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Background 
Between 2015 and 2017 approximately 42,300 new bowel cancer cases are diagnosed every year in the UK, (CRUK, 2020). Bowel cancer is the 3rd most common cancer in males and females in the UK and the 4th most common cancer overall accounting for 11% of new cancer cases in 2017. Approximately 38.5% a year of new diagnosis result in death, bowel cancer is the 2nd highest cause of cancer deaths in the UK (2015-2017). However, when diagnosis is detected early 92% of people survive their disease for 5 years or more. There have been significant improvements in survival with rates having doubled in the past 40 years. 
Introduction

The Salisbury NHS Foundation Trust Colorectal Multi-Disciplinary Team (MDT) is a multi-professional team providing diagnostic support, treatment and after care, primarily, to the population served by Bath, Swindon and Wiltshire (BSW) Integrated Care System, North Dorset and Southwest Hampshire. 

This document outlines the Operational Policy for the Colorectal MDT to ensure all members are aware of the purpose and processes ensuring the best care for all Colorectal patients. 

It will be reviewed on a yearly basis at an Operational Meeting. 

Salisbury NHS Foundation Trust sits across boundaries, with strategic links with the Swindon, Wiltshire, Avon and Gloucestershire (SWAG) cancer alliance and the Bath, Swindon and Wiltshire Integrated Care System, as well as strong clinical pathways across the Wessex Cancer Alliance.  Some patients choose to have their treatment at other centres such as Poole or Bath Hospitals. The patient choice is usually determined by their home location in relation to proximity to each centre.

UHS are responsible for providing radiotherapy services. 
The process of referral and investigation
a) Introduction 

Named administrative personnel with specified time within their list of duties for assessing and prioritizing colorectal referrals from primary care are as follows (this list is accurate in May 2022):
· Kay Frewin

· Holly Miller
· With oversight from Naomi Blake
b) Suspected Lower GI Cancer Two Week Wait Referral Form

GPs can refer patients with suspected colorectal cancer by email proforma referral to Salisbury Rapid Referral Centre. The integration of FIT testing in primary care settings according to NICE recommendations has now streamlined the referral process (see Appendix 14.)  Depending on the patient symptoms and FIT value (fHB >10μg Hb/g) they will be contacted with an appointment for a CT colonography (CTC), outpatients, endoscopy rectal bleeding clinic or gastroscopy (OGD) and colonoscopy appointment (see Appendix 1 and 11). The Network clinical management guidelines for colorectal cancer were agreed by the MDT.
The CSCCN NSSG secondary to tertiary referral policy is agreed and applied to practice. 

The Bowel Cancer Screening Program now includes 56- and 58-year-olds and therefore BCSP is offered 2 yearly to 56–75-year-olds. There is also a requirement to manage the surveillance colonoscopies with patients that have a diagnosis with lynch syndrome. 

c) Clinical history / examination

Patients will receive an appointment within 14 days, which is triaged appropriately by our Rapid Referral Office using the protocol in Appendix 11.
d) Investigations 
Patients without major co-morbidity will be offered a colonoscopy if appropriate. If a flexible sigmoidoscopy is performed, and a cancer diagnosed, completion CTC should be undertaken to complete imaging of the bowel pre-operatively. In cases where colonoscopy is performed but is incomplete, a CTC should be used to visualize the remainder of the colon where appropriate, with a protocol available in Endoscopy for organising a same day/next day CTC (see Appendix 12). CTC or minimal prep CT may also be appropriate alternative investigations in selective elderly frail patients. If a lesion suspicious of cancer is detected a biopsy will be performed (unless it is contraindicated) to obtain histological proof of diagnosis.  CTCs are reported using a standardised proforma (see Appendix 13).
Pre-operative histology should be obtained for all rectal tumours.  

Endoscopic tattooing of tumours, suspected cancers, polyps and polypectomy sites facilitate localization, if surgery or surveillance is required. Tattoos should be placed at 3 radial points (5cms distal to the pathology, except for caecal and rectal tumours.
e) Staging

All patients will be advised that more than one investigation may be necessary to confirm a diagnosis of colorectal cancer. 
Contrast enhanced CT of the chest, abdomen and pelvis, to estimate the stage of disease, will be offered to all patients diagnosed with colorectal or rectal cancer unless it is contraindicated, cannot alter management and with the exception of patients with peritonitis who require emergency surgery.

All elective surgery patients will have preoperative full blood count, CEA tumour marker and urea and electrolyte estimations. 

Rectal tumours within 15cms of the anal verge, measured by rigid sigmoidoscopy performed by a consultant, should be referred for primary staging magnetic resonance imaging (MRI) examination (unless this is contra-indicated) +/- EUA. Others may be considered suitable after discussion between the consultant radiologist and surgeon, or within the remit of a research trial.

When local excision is being considered, suitable patients will currently be referred to Oxford (John Radcliffe Hospital), NS/SCS/CC-16-011 until our local TAMIS service is established, when such patients will be managed on site. 
f) The significance of a Family History

People with a greatly elevated personal risk of gastrointestinal malignancy should be identified based on family history criteria and/or pathological criteria and/or presence of a pathogenic mutation in a gene known to be responsible for a colorectal cancer susceptibility syndrome. Lifetime cancer risk ranges from 10-100% for members of high-risk groups. 

Patients fulfilling family history and/or clinical criteria, or those with a relative known to have a mutation associated with susceptibility to colorectal cancer, should be referred to the Regional Genetics Centre for formal counselling, mutation analysis and recommendations for screening.

Genetics referral guidelines include 

An individual with a parent, sibling or child diagnosed under the age of 50 years with colorectal cancer.

Two close relatives with colorectal cancer under 60 years 

Three close relatives with colorectal cancer diagnosed under the age of 70.  

A close relative with colorectal cancer diagnosed under the age of 50 AND a family history of endometrial, ovarian, urothelial, gastric or hepatobiliary cancer. 

A diagnosis of or family history of high-risk susceptibility condition, for example: 

1. Familial Adenomatous polyposis (FAP)

2.  MutYH Assoiciated Polyposis (MAP)

3. Juvenile Polyposis

4. Peutz Jegher syndrome

5. Lynch Syndrome (also known as hereditary non polyposis colorectal cancer HNPCC) 

Or 10 or more colorectal adenomas. 

https://www.evidence.nhs.uk/Search?om ={[“ety”:[“Guidance”]}]&ps=50&q=guidelines+for+colorectal+screening+and+surveillance+in+moderate+and+high+risk+groups#

People with family histories that do not fulfil the criteria described above are considered low risk. These individuals should be reassured that their risk level is only marginally greater than the general population, and that they should avail themselves of population-based screening measures.  Surveillance of patients with a personal/family history of Colorectal cancer follows the 2019 BSG/ACPGBI Guidelines (available at https://www.bsg.org.uk/wp-content/uploads/2019/12/Guidelines-for-the-management-of-hereditary-colorectal-cancer.full_.pdf).

g) Management of the Malignant Colorectal Polyp

This MDT follows the position statement from The Association of Coloproctology of Great Britain and Ireland (2013), Appendix 2. 

Each patient with a malignant polyp needs to be considered by the colorectal cancer multidisciplinary team and an estimate of risk of residual disease should be made. The risk of residual disease is not absolute and increases with the more adverse features that are present. By combining the various adverse features, an estimate of risk can be arrived at, which will range from low risk to very high risk. Further treatment then depends on the perceived risk of residual disease, the patient’s age and general health, the morbidity and mortality risks following resection and the patient’s wishes, having considered the various options, which should include post-polypectomy surveillance.
Treatment

Waiting times
In accordance with the Department of Health Standards, time from GP referral to first point of contact with the hospital will be 14 calendar days or less. Treatment should begin within 31 days of discussion with the patient of the decision to treat (see Colorectal Pathway on Page 9).

