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1.

INTRODUCTION

1.1

Purpose

The RANZCR, through the Abdominal Radiology Group of Australia and New Zealand (ARGANZ),
has developed the following guidelines for the practice of CTC, to accompany the CTC credentialing
process.

1.2

Scope

These guidelines apply to Radiologists in Australia and New Zealand.

1.3

Background

Computed Tomography Colonography (CTC) is a procedure requiring the acquisition of thin-slice
images of the colon on a helical CT scanner after insufflation of the colon with CO 2 or air to obtain
adequate distension, usually after bowel purgation. Images are then read and interpreted, either using
primarily 2-D images (with multiplanar reformats and 3-D endoluminal views for problem-solving) or
primarily 3-D views (with 2-D for problem-solving). Each stage of the procedure requires skill and
familiarity with potential pitfalls and complications, as well as skills in accurately interpreting the
images.
There is increasing recognition by leading professional bodies in Europe1 (the European Society of
Gastrointestinal and Abdominal Imaging – ESGAR) and North America2 that there is a need for
special training and accreditation for CTC, in order to provide a safe, high quality service to patients.
These training requirements have been developed by the CTC Accreditation Committee of the
College. This Committee undertook a literature review of existing international requirements and
arrived at a set of consensus-based recommendations on training requirements which were released
in October 2011. These requirements have since been subject to further review on the basis of advice
provided by Australian and New Zealand radiologists, and further revision and adaptation of
international requirements in order to build consensus on an appropriate level of training to be applied
in the Australian and New Zealand context. The RANZCR training requirements will be reviewed on a
triennial basis by the Committee, with the expectation that eventually they will be applied in the
RANZCR Radiodiagnosis Curriculum and Training Program.

2.

TRAINING REQUIREMENTS FOR PRACTITIONERS
3,4,5,6

A number of studies
have concluded that radiologists trained and experienced in CTC perform
more accurately than those who are new to the procedure.

2.1

Qualifications

In order to develop competency in the performance of CT Colonography, practitioners must first be
experienced in abdominal CT. Therefore, the practitioner must hold a current RANZCR Fellowship, or
an equivalent qualification recognised by the RANZCR, and other qualifications (e.g. current
7
resuscitation certificate) as outlined in the RANZCR Standards of Practice .

2.2

Competencies

In addition to the normal skills for interpreting CT scans, acquired by radiologists in training, there are
special requirements for performing and interpreting CTC:
a)

Familiarity with the indications and contra-indications to CTC.

b)

Familiarity with types of bowel preparation in order to minimize the volume of residual
fluid in the colon. Familiarity with the regimes of “minimal preparation” and faecal
tagging.

c)

Awareness of the methods of insufflation of the colon. Current recommendations are for
the use of automatic pressure-limited insufflation devices. These require a certain degree
of training in their use.

d)

Use of various scanning protocols (low-dose, standard-dose +/- IV contrast) dependant
on the clinical indication and age of patient. It is common practice to perform prone scans
at low-dose and tailor the supine acquisition according to the findings on the prone scan;
this requires rapid assessment by the radiologist “on the go”.
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2.3

e)

Accurate reading and interpretation require the radiologist to be familiar with normal
variants (such as the varying appearances of the ileocaecal valve), to be able to
distinguish normal folds from polyps, and residual stool from polyps.

f)

Knowledge of the various pathologies that occur within the colon wall, in particular the
implication of finding and reporting polyps depending on their size and morphology
including processes related to colonic polyp and cancer development e.g. the adenomato-carcinoma sequence, and serrated polyp adenoma pathway etc.

g)

Knowledge of the following references: the guidelines to reporting CTC published by the
1,
European Society of Gastrointestinal and Abdominal Radiology (ESGAR)
2
the consensus of North American experts , the CTC Standards by the United Kingdom
8
led international collaboration of Europe, Canada, Australia and New Zealand , and
9
Polyp Size Measurement at CT Colonography .

h)

Awareness of the limitations of CTC; this includes the limitations in diagnosing
inflammatory bowel disease and in interpretation of extra-colonic findings which are often
suboptimally demonstrated on low-dose scans.

Training
2.3.1 CTC Training
Independent performance of CT Colonography shall be carried out by a practitioner who has
performed a minimum of 60 CTC cases.


All cases must be worked up by the applicant on a workstation from raw data



50 of these cases must be validated by either endoscopy or surgery



10 of these cases must be “live” cases where:


the radiologist undergoing CTC training is personally present for the duration of
the examination;



these examinations must be supervised by a recognised CTC radiologist; and



the CTC Trainee's name is noted on the patient's report as the co-reporting
i
CTC trainee .

Case experience must be evidenced in the form of:
a)

RIS record; and / or

b)

Logbook

Minimum information to be provided in a RIS report or logbook is: Date, Unique Episode
Number (or Patient Initials and Unique Patient ID), Facility, Reporting Doctor, Supervising CTC
Specialist, and whether a case is a live or library case, whether it has been validated (and
how). Candidates may use the CTC Logbook Template – Registration to document any or all
of their cases.
There is a range of pathways for attaining the required case training in CT Colonography.
These include the following:


Hands-on workshops: The expertise exists in Australia and New Zealand, and it is
anticipated that courses will be developed to meet the demand created by this
credentialing activity. These workshops may be conducted under the auspices of
RANZCR/ ARGANZ, or by recognised overseas programs in Europe, Asia and the
United States. Radiology vendors periodically hold CT Colonography courses,
subject to demand.



