at least monthly training for a year to be truly ready to do colonoscopies on my 
own. I really appreciate the sessions paid for by your program.”

What 
was most 
beneficial 
to you 
completing 
this course?

• “The greatest benefit for me was to see firsthand how information could be obtained via colonoscopy.  
I say this because I am going into radiology and most likely will be involved in colon cancer screening 
from a CT colonoscopy approach. This course showed me the strengths and weaknesses of traditional 
colonoscopy.” 

• “Doing the simulator and having the preceptor experience were both quite valuable. Both the simulator 
and preceptor experience allowed me to have an accurate working knowledge of exactly how colon cancer 
screening works and also what some of the limitations are.” 

• “A ‘real life’ experience always puts a concept more firmly in one’s repertoire and makes the topic easier 
to discuss with patients.” 

• “Becoming more familiar with the statistics related to colon cancer screening and better understanding 
the procedure so that I can explain it to my patients.”  

• “The most beneficial portion of this elective was the actual simulator experience that familiarized me 
with the skill set necessary to perform flex sigmoidoscopy and colonoscopy. This experience has altered my 
attitude as to the importance of colon cancer screening.”

• “I feel that this course should actually be REQUIRED for all medical students. This simulation course 
allowed for a basic understanding of how to manipulate the scope. It also allows an understanding of the 
intricacies of navigating various anomalies. The pathophysiology was incredibly realistic.”
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prevalence of cancer and adenoma 
identification. Measuring competence 
in lower GI endoscopy will continue 
to be important as screening with 
colonoscopy becomes more common 
though few gastroenterologists pro-
vide services in rural or underserved 
communities. Finally, difficulty con-
tacting participants 3–4 years after 
completion may have lead to a re-
sponse bias and the suggestion that 
those physicians with the strongest 
opinions and endoscopy experience 
were more likely to return the sur-
veys. In spite of some of these lim-
itations, this analysis was able to 
provide adequate follow-up infor-
mation on a number of participants. 

ETPC expanded the physician 
workforce able to provide endoscop-
ic colon cancer screening. Programs 
such as this are an important com-
ponent of expanded preventive ser-
vices. Barriers to training primary 
care physicians in lower GI endos-
copy put patients at risk for early 
colon cancer-related death. Addition-
al programs could save thousands 
of lives each year by increasing co-
lon cancer screening and early de-
tection and treatment. Efforts like 
ETPC aimed to improve CRC screen-
ing among those in poor and under-
served communities should consider 
the individual, social, cultural, and 
structural milieu within which pa-
tients and providers practice. Their 
motivations for screening, and other 
related prevention activities, will be 
driven by personal knowledge, atti-
tudes and beliefs about screening, 
and their ability to appropriately pri-
oritize prevention. ETPC successfully 
trained providers to implement co-
lon cancer screening endoscopy in 
their rural and urban underserved 
practice.
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