In addition, the introduction of the 28-day Faster Diagnosis Standard (shadowed from April 2019 and then audited from April 2020) indicates that all patients should be informed of their diagnosis (cancer or non-cancer) within 28 days of receipt of referral.
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Purpose of the Multi-Disciplinary Team

It is the policy of the Department of Health, Association of Coloproctology of GB & Ireland and Salisbury Foundation NHS Trust that all patients with suspected or newly diagnosed colorectal cancer are managed/reviewed by the Colorectal MDT.
The role of the Colorectal Cancer MDT team includes;

a) Provide a rapid diagnostic and assessment service

b) Identify and manage patients with colorectal cancer (including tertiary referrals).

c) Be responsible for the provision of information, advice and support for all patients and their carers throughput the course of the illness.

d) Give all patients and carers a point of contact within the MDT, for any queries relating to an individual’s management.

e) Provide treatment and follow-up for these patients and ensure every patient with colorectal cancer receives multi-disciplinary management with appropriate oncological input.

f) Provide a rapid onward referral service for patients who require more specialized management.

g) Ensure a robust mechanism to allow the follow-up of patients who have been referred to the specialist team.

h) Once a diagnosis has been made, ensure prompt communication to the GP by the end of the next working day after this decision. This will be achieved by electronic communication and is undertaken by the MDT Coordinator.

i) Participation in National, network and local audits including data collection for NBOCAP.
j) It is the responsibility of individual clinicians to ensure complete data is collected for all patients, in a timely manner (as per NBOCAP). This process will be overseen by the colorectal nurse specialists. 
All members of the MDT should be familiar with, and have access to, “SFT - Communicating Bad News” on Microguide. 
All members of the MDT are aware that patients diagnosed with Cancer of Unknown Primary (CUP) are referred on to the local Lead Clinician / Acute Oncology and the CUP MDT NS/SCS/CC-16-011.
Any teenage and young adult (TYA) patients (19 – 24-year-olds) should have joint treatment planning with the TYA MDT based at Southampton.

All patients with carcinoid diagnosis will have their results and treatment plan discussed at the Carcinoid (neuro-endocrine) MDT in Southampton.
The lead clinician for the Multidisciplinary Team in Salisbury NHS Foundation Trust is:   
· Mr Rob Padwick (NS/SCS/CC-16-001)
· The deputy lead is Dr Mark Wills 
· Mr Graham Branagan is also the named Lead Clinician with responsibility for the Gastrointestinal Unit. 
Leadership arrangements and responsibilities
The key responsibilities are as set out below and have been derived from the NHS Manual for Cancer Services 2004 and the revised Colorectal Measures (2006) (2008) (2011).
Responsibilities of the Lead clinician for Colorectal MDT

The lead clinician for the Colorectal MDT ensures that the objectives for effective patient care and MDT working are met in line with National Improving Outcomes Guidance and Network guidance and are supported by the local Trust algorithm to maintain annual activity requirements:

· That designated specialists work effectively together in teams such that decisions regarding all aspects of diagnosis, treatment and care of individual patients and decisions regarding the team’s operational policies are multidisciplinary decisions.

· That care is given according to recognised guidelines (including guidelines for onward referrals) with appropriate information being collected to inform clinical decision-making and to support clinical governance/audit.

· That mechanisms are in place to support entry of eligible patients into clinical trials, subject to patients giving fully informed consent.

· Carries overall responsibility for ensuring those MDT meetings and the team meet peer review quality measures.
· That attendance levels of core members are maintained in line with the quality measures.
· That the target of 100% of new cancer patients are discussed at the MDT. 
· Lead on, or nominate lead for service improvement

· Collate and plan any clinical governance activities.
· That MDT activities are audited, and results documented.
· That the outcomes of the MDT are clearly recorded and clinically validated, and that relevant data collection is supported.
· That communicating MDT outcomes to primary care are met within agreed timescales.
Responsibilities of the Colorectal Clinical Nurse Specialists (CRCNS)

Within this role, the Colorectal CNS’ will be required to:
· The Colorectal Clinical Nurse Specialists (CRCNS) will be involved in co-ordinating investigations/staging tests prior to diagnosis to ensure the patient journey is as seamless as possible. 

· Patients and carers will receive appropriate psychological support following a diagnosis of colorectal cancer.  This will be achieved by direct access to the CRCNS’, Monday-Friday 08.00-17.00 and at other times to meet the needs of the service. Written contact details for the CRCNS’ will be given to each patient. The CRCNS’ will be aware of own limitations in this area of practice and will refer to other support agencies where necessary. The Clinical Psychology Department are on site and are available for support for CRCNS' and to advise on appropriate referrals (NS/SCS/CC-16-002).

· Patients and their families will be prepared for elective surgery and/or adjuvant therapies through relevant education, communication and counselling. Patients admitted for emergency surgery, will, where possible, be referred to the CRCNS’ pre-operatively, so that additional support may be offered to the patient and their family.

· Continuity of care will be facilitated by close liaison with Primary Health Care Teams. This is particularly pertinent at the point of diagnosis, treatment, MDT discussion, discharge and follow-up.

· The CRCNS’ will work as core members of the multidisciplinary team to ensure that all colorectal cancer patients are discussed within the MDT forum and will act as the patient’s advocate to facilitate satisfactory outcomes. This will involve actively contributing to the patient assessment/care planning decision making process within MDT meetings.

· The CRCNS’ will lead on patient communication issues and the coordination of the patient’s pathway for patients referred to the team.  They will act as key worker for individual patients, or be responsible for nominating the key worker, for patients’ dealings with the multidisciplinary team, in accordance with the Key Worker Operational Policy (Microguide/Patient information/Colorectal). 

· The CRCNS’ will endeavour to provide expert nursing advice and support to other health care professionals within the specialist area of practice (in accordance with recognised cancer standards). Clinical practice will be evidenced, and research based, and the CRCNS’ should take a lead in utilising research findings. Newly acquired knowledge will be regularly evaluated and applied to the CRCNS’ own and others practice, to improve the quality of health outcomes.  The CRCNS’ will provide relevant health promotion information and education to empower patients to make informed choices.

· The CRCNS will ensure the escalation of suspected and diagnosed Colorectal Cancer patients who deteriorate or require urgent escalation to emergency/ specialist services

· The CRCNS’ will be involved in clinical audit. The principles of clinical governance will be adhered to, and service delivery will be planned and evaluated in order to inform future local developments and activity, and achieve a high quality colorectal service.

· They will endeavour to promote life-long learning through the development of a teaching role both corporately and on an individual basis. 

· The social needs of patients and carers will be assessed prior to admission, wherever possible, and measures taken to prepare for a safe and timely discharge.

· The CRCNS’ will contribute to the management of the colorectal service by 

· Planning and evaluating service delivery in order to inform future service developments, activity and resources

· Providing effective health care through communication, counselling, nurse-led services and caseload management

· Leading change and innovation based on national priorities translating to local need through multidisciplinary working

· Developing effective clinical networking across professional and organisational boundaries

(The Colorectal Clinical Nurse Specialists runs nurse-led follow-up clinics for colorectal cancer patients). These run-in accordance with agreed written protocols and standards reflected in appropriate competencies.  The CNSs are available for advice and guidance on management of patients attending Pre-Assessment including providing the unit with surgical pathways and highlighting patients that require pre-operative CEA blood tests. 

Responsibilities of the Stoma Care Specialist Nurses (SCCNS)

The Stoma Care Clinical Nurse Specialists (SCCNS) provide teaching, support and guidance to patients requiring stoma formation and their families within both primary and secondary care settings.  They give education and guidance to other health care professionals and are a source of expert specialised knowledge.  The service strives to provide a high quality, evidence-based and efficient service to meet the needs of the local population.

Key roles & responsibilities

· Pre-operative teaching and counselling of patients (and their families/carers) due to undergo planned surgery which is likely to involve stoma formation

· Siting of the stoma pre-operatively with the patient’s participation to ensure optimal positioning

· Where possible to counsel and site patients undergoing emergency surgery likely to involve stoma formation

· Teaching patients (and their families/carers) how to manage the stoma post-operatively, ensuring stoma competency is gained in a timely manner prior to discharge home

· Teaching and empowering ward staff to continue stoma care education on weekends/bank holidays to ensure continuity of stoma care teaching and prevent delayed discharge 

· Provide appropriate, clinical and cost effective stoma appliances to the patient and surgical ward areas

· Ensure patients have sufficient stoma supplies on discharge home, are aware of follow up stoma care arrangements and how to access help with stoma related problems

· Provide follow up care, which is structured to ensure safety and equity, and also flexible to be adapted to individual patient need

· Write and regularly review guidance information for use by patients and health care professionals, accessible via microguide on the hospital intranet for staff and paper copies for patients and their families

· Provide appropriate education and health promotion information to empower patients to make informed choices about their health and wellbeing, including evidence-based information about exercise, healthy eating and hernia prevention.