Abdominal imaging fellowship programs: There are many fellowship or Advanced
training positions in Australia and New Zealand that may be formally geared to
providing accredited training in CTC, and a few already do. Most university based

i

In circumstances where it is not administratively possible for the CTC Trainee's name to appear in the
patient's report, each supervised report produced by the CTC Trainee under supervision must be co-signed by
the supervising CTC Radiologist, and must be retained by the CTC Trainee for audit purposes.
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fellowship programs in the USA expose their fellows to CTC. This exposure need to
be formally recognised by a logbook.


Training on site under the supervision of a recognised specialist in CTC.



Mentored electronic library cases, which involves working through a data set
containing varying pathologies that have colonoscopic or surgical correlation.
Feedback could be coordinated through RANZCR/ ARGANZ.

It is envisaged that training in CTC may be available in the RANZCR radiology training
curriculum.

2.3.2 Assessment of Training
The RANZCR CTC Assessment Panel will determine the suitability of evidence of training
provided by applicants against these guidelines. Where appropriate, the panel will provide
advice to help individual radiologists demonstrate the requisite level of training.

2.3.3 Grandfathering Period
The RANZCR recognises that there are many radiologists in Australia and New Zealand who
have been performing CTC for a number of years, and should be accorded recognition as
being competent to train others in CTC. To support the establishment of an effective system for
the recognition of competency in CTC, a grandfathering period was in effect until 31 December
2013. The CTC Accreditation Committee has now concluded the grandfathering arrangements
and will not extend this period.
All CTC live examinations completed from 1 January 2014 and onwards, are required to be
supervised by a RANZCR accredited CTC specialist to fulfil the recognition of training in CTC
guidelines.

2.3.4 Ongoing Competency
In order to maintain competency in CTC, recognised CTC specialists must interpret a minimum
of 30 examinations per year.


All cases must be worked up by the applicant on a workstation from raw data.



These cases must be recorded in the RANZCR CTC Logbook.



CTC specialists must record and declare in their annual RANZCR CPD returns
whether or not they have completed their ongoing competency requirements (i.e.
the RANZCR CTC logbook). This declaration will be subject to random audit at the
end of each RANZCR CPD triennium. When audited, CTC specialists may be asked
to provide evidence (e.g. patient report) to substantiate their logbook records.



CTC specialists who do not maintain their ongoing competency requirements will be
suspended from the CTC register until such time as they submit a logbook of 30
cases.

2.3.5 Suspending CTC Registration
CTC Specialists may choose to suspend their CTC Registration for a period of time during
which they may not be performing CTC examinations; this may be for a variety of reasons
including a change in case mix, sabbatical leave, or personal reasons (e.g. maternity/paternity
leave).
A completed Suspension of CTC Registration form must be submitted to the secretariat at
CTC.Program@ranzcr.edu.au.
In order to re-activate their CTC Registration, CTC specialists will need to submit a logbook of
30 CTC library cases completed within the previous six months with an accompanying CTC ReRegistration Form to CTC.Program@ranzcr.edu.au.

2.3.6 Cancellation of CTC Registration
Where a CTC Specialist does not maintain their ongoing competency requirements, nor
suspends their registration, they will be removed from the CTC Specialist Register.
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3.

FACILITY REQUIREMENTS

The RANZCR recommends that sites where CTC is performed meet the following standards for
facilities, equipment, data management and staff.

3.1

Facilities

Facilities must provide:


Easy patient access to toilet facilities



Facilities for managing patient complications, including:


Resuscitation and monitoring equipment;



Appropriate drugs and IV preparations;



Protocols available for management of cardiovascular complications (including
vaso-vagal episodes), arrhythmias, anaphylaxis, contrast extravasation, severe
abdominal pain and colonic perforation. Also protocols for management of diabetic
10
and renal failure patients .

3.2

Equipment



Minimum 8 slice CT scanner.



Pressure injector for intravenous contrast.



An automated carbon dioxide insufflator is recommended as best practice. However, manual
and room air insufflation is acceptable where an automated insufflator is not available.

3.3

Data management



Capability for fast review of axial images while patient remains on CT scanner to enable
variations to protocol



Workstation and dedicated CTC software enabling 2D axial, coronal and sagittal displays and
3D reformats, operator interactivity



Automated polyp detection software is optional

3.4

Staff

Appropriately trained staff must be available to support the CTC procedure, as outlined in Sections 4
and 5 of the RANZCR Standards of Practice7 (current version), and radiologists providing training in
CTC must be RANZCR recognised CTC Practitioners.
All staff in contact with the patient must have knowledge of the contra-indications and complications of
Hyoscine-N-Butylbromide (‘Buscopan”).

4.

GLOSSARY OF TERMS

Live Cases

Live cases are those where the radiologist is personally present for the
duration of the examination, and the radiologist's name appears on the report.
Radiologists undergoing training in CTC must ensure that their name is noted
on the patient's report as the co-reporting CTC trainee.
Live cases for grandfathering purposes are those where the radiologist is
personally present for the duration of the examination, and is the reporting
radiologist for the examination which is documented on the patient's report.

Library Cases

Blind cases with correlation, worked up on a workstation from raw data
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