· Ensure high standards of record keeping and communication within the multidisciplinary team

· Initiate, participate in and critique relevant research and audit, ensuring practice is reviewed and adapted according to best evidence

· Refer patients to other specialities as appropriate e.g. clinical psychology

· Provide formal and informal stoma care teaching to health care professionals in hospital and community settings

· Actively participate and contribute in the multidisciplinary care of patients, including regular attendance at formal multidisciplinary team meetings and appropriate communication with team members

· Adhere to principles of clinical governance and ensure strategic development of the stoma care service in the provision of a safe, effective and high quality service

· Develop and maintain clinical networking and sharing of best practice

· Maintain own clinical education and regularly reflect on practice

· Act at all times as a role model, exemplifying good standards of clinical care and professionalism, challenging practice when required

Referrals to the SCCNS

Referrals can be made to the SCCNS by:

· Hospital and community health care professionals including doctors, nurses, allied health professionals, pharmacists

· Schools and social services

· Patients and their families/carers

· Voluntary organisations 
Membership arrangements (NS/SCS/CC-16-002)
	Core members
	Name
	Deputy

	Lead Clinician 
	Rob Padwick 
	Mark Wills 

	Clinician ensuring recruitment into clinical trials
	Graham Branagan
	

	Colorectal Surgeons
	Graham Branagan

Rob Padwick

Simon Sleight
Mark Szymankiewicz
	Surgeons cover for each other. All 4 surgeons would not be absent at same time.

	Clinical Oncologist
	Tessa Greenlalgh
	

	Medical Oncologist
	Almurtadha 

Mula Kh 
	Sam Phillips

	Imaging Specialist
	Mark Wills
	Jonathan Arnott

	Histopathologist
	Rick Panigrahi
	Matt Flynn
Ian Cook

	Colonoscopists
	Graham Branagan

Andy Agombar

Rob Padwick

Simon Sleight

Mark Szymankiewicz
	As with colorectal surgeons

	Bowel Cancer Screening Colonoscopists
	Graham Branagan
	

	Colorectal Nurse Specialists
	Gemma Denny/ Jennifer Ludie/ Charis Bradshaw
	Gemma Denny/ Jennifer Lundie/ Charis Bradshaw

	MDT coordinator
	Edward Searle
	MDT cover

	Representative for users' issues and information for patients and carers.
	Gemma Denny/ Jennifer Lundie/
Charis Bradshaw
	Gemma Denny/ Jennifer Lundie/

Charis Bradshaw

	Research Nurse/Clinical Trials Practitioner 
	 Victoria King 
	Catherine Reed/Beenda Eapen

	Member of specialist palliative care MDT
	Harriet Bush 
	Pippa Baker

	Stoma Care Nurse Specialist
	Michelle Boucher 
	Suzie Dukes

Tanya Angel 

	Non-core members

	Consultant Cancer Geneticist
	Anneke Lucassen
	

	Consultant Gastroenterologists 
	Hazel Woodland.
Currently Covered by ID Medical 

	

	Clinical Psychologist
	Kate Jenkins
	

	Dietician
	Maeli Campbell-McNulty
	

	Liver Surgeon 
	Professor John Primrose
Mr Arjun Takhar 
Mr Ali Arshad
	

	Thoracic Surgeon
	Edwin Woo
	

	Plastic and Reconstructive Surgeon
	Alex Crick
Paul Stephens
	

	Urologist 
	Alistair Campbell
	Melissa Davies

	Interventional Radiologist undertaking colonic stenting
	Lead By Christopher Watts Cohort of Interventional Radiologists providing SFT cover from Bournemouth 
	

	Specialist Screening Practitioner
	Anne Windsor
	

	Colonoscopists
	Helen Chave

Laura Cosgrave
	

	Colorectal Cancer Support Worker
	Liz Beadle
	CSW cover

	Colorectal Cancer Pathway Navigator
	Anna Williams
	


The MDT meeting
Team members will meet on a weekly basis (unless the meeting falls on a public holiday) to discuss the management of individual cases (NS/SCS/CC-16-003). All new patients will be reviewed by the MDT for discussion of their initial treatment plan. After each patient is discussed the treatment plan must be agreed and documented in real time on Somerset database (NS/SCS/CC-16-010). If a treatment planning decision is required prior to the next scheduled meeting, then the appropriate specialists will liaise accordingly, and retrospective discussion will take place at the next scheduled MDT meeting. The patients’ holistic needs should be considered in the decision-making process (NS/SCS/CC-17-201).
A follow-up discussion should occur a week later to ensure the plan has been implemented. Deviations from the original plan must be justified and documented.

Treatment plans and MDT decisions should be communicated to, and discussed with, the patient. This should preferably be done in person either as an out-patient in clinic or on the ward. Communication of results/treatment plan by telephone should only be carried out where there has been prior arrangement with the patient.  The mode and date of communication should be clearly documented on the MDT proforma.  A summary of the patient’s treatment plan should be documented on the MDT proforma (filed in the medical record) via the Somerset database. This summary should include the treatment planning decision and, in rectal cancer cases where local resection may be appropriate, the resection team to whom the patient is referred, page 7, (NS/SCS/CC-16-008).

Information offering patients the opportunity to request a permanent record of their consultation is documented on every appointment letter and on all hospital patient information leaflets.  This invitation should be reinforced by the health care professional responsible for imparting information to the patient.
Patients with anal cancer should be referred to the network’s nominated anal cancer MDT, and this documented on the MDT proforma.

Patients may access members of the MDT to discuss decisions/concerns via the Colorectal Nurse Specialists, who will endeavour to arrange a mutually suitable meeting.

All patients/carers should be provided with written information which includes (NS/SCS/CC-17-201):

· The role of the MDT and local provision of the services offering treatment for colorectal cancer

· Services offering psychological and social support, together with patient involvement and self-help groups

· Specific information relating to colorectal cancer and its treatment

A keyworker must be assigned to the patient, in accordance with the Key Worker Policy, and the name of the keyworker recorded on MDT proforma, and on Somerset. (See Key Worker Operational Policy on Microguide (Patient information/Colorectal) (NS/SCS/CC-17-201).

Referrals for patients to be discussed at the MDT meeting can be made via letter, e-mail or telephone call to either the MDT coordinator or the Colorectal CNS’, who will ensure patient names are added to the agenda.

Attendance of core team members will be recorded.  The attendance at each individual scheduled meeting should constitute a quorum for 95% or more of the meetings. The quorum for the MDT is made up of the following core members or their cover: - 1 designated colorectal surgeon; 1 clinical oncologist; 1 medical oncologist; 1 imaging specialist; 1 histopathologist; 1 colorectal CNS; 1 MDT co-ordinator.
The Senior Sister Gemma Denny or her deputy will, in liaison with the Lead Clinician, organise and chair the annual meeting at which the Colorectal Cancer team discusses and reviews its policies, data, audits and clinical trials. This meeting should be organised around an open agenda to which all members of the team may contribute.

Clinical guidelines should be agreed, with protocols for referral, investigation, clinical management and audit (NS/SCS/CC-16-008).

Patients with colorectal cancer should have access to a Colorectal Nurse Specialist for advice and support from the time they receive their diagnosis. 

Role of the MDT Co-ordinator:
The MDT Co-ordinator provides the following support for the colorectal team:

i) Liaising with consultants, nursing staff, secretaries, histopathology and radiology team in preparation for the weekly MDT meeting.

ii) The MDT Co-ordinator will seek to establish and ensure the continuation of effective communication.

iii) Ensure that the lists of patients to be discussed at the MDT meetings are prepared and distributed in advance.

iv) The MDT Co-ordinator will ensure that all notes, correspondence and imaging are available at the meeting – including a laptop to view Lorenzo information.
v) A Somerset proforma will be displayed electronically and completed during the MDT meeting.  At the end of the discussion the MDT Co-ordinator will ensure the proforma has been signed-off as being a correct record of the meeting’s discussion and that an accurate record is incorporated into the patient’s medical record.

vi) The MDT Co-ordinator will, where appropriate, recall patients’ case notes to the MDT meeting, after a specified length of time, to ensure appropriate follow-up. 

vii) The MDT Co-ordinator will be responsible for mapping the patient’s progress through the system and ensuring the MDT is aware of individual patient’s 28, 31 and 62 day target status.  Reasons for any delays in achieving target dates must be clearly highlighted and documented in the patient notes/ electronic record.

viii) The MDT Co-ordinator will work with key MDT members to identify areas where targets are not achieved and undertake process mapping to identify bottlenecks.

ix) Be responsible for data collection and recording of data.

x) Inform the cancer manager of waiting times for patients when these exceed appropriate targets.

xi) Ensure that a comprehensive record is kept of all MDT meetings.

xii) Keep an attendance record for every MDT meeting.  It is the responsibility of the individual MDT members to sign the attendance record / ensure the MDT co-ordinator has recorded their attendance electronically.
xiii) Ensure that all MDT members are advised of any changes to date and venues for meetings.

xiv) Any patient on the MDT list not discussed (notes or results missing, lack of time) will automatically be added to the following meeting’s list.

xv) The clinical database (Somerset) will be completed during the meeting to enable email notification to the GP within 24 hours.
Chair of the MDT Meeting:

i) A designated member of the MDT will chair the meeting.

ii) The current designated Chairs are Sister Jennifer Lundie and Sister Charis Bradshaw 

The responsibility of the MDT Chair is to ensure:

- the meeting runs to time

- each patient discussed has a clear treatment plan

- the presenting clinician is responsible for carrying out any action plan (for example: contacting a patient, arranging further tests etc)

Salisbury Hospital Support and Specialist Palliative Care Services
Aim of the Service

The Specialist Palliative Care Service is an advisory and supportive service to professionals in the community and the hospital setting in their care of adult patients with advanced life limiting illness.
Objectives

· To provide advice and support to patients and their carers to enable them to achieve the best attainable quality of life given their circumstances and to remain in their own home where possible.

· To provide advice and support for professionals in all disciplines providing care in the community and/or hospital.

· To improve standards of care and practice through education and by sharing skills with other staff and by disseminating advances in palliative care.

· To provide a link between the community and hospital services.

· To continually identify ways to improve practice and develop the service to best meet the needs of patients, carers and professionals.

REFERRAL POLICY
Referrals are accepted from general practitioners and hospital consultants or other professionals acting on their behalf and with their consent.  Where a hospital request is for community palliative care the general practitioner’s agreement must be sought. Patients must be aware of the referral, except in exceptional circumstances, in which case discussion with the team is vital.
The patient does not have to be formally referred if a health care professional wishes to discuss general patient management on an informal basis.

The service offers:

· Specialist assessment and advice by the multi-professional team in the community or in hospital, Monday – Friday 9-5pm.

· Review by specialist palliative care CNS 7 days a week 09:00 – 17:00 for urgent situations in the community and hospital setting.

· 24 hr Telephone advice line manned by staff based at the Hospice with medical back-up

· Telephone number 01722 336262, extension 2113

· Outpatient review

· Peter Gillam (Day) Support Centre

· Admission to Salisbury Hospice (10 beds)

· Complex symptom management (physical, psychosocial)

· Rehabilitation (where the hospice is the most appropriate setting)

· Complex respite care (where their needs cannot be met elsewhere)

· Terminal care

· Bereavement support

REFERRALS FROM THE COMMUNITY

For patients residing in the Salisbury Specialist Palliative Care catchment area (NB. Salisbury specialist palliative care catchment is different from SFT catchment) referrals should be made to Salisbury Hospice using the referral form by post or email. For urgent referrals (contact within 2 working days) additional liaising by telephone is advised.

Telephone No:
01722 336262, extension 2113

Email: 
sft.palliativecare.e-referrals@nhs.net
If referrals are received for patients out of Salisbury Specialist Palliative Care catchment area the referrer will be contacted with the details of the patient’s local service

REFERRALS FROM HOSPITAL

Telephone referrals are preferred for speed of access, but a written referral should be made in the patient case notes.

* if patient lives outside the Salisbury Specialist Palliative Care Service area they will still be seen here by the Salisbury Palliative Care Service with subsequent liaison to the patients local palliative care service for ongoing care.

Telephone No: 01722 336262, extension 2113, or Pager No 1293

DISCHARGE AND REFERRAL

Patients and carers and the bereaved will be discharged when they no longer require the input of the specialist team and/or where their needs can be met elsewhere. Where a patient or carer requires re-referral to the service, they can contact the service. They will be reassessed, and colleagues informed.
Surgical Specialisation
Surgery for colorectal cancer should only be carried out by surgeons with appropriate training and experience, working as part of a multidisciplinary team. They should be active members of the Association of Coloproctology of Great Britain and Ireland and ensure their training is up to date and relevant. Mr Branagan, Mr Sleight, Mr Padwick and Mr Szymankiewicz are the designated Colorectal Specialist Surgeons and will manage all colorectal cancers. In accordance with NICE guidelines each surgeon in the MDT should carry out a minimum of 20 colorectal resections with the intention of loco-regional clearance of disease, per annum (NS/SCS/CC-16-009).

Process 

i) Preparation for surgery 

The process for meeting the potential rehabilitation needs of patients should be initiated prior to surgery.  Assessment should be undertaken re dietary; mobility and independent activity of living needs so that, on admission, referral can be made to relevant specialties such as dietetics, Occupational Therapy and physiotherapy. Assessment may be initiated by the colorectal nurse specialists and followed-up by ward-based nursing staff/surgical team. CEA tumour marker should be taken in pre-assessment, so we have a pre-surgery level.
ii) Informed consent

All patients undergoing surgery for colorectal cancer should give informed consent. Informed consent implies being given information about the likely benefits and risks of the proposed treatment and details of any alternatives. Informed consent should be obtained by the operating surgeon where possible. 

      iii) Preparation for stoma formation 

The patient who may require a stoma should be seen by a stoma care specialist nurse prior to surgery and the referral should be made at the earliest opportunity to allow adequate time for preparation. All patients with a temporary ileostomy should have their anastamosis checked with a water-soluble contrast study prior to reversal of their ileostomy.
iv) Cross-matching

All patients should only have a group and save unless HB<10. Cross-matching should be considered for patients who have Hb<10 or who have received preoperative chemoradiation. 

v) Bowel preparation

Mechanical Bowel preparation is not used routinely before right sided colorectal cancer resection. Picolax / Klean-Prep is used routinely prior to left sided colorectal cancer surgery. 

vi) Thrombo-embolism prophylaxis

 A combination of graduated compression stockings and low-molecular-weight-heparin should be used for thrombo-prophylaxis for patients undergoing colorectal surgery. 

vii) Antibiotic prophylaxis 

Any patient undergoing elective bowel surgery (left hemicolectomy, anterior resection, subtotal colectomy) will have oral anti-biotics (Metronidazole and Neomycin) on the day prior to surgery. All patients undergoing surgery for colorectal cancer should have a single dose of appropriate intravenous antibiotic. Any further antibiotics will be given if patient meets set criteria. 

viii) Enhanced recovery 

All patients will be cared for on the Enhanced Recovery Programme unless excluded by agreement by at least 2 Colorectal Surgeons (with written reasons).

ix) Rates of curative resection 

The term curative resection should be based on surgical and histological confirmation of complete excision. Surgeons should expect to achieve an overall curative resection rate of 60%, but it is appreciated that this will depend at least in part on the stage at which patients present.
Record Keeping 

Existing guidelines for the keeping of clinical records, issued by the Royal College of Surgeons (RCS 1990), should be adhered to. 

A checklist should be used to construct an operation note for patients undergoing surgery for colorectal cancer. 

All patients with colorectal cancer should be brought to the attention of the Colorectal Multidisciplinary Team. Records of these meetings, the cases discussed, and the outcomes agreed must be recorded.
Definition of Rectal Tumour 

Any cancer whose distal margin is seen at 15 cm or less from the anal verge using a rigid sigmoidoscope should be classified as rectal. 

Early Rectal Cancer (NS/SCS/CC-16-008, NS/SCS/CC-16-011)
In general, TEM / TAMIS may be considered appropriate treatment for significant rectal neoplasms which are either benign or display early malignancy i.e. thought to be stage T1. 50% of cancers removed by TEMS / TAMIS are benign on preoperative biopsy and have equivocal staging on MRI and transrectal ultrasound. The following are considered reasonable indication for considering TEM / TAMIS in patients with early rectal cancer;

· Size -3cm or less in diameter
· Location - Ideally the tumour should be located in the extraperitoneal rectum. This position is variable but approximately equates to 15cm from the anorectal junction posteriorly and 10 cm from the anorectal junction anteriorly.

· Mobility - Early rectal cancers are mobile. The presence of tethering usually indicates invasion beyond stage T1.

· Staging - MRI provides little information on early invasion through the bowel wall but may be useful in identifying nodal disease in the mesorectum.

Transrectal ultrasound is the most reliable means of staging T-stage in early rectal cancer but still only offers accuracy in around 75% of cases (range 50-85% depending on experience).

Appropriate patients will currently be sent to the Colorectal Unit in Oxford for consideration of a TEMS / TAMIS procedure until our local service is established.

Surgical technique

It is recommended that total mesorectal excision should be performed for cancer in the lower two-thirds of the rectum as part of a low anterior resection. If an abdominoperineal excision is required, an extralevator approach should be considered. In tumours of the upper rectum the mesorectum should be divided no less than 5 cm below the lower margin of the tumour. Care should be taken to preserve the pelvic autonomic nerves and plexuses, and perforation of the tumour during operation should be avoided.

Resection 

If a surgeon has any doubt regarding the choice of operation between low anterior resection and abdomino-perineal excision of the rectum, an experienced second opinion should be sought. It has been agreed that all low anterior resections will be performed as a joint procedure by Graham Branagan and Mark Szymankiewicz (tumours < 7cm from anal verge or where, for other physiological reasons, a two-person operation is deemed necessary).

Anastomosis

Although no definite recommendations can be made regarding anastomotic techniques, the interrupted serosubmucosal method has the lowest reported leak rate and triple stapling facilitates ultra-low pelvic anastomoses. 

Cytocidal washout prior to anastomosis will be used.

Rates of permanent stoma formation 

It is recommended that the overall proportion of resectable rectal cancers treated by APER should be less than 40%. If distal clearance of 1cm can be achieved, a low rectal cancer may be suitable for anterior resection.

Local excision 

Local excision for cure in rectal cancer should be restricted to T1 cancers less than 3cm in diameter with good or moderate differentiation. It must be accepted that subsequent histopathological examination of cancers thought to be suitable for local excision will identify a proportion which require more radical surgery. Local excision performed at SDH will be undertaken as a joint procedure by Graham Branagan and Mark Szymankiewicz.

Laparoscopic surgery (NS/SCS/CC-16-011)

All laparoscopic colorectal operations are performed by surgeons properly trained in colorectal surgery. Their results should be carefully audited in the local hospital multidisciplinary setting and should also be submitted to the Association of Coloproctology of Great Britain and Ireland colorectal cancer database. 

All patients are offered equal access to laparoscopic surgery.

Liver resections

Practice is in line with ACP Council recommendations/NSSG agreed guidelines (NS/SCS/CC-16-008) that all potentially resectable liver metastases should be discussed at a specialist Liver MDT.  Patients will be referred by letter, with copies of relevant investigations, to Southampton or Basingstoke, depending on the patient’s geographical location. 

Either Mr Arjun Takar and/or Professor John Primrose (consultant HPB surgeons) attend SDH Colorectal MDT weekly. The HPB surgeons attend the MDT  fortnightly in person and they, also provide a clinic where SDH patients referred to their services can be seen and counselled on upcoming procedures/follow-up . Dr Almurtadha Mula Kh (Consultant Medical Oncologist) and core team member of Salisbury MDT, also attends the Southampton video link HPB MDT meeting, on a regular basis.  Patients referred to Southampton for possible liver resection, therefore, benefit from this continuity of care. Patients referred to the Basingstoke Liver MDT do not benefit from the physical presence of a clinician from Salisbury’s MDT, but good links have been established with the Basingstoke team over many years and are maintained via e-mail, letter and telephone.
Management of patients presenting as emergencies 

Emergency surgery should be carried out during daytime hours as far as possible. This should be performed by experienced surgeons and anaesthetists who are core members of a colorectal cancer MDT. 

In patients presenting with large bowel obstruction, a CT scan of the chest, abdomen and pelvis with rectal contrast should be carried out to confirm mechanical obstruction, exclude pseudo-obstruction, and determine whether the patient has metastatic disease or colonic perforation prior to surgery / stent insertion.  

In patients with large bowel obstruction, the insertion of an expanding stent is an acceptable treatment option where adequate local expertise exists. Stenting may be used either for palliation or as a bridge to surgery. Stent insertion should be attempted urgently within 24 hours of presentation with obstruction. It is agreed that network guidelines for the management of surgical emergencies will be adhered to (NS/SCS/CC-16-008).
Colonic Stenting

Up to 30% of colorectal cancers present as an emergency with large bowel obstruction.  The use of self-expanding metal stents is an accepted option as a definitive procedure to relieve inoperable malignant colorectal obstruction, as well as a bridge to elective surgery for tumours presenting as emergency obstructions. 
The discussion conducted with the patient prior to stenting regarding a plan in the eventuality of complications or failure of stent placement, should be clearly documented in the medical record.

Operators

Peer Review is specific that colorectal stenting should be under the direction of nominated and trained personnel (NS/SCS/CC-16-002).

· Only operators who are competent should carry out stenting procedures in colorectal cancer.  All operators should be able to demonstrate that they are maintaining their expertise by such evidence as for example continuing professional development activity or an audit of their procedures.  Technical success should be achievable in 90% of cases (this is lower for extraluminal obstruction - 80%). The tumour should not be dilated prior to insertion of self-expanding metal stent.
· A list of named operators will be agreed by the MDT and a list of personnel within the network will be maintained centrally. In order to be added to the list of operators each individual will submit documentation of training.

· Operators should comply with the policy for radiological screening procedures. Interventional radiology (NS/SCS/CC-16-002) is provided by the cohort of interventional radiologists from Royal Bournemouth Hospital who provides cover to SDH two days a week. Out of this time patients must be transferred to Bournemouth for intervention with appropriate communication between hospitals carried out prior to transfer.  Stenting Endoscopists: Mr S Sleight, Mr G Branagan, Mr R Padwick and Mr M Szymankiewicz. 
Indications for Colorectal Stenting

· The insertion of a stent should be considered for all emergency and palliative malignant large bowel obstructions in the absence of perforation, peritonitis or closed-loop obstruction.

· Low rectal lesions are unsuitable for colonic stenting due to higher incidences of stent migration and distressing symptoms caused by the stent itself.

· In addition to the management of primary colon cancers, colorectal stents can be used to treat extrinsically compressing processes, such as pelvic cancers, regional metastases and lymphadenopathy.

· Covered stents can potentially be used to seal malignant rectovaginal and colovesical fistulas.

Delivery of Stent

· Where possible patients should receive bowel preparation in advance of stenting.  This should be in the form of supervised oral preparations and enemas.  Abdominal tenderness and vomiting are contraindications to oral preparation.

· Informed consent should include the risk of bleeding, perforation, stent migration and failure to achieve successful procedure.  Patients should receive an information leaflet.

· Early colorectal stent complications include bleeding (5%) and perforation (4%).  Tenesmus, pain and faecal incontinence might occur after distal rectal stent placement.  Late complications can include distal stent migration (10%) and reobstruction (10%) as a result of tumour ingrowth, overgrowth or faecal impaction.  Mortality rate from intervention should be low (1% in large series).

· Palliative care should be informed of patient's admission if for palliative stenting.

· IV antibiotics should be given 30 minutes prior to procedure.

· Baseline observations should be recorded.  Procedures should be performed in line with the guidance issued for sedated patients.

· Immediately post-stenting the patency of the stent should be assessed by either gastrograffin or direct vision with an endoscope.

· Procedures should be recorded on the hospital endoscopy database.  
Post-procedure

· Post-stenting observations should be recorded initially every 15 minutes until sedation has worn off.  Following these observations should be performed four hourly for the first 12 hours.

· Abdominal X-ray should be performed the day after stenting.

· Patients should receive oral laxatives post-procedure.

· Unexplained pain, fever or abdominal tenderness following stenting should be discussed with the patient's consultant.

· Patients should receive an information leaflet and contact number for the CRCNS prior to discharge.

· If possible, patients to be seen by dietician prior to discharge.

Non-surgical treatments for resectable rectal cancer 

Radiotherapy and chemotherapy for colorectal cancer should only be given after discussion at the Multi-Disciplinary Team (MDT) Meeting and under the direction of recognised oncologists, within facilities conforming to National Guidelines. Dr. Tessa Greenhalgh (clinical oncologist) and D.r. Almurtadha Mula Kh (medical oncologist) are the designated oncologists and will manage these treatments for all colorectal patients. Re-staging CT and MRI Scans should be undertaken 6 - 8 weeks post treatment completion.
For total neoadjuvant therapy CR cancer patients being considered for chemoRT offer CT staging scan post neoadjuvant chemotherapy for the following:

· Metastatic disease (potentially operable)

· Decision as to whether for radical or palliative treatment needs to be confirmed (consider if also need MRI pelvis)

· If further imaging is felt necessary for management before proceeding with radiotherapy. 
All patients should be made aware of the common and serious short- and long-term side effects of radiotherapy and chemotherapy, the expected benefits, and the other options available, before treatment begins. 

Patients with resectable rectal cancer should be considered for preoperative short-course radiotherapy (25Gy in 5 fractions in 1 week), with surgery performed within 1 week of completion of radiation. However, in certain cases the MDT may decide that the benefits of treating patients with lower-risk disease will not justify the additional toxicity of radiotherapy. 

Pre-operative treatment might be appropriate in the following:
1. To downsize the tumour (T3/4, N1/2)

2. If MRI suggests any of the following: disease (either primary tumour or involved lymph node) threatening or involving CRM, involvement of the internal iliac (in addition to mesorectal) lymph node or presence of extramural vascular invasion (EMVI).

3. The presence of resectable liver metastasis.

For patients who wish to explore a non-operative pathway option to consider include:

i. 12 weeks of neo-adjuvant chemotherapy (NACT) of Oxaliplatin with either Capecitabine or 5FU/LV followed by restaging (CT and MRI) prior to CRT

ii. Chemo-radiotherapy (CRT) (in regional Cancer Centre as per current guidance) 45-50Gy/25# with concurrent Capecitabine. Restaging is recommended at the end of treatment followed by surgical resection / watch and wait protocol.

In cases with well-established predictive factors for local recurrence (e.g., evidence of tumour at the circumferential resection margin, mesorectal (<1mm), lymph node involvement and extramural vascular invasion), post-operative radiotherapy and/or chemotherapy should be considered for patients who did not receive pre-operative radiotherapy. 
Radiotherapy for unresectable rectal cancer 

In fit patients with inoperable but non-metastatic rectal carcinoma, primary chemo-radiation should be offered. When the course is completed, the tumour should be re-staged and potentially curative resection considered if appropriate.
Adjuvant chemotherapy 

Stage II colorectal cancer: 

Patients with any one of the following high-risk factors should be considered for adjuvant chemotherapy:

1- pT4 with serosal breach

2- Emergency presentation (perforation/ obstruction)

3- Extramural vascular or lymphatic invasion

4- Poorly differentiated tumours 

5- Inadequate nodal sampling (<12)

6- Peri-neural invasion and low levels microsatellite instability are less clear high-risk criteria but could be considered.

For this group it is important to identify if there is a MisMatch repair (MMR) enzyme deficiency or microsatellite status: microsatellite instability high (MSI high) or microsatellite stable (MSS).

6 months of monotherapy of either Capecitabine or 5FU/LV is recommended for fit patients with MSS / no MMR deficiency tumours. 
No evidence to support adjuvant chemotherapy for Stage II cancers with no high-risk factors and these patients should be considered for clinical trials if available. 

Stage III colorectal cancer:

Adjuvant chemotherapy is recommended for fit patients with Stage III colorectal cancer.

3 months of doublet chemotherapy of Oxaliplatin and Capecitabine is recommended for the majority of patients. 6 months treatment, particularly if receiving Oxaliplatin modified De Gramont (OxMdG) can be considered in selected cases. Enrolment into clinical trials is also encouraged.  
The decision whether to prescribe adjuvant chemotherapy (either fluoropyrimidine-based therapy or combination therapy) will be made after a full discussion between the Oncologist and the patient. 
Treatment for advanced disease

Patients with metastatic disease should be discussed at the relevant MDT to determine resectability and consideration for chemotherapy and/or palliative care.

Wherever possible patients will be entered into clinical trials.

A) Operable metastatic disease:

There is evidence to support peri-operative chemotherapy in patients with resectable hepatic or extra-hepatic metastasis. There is no evidence to support anti-EGFR targeted therapy in this group of patients. In case of synchronous metastasis with in situ non-obstructing primary, the optimal order of resection of the primary and metastasis will be determined in the relevant MDT

B) Inoperable metastatic disease:

The risks and benefits of chemotherapy treatment will be discussed with the patient by an oncologist who specialises in colorectal cancer. Treatment will depend on performance status, co-morbidities and tumour characteristics such as RAS status. Treatment options include: FOLFOX, FOLFIRI, XELOX, single agent Capecitabine and FOLFORINOX / FOLFOXIRI. Patients with wild-type tumours (RAS wild type and BRAF wild type) should be considered for the addition of an anti-EGFR targeted therapy (either Cetuximab or Panitumumab via CDF). Patients will have regular clinical assessment and CEA check throughout their treatment as well as CT assessment every 3 months. After 6 months, the choice between treatment holiday (for 3 months) or continuous treatment should be discussed between the patient and the treating oncologist.  Patients who progress on Irinotecan will be considered for Oxaliplatin as a second line option and vice versa. 
Raltitrexed will be substituted for 5FU/Capecitabine if the patient develops coronary artery spasm.

c) Special circumstances:

Patient with metastasis limited to liver who progressed after 2 lines of chemotherapy could be considered for Selective Internal Radiation Therapy (SIRT) after discussion at the HBP MDT.

Peritoneal carcinomatosis could be treated with cytoreduction surgery followed by Hyperthermic Interoperative Peritoneal Chemotherapy (HIPEC). These patients will need to be referred to Basingstoke after MDT discussion.

Patients with lung metastasis will need to be discussed at the lung MDT to determine amenability to local treatment (surgery, radiofrequency ablation or stereotactic radiotherapy).
d) Palliative care
Surgeons and oncologists should make it a priority to build close links with palliative care specialists and units.

All patients with metastatic disease should be considered for referral to the Palliative Care Team for symptom control.
Follow up

Reasons for Follow-up 

a) Detection of potentially curable recurrent disease

Evidence to support or refute any survival value for regular follow up is not available. In the absence of hard evidence patients will be offered a single CT scan of the abdomen, pelvis and thorax at 1 year after resection, then 2 years and 5 years (for the purpose of detecting resectable liver and lung metastases). For patients who enter clinical research trials the intervals of scans may differ depending upon the trial criteria.
Symptomatic patients should have the relevant imaging required to look for local disease e.g. MRI.  Asymptomatic patients, with a CEA that is rising above the patient’s normal range, should have a full CT thorax, abdomen and pelvis with i.v. contrast, +/- PET-CT.
b) Detection of asymptomatic recurrence

Patients may be seen in clinic 3 monthly for the first 2 years and 6 monthly for a further 3 years, however we have now implemented Supported Self-Management Programme (SSMP) and at an appropriate time patients will be entered into the SSMP programme. They will continue to have follow up investigations as detailed with CEA tumour markers requested every 3 months for the first 2 years and then every 6 months for a further 3 years unless these markers rise above the patient’s “normal” range. 
c) Detection of metachronous cancers 

Colonoscopic follow-up yields adenomatous polyps and cancers.  A “clean” colon should be examined by colonoscopy 1 year post surgery (earlier if this is not completed prior to surgery or if there are known polyps) and then after 4 years (unless adenoma surveillance is necessary). Future follow-up over the age of 75 should be discussed with the patient and co-morbidities considered. BSG/ACPGBI/PHE Post-polypectomy and post colorectal cancer resection surveillance guidelines. 2019
d) Provision of psychological support

In the absence of evidence from randomised trials, the most persuasive arguments for routine follow-up are patient support and audit. Evidence suggests that patients’ preference is for follow up. All patients should have ready access to specialist nursing staff throughout the period of follow up. The follow-up clinics are run by a fully trained CRCNS with the support of a Macmillan Support Worker when needed. The Macmillan Support Worker oversees co-ordinating patients that are on SSMP. The CRCNS’ and Consultants have been trained in Psychological Assessment Skills and Advanced Communication Skills and, therefore, the team is compliant with the Peer Review Guidance for Psychological Support from Level2. Onward referrals to Level 3 and 4 trained staff are made where necessary (NS/SCS/CC-16-002), the Clinical Psychologist attends the MDT on at least a monthly basis.
e) Facilitation of audit 

Adequate staff and information technology facilities must be available for this essential part of colorectal cancer care.

The Colorectal Cancer Multi-Disciplinary Team should audit the survival rates of patients who undergo surgery and share this information within the Cancer Network. Data from each hospital should also be submitted to the National Bowel Cancer Audit Programme (NBOCAP). Audit should include information on variables such as the socio-economic status of patients, which can lead to variation in outcomes from different centres.  Adequate manpower resources and information technology facilities must be available for this essential part of colorectal cancer care. 

It is agreed that we should participate in local audit and any Network audits and results should be presented to the MDT. Audit should be structured with reference to outcome measures and should be regarded as a routine part of a consultant’s work. It may be facilitated using a database such as that promoted by the Association of Coloproctology (NS/SCS/CC-16-009).

Follow-up is necessary for audit, which should be structured to determine post-operative mortality, anastomotic leak rates, colostomy rates and 5-year survival. 

Surgeons should expect to achieve an operative mortality of less than 20% for emergency surgery and less than 7% for elective surgery for colorectal cancer. 

Surgeons should carefully audit their leak rate for colorectal surgery and should expect to achieve an overall leak rate below 8% for anterior resections and below 4% for other types of resection. Ultra-low pelvic anastamoses are associated with a higher leak rate. 

i) Survival rates 

Each MDT should audit the survival rates of the patients they manage. Data from each hospital should be submitted both to Cancer Registries and to the National Bowel Cancer Audit Programme (NBOCAP).
Histopathology Reporting

a) Access

All resected polyps and cancers should be submitted for histopathological examination. Pathology reports should contain information on all of the data items contained in the Joint National Guidelines Minimum Data Set for Colorectal Cancer Histopathology Reports. It is the surgeon’s responsibility to ensure that all resection specimens, including polyps, are sent for histological examination.
b) Process

Pathology laboratories should store stained histology slides for a minimum of 10 years, and tissue blocks from specimens indefinitely, in order to facilitate future case review, clinical audit, and research. Pathological examination of colorectal cancer specimens should be carried out in laboratories accredited by UKAS to conform to ISO 15189 and participate in external quality assessment schemes (14-2D-101) and regular audit of technical procedures and diagnosis. 

c) Audit
Pathologists will audit their reports at regular intervals (yearly) to ensure that their overall results are not significantly different from what might be expected. Standards are recommended for this purpose, namely that in a series of at least 50 resection specimens,

i) the median number of lymph nodes examined is 12

ii) the frequency of serosal involvement is > 20% for colonic cancers

iii) the frequency of intra and extra-mural venous invasion together is >30%
iv) Standard turnaround >90% within 10 days

d) Specimen handling and dissection

As per RCPath guidelines.

e)  Macroscopic assessment

The following items will be recorded.
· Specimen type

· Maximum tumour diameter

· Site of tumour

· Distance to the nearer end resection margin

· Tumour perforation

· Relation of the tumour to the peritoneal reflection (rectal tumours only)

· Grade of the plane of surgical excision (rectal tumours only)

· Distance of the tumour from the dentate line (for abdominoperineal excisions only)
f) microscopic assessment

The following items will be recorded;

· Histological type

· Histological differentiation

· Maximum extent of local invasion (pT stage) and extramural spread

· Resection margins (end margins and non-peritonealised margins)

· Lymph node status (number present, number involved, apical lymph node)

· Number of tumour deposits

· Deepest level of venous, lymphatic and perineural invasion

· Evidence of significant tumour regression (following neoadjuvant therapy)

· Histologically confirmed distant metastases

· Background abnormalities
g) Pathological staging

• TNM stage (UICC 8th edition)
• Completeness of resection

• SNOMED codes
h) Reporting on local excision

The core data items to be recorded are:

· Specimen type, whether a polypectomy, an endoscopic mucosal resection or a transanal endoscopic microsurgical (TEM) / TAMIS excision
· Tumour site

· Size of specimen

· Maximum tumour width in millimetres

· Histological type

· Histological differentiation

· Extent of local invasion

· Lymphovascular invasion

· The presence of a background adenoma

· Margin involvement

· The minimum clearance of the invasive carcinoma (in millimetres)

· A pT stage (UICC 8th edition)

MMR enzyme immunohistochemistry is performed on biopsy specimens on all patients under 80 years of age, and others on request from the Oncologists.

If there is insufficient material for testing on the biopsy specimen, testing is performed on any subsequent resection.

If there is loss of MMR enzymes, BRAF testing is then requested.

KRAS testing is performed at the request of the oncologists on all resection specimens and immunohistochemistry for mismatch repair on all proximal node negative colonic cancers being considered for adjuvant chemotherapy.

Anal Cancer Guidelines

As per Southampton Anal Cancer MDT policy (See Appendix 6)
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Suspected Lower GI Cancer Two Week Wait Referral Form

Please complete ALL elements of this form, including the completion of a FIT test prior to referral 

	Referrer Details 
	Patient Details 

	Name: 
	Name: 
	DOB:  

	Address: 


	Address: 


	Gender: 



	
	
	Hospital No.: 



	
	
	NHS No.:



	Tel No:


	Tel No. (1):


	Please check telephone numbers

	
	Tel No. (2):


	

	Email:


	Carer requirements (has dementia or learning difficulties)?


	Capacity concerns? 

	Decision to Refer Date:


	Translator Required: Yes (   No (  Language…….


	Mobility: 


	FIT test prior to referral

As per cancer alliance and ICB endorsement, and in line with new national guidance to GPs, all patients should undertake a FIT test prior to referral on this pathway, unless presenting with anal mass/ulceration OR abdominal/rectal mass OR Iron Deficiency Anaemia (consider TTG/faecal calprotectin in younger patients and menorrhagia in menstruating patients prior to referral on this pathway).

Please await the result of the FIT test before referring, unless agreed via Advice and Guidance with a Consultant.
FIT Value  ……….  μg
 Patient has a FIT value of ≥ 10 μg Hb/g faeces; positive FIT

 Patient unable to undertake qFIT (pls complete Frailty below and outline reason in Clinical Details section)

If the patient has a negative FIT value of <10μg Hb/g, please do NOT refer the patient via a 2ww pathway unless you have sought advice and guidance from a secondary care clinician or the patient has progressive or alarming symptoms on subsequent review, which are defined in the clinical details. 

Please also consider repeating qFIT at 4-6 week (patients with two negative FIT test results have a colorectal cancer risk of <0.04%) 




	Clinical details
Please detail your conclusions and what needs to be excluded or attach a referral letter.




	Colorectal cancer – PLEASE TICK ALL RELEVANT BOXES

      Unexplained weight loss and FIT ≥ 10
      Unexplained abdominal pain and FIT ≥ 10
      Change in bowel habit and FIT ≥ 10
      Overt rectal bleeding and FIT ≥ 10

      Non-iron deficiency anaemia and FIT ≥ 10

      Iron Deficiency Anaemia

      Palpable abdominal mass

      Palpable rectal mass on PR



	Anal cancer

      Unexplained anal mass or unexplained anal ulceration




	Information required to book patient into the right type of appointment (which is essential to allow the majority of patients to progress quicker via ‘straight to test’)

· Due to Frailty/Old Age/ Co-morbidity, does the patient require an OPA for assessment before diagnostics?  
· Is the patient fit for bowel preparation/endoscopy and willing to undergo this type of procedure
 Yes      No

· Please confirm that the following results are available:

· Ferritin, Stool sample, FBC, Hb - within last 8 weeks         
· Renal function including eGFR - within the last 4 weeks    
· Has the patient had previous bowel cancer or related surgery?  No
 Yes     
· Are you aware of the patient having an allergy to iodine/contrast medium (e.g. Gastrograffin, Primovist)?         No
 Yes     
· Is the patient on any Anticoagulant or Antiplatelet agents?  No
 Yes     
· Is the patient on any ACEi/ARB?  No 
 Yes     
· Is the patient on any diuretics?  No 
 Yes     
· Is the patient on any NSAIDs?  No  
 Yes     
· Is the patient on Lithium?  No  
 Yes     
· Is the patient diabetic?  No 
 Yes     
Is it safe for the patient to stop all the above medications for a period of 72 hours?   No  
 Yes     
If no, please provide further detail below

PLEASE NOTE: To reduce risk of patient harm, up to date bloods are required in order to progress referral. The patient’s pathway will be delayed if this information is not provided



	Smoking status


	Height/Weight/BMI if available

	
	


	PLEASE TICK AS APPROPRIATE- THIS MUST BE COMPLETED AS IT IS ESSENTIAL TO ALLOW THE MAJORITY OF PATIENTS TO PROGRESS QUICKER VIA ‘STRAIGHT TO TEST’

	














	Please confirm that the patient has been made aware that this is a suspected cancer referral: No
Yes 
Please confirm that the patient has received the two-week wait referral leaflet: No
Yes 
Please confirm whether the patient has had a previous bowel investigation in the last 2 years: No
Yes 
If yes, please state what investigation has been performed: 

       Colonoscopy

       Flexi sigmoidoscopy

       CT Colonography
Please provide an explanation if the above information has not been given:

If your patient is found to have cancer, do you have any information which might be useful for secondary care regarding their likely reaction to the diagnosis (e.g. a history of depression or anxiety, or a recent bereavement from cancer might be relevant) or their physical, psychological or emotional readiness for further investigation and treatment?


	Date(s) that patient is unable to attend within the next two weeks

If patient is not available for the next 2 weeks, and aware of nature of referral, consider seeing patient again to reassess symptoms and refer when able and willing to accept an appointment




	Please attach additional clinical issues list from your practice system

Details to include:
Contraindications, current medication, significant issues, allergies, relevant family history, alcohol status and morbidities




Please send via e-RS
Appendix 2: 
J. G. Williams, R. D. Pullan, J. Hill, P. G. Horgan, E. Salmo, G. N. Buchanan, S. Rasheed, S. G. McGee and N. Haboubi.  ‘Management of the malignant colorectal polyp: ACPGBI position statement’, Colorectal Disease 2013, The Association of Coloproctology of Great Britain and Ireland. 15 (Suppl. 2), 1–38

Appendix 3: Clinicopathological staging of colorectal cancer
TNM staging T - primary tumour
TX Primary tumour cannot be assessed TO No evidence of primary tumour T1 Tumour invades submucosa T2 Tumour invades muscularis propria T3 Tumour invades through muscularis propria into subserosa or into non-peritonealised pericolic or perirectal tissues T4 Tumour perforates the visceral peritoneum or directly invades other organs or structures
Note: i) Direct invasion in T4 includes invasion of other segments of the colorectum by way of the serosa, eg. invasion of the sigmoid colon by a carcinoma of the caecum, ii) Tumours which have received pre-operative irradiation should be identified in the histopathology staging by the prefix "y"; e.g. ypT3.
N - Regional Lymph Nodes
NX   Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1    Metastasis in 1 to 3 pericolic or perirectal lymph nodes
N2   Metastasis in 4 or more pericolic or perirectal lymph nodes
M - Distant Metastasis
MO No distant metastases M1 Distant metastases
pTNM Pathological Classification:
The pT, pN and pM categories correspond to the T, N, and M categories.
iii) Histological types of colorectal carcinoma (WHO classification)
adenocarcinoma 
mucinous adenocarcinoma signet ring carcinoma squamous carcinoma adenosquamous carcinoma small cell carcinoma undifferentiated carcinoma

NB: It is strongly recommended that the staging of colorectal cancer be recorded according to the Joint National Guidelines for a Minimum Data Set for Colorectal Cancer Histopathology Reporting.

Appendix 4: Association of Coloproctology of Great Britain and Ireland Colorectal Cancer Minimum Dataset
Data Definitions

For future upgrades of data definitions please refer to http://www.canceruk.net/clinit/ products_acp.htm
Unit Details
Unit name
The name of the Hospital or other organisation that provides the services and employs the staff involved in the management of the services.
Unit ID number
This number identifies the site uniquely. Each copy of the database should have it's own Unit ID number. If you do not know what this identifier is contact Clatterbridge Centre for Oncology at the address above and they will provide you with the correct number.
If you are running more than one copy of the database you will require more than one ID number, contact the helpdesk for additional numbers.
Usual address
Unit's full postal address. The text of the address is divided into several lines for road, town, area or county.
Usual postcode
Full postcode for the Unit.
Phone number
Phone number for the Unit/Department, e.g. (0151) 334 4000 Ext. 4294. Text and numbers can be entered.
Fax number
Fax number for the Unit/Department.
Name of the lead Clinician for Colorectal Cancer
The name of the Unit's lead Clinician for Colorectal Cancer.
Patient Details
Colorectal Unit ID code (hidden)
This is assigned automatically and identifies the Unit or organisation against each record. A Clinician who practices at various organisations over time is able to compile the dataset without losing the facility to identify the organisation at which services were provided.
Unit Patient Number (Hospital number)
The number or code assigned by the unit to identify the patient uniquely throughout the unit/organisation. This may also be known as the hospital number, case-sheet number, case number or registration number.

The patient number is normally assigned on first registering with the unit, is often used as the reference number for filing the patient's medical notes and is the key field for identifying the patient in a computerised records system. The number may be assigned automatically by a computer system or through a manual procedure.
Date of birth
The date of the patient's birth. If unknown, the user would need to enter an approximate date or a pseudo-date such as 01/01/1800 rather than leaving the item blank.
Sex

•      1 Male

•     2 Female

Postcode of patient's usual address
Full postcode of patient's usual address. Patients with no fixed abode should be assigned a pseudo-postcode of ZZ99 3VZ.
Patient's NHS Number
The patient's (new) NHS number if known. The existing alphanumeric codes of varying formats have been replaced by a ten-digit number. Introduction began in 1995/96 and the NHS Executive intended the new number to be used in the exchange of data throughout the health service from April 1997. This is not a mandatory field because some units may not have access to this data item at point of entry.
Forename / Surname
Used as an alternative identifier. The program is not intended to be used as a patient management system so these fields are not mandatory.
Family History
Has a family history been taken y/n.
Consultant/Surgical Firm
The Surname of the Consultant with overall responsibility of the patient. In some cases this will be after an internal referral.
Follow ups ceased
Have follow up visits ceased for this patient y/n.
Death
Is the patient dead ?
•      1 Yes
•     2 No
•     3 Unknown
Date of death
Date patient died.

Cause of death
Cause of death.
•      1 Died of cancer

•     2 Died of other cause (cancer present)

•     3 Died of other cause (no evidence of cancer)

•      4 Unknown

Post-Mortem

Was there a post-mortem y/n

Other Hospital Casesheet number/s

If patient has been seen or is being seen at other hosptial multiple casesheet numbers for the patient can be recorded.

Other Hospital name

If patient has been seen or is being seen at any other hospital the hospitals/other identifiers can be recorded along with the foreign/other casesheet number/s.

Tumour Details
Date of Diagnosis

The date on which cancer was diagnosed at operation, histology, colonoscopy, barium enema or other means.

Referral type

To identify the source of the referral

• 1 GP Emergency/elective referral by GP
• 2 A/E Patient self referral to A/E

• 3 Internal From another consultant
Date of receipt of referral

The date of receipt by the hospital of the referral

Date of first hospital contact

Date of the first outpatient attendance/emergency admission

Was this the first referral to a member of the Multi Disciplinary Team

Was this the first referral to a member of the Multi Disciplinary Team y/n.

If the patient was not originally referred to a member of the MDT then this should be set to NO

Was this the first appointment offered

To identify if the delay in patient outpatient appointment Is due to patient choice y/n

Urgent appointment

To identify whether the patient was deemed by the Colorectal surgeon to have a substantial risk of colorectal cancer based on their primary care referral y/n

Major Tumour Site / ICD10 Site code

The major site as identified by the clinician at presentation. There is no need to record all of the sites if multiple tumours at presentation

•
1 Caecum
C18.0

•
2 Appendix
C18.1

•
3 Ascending colon
C18.2

•
4 Hepatic Flexure
C18.3

•
5 Transverse colon
C18.4

•
6 Splenic flexure
C18.5

•
7 Descending colon
C18.6

•
8 Sigmoid colon
C18.7

•
8 Recto-Sigmoid
C19

•
9 Rectum
C20

Synchronous tumour ?

Def: Lower margin of tumour 15cm or less from anal verge.

Is there a synchronous tumour y/n.

If the patient presents with more than one new site at clinic then this identifier should be set to yes.

If it is set to YES then the user can record a second site.

Synchronous Tumour Site / ICD10 Synchronous Site code

A second site as identified by the clinician at presentation. There is no need to record all of the sites if multiple tumours at presentation. (List as above for Major Tumour site).
Height above anal verge (cm)

Height above the anal verge for rectal cancer.

Colonoscopy

Result of colonoscopy.

•
1 Normal (no evidence of tumour, true negative or false negative)

•
2 Abnormal (tumour or polyp)

•
3 Inadequate (bowel not fully visualised)

•
4 Not done

•
5 Not known

Date of colonoscopy

The date on which colonoscopy carried out.

Colonoscopy complications: Over sedation, Bleeding, Perforation, Other complication

Over sedation y/n, Bleeding y/n, Perforation y/n, Other complication y/n.

If 'Other Complication' exists, specify

If other colonoscopy complication, record the 'other1 complication here.

Reason for incomplete colonoscopy

The reason for an incomplete colonoscopy.

•
1 Obstructing tumour

•
2 Poor bowel presentation

•
3 Patient intolerance / technical reasons

•
4 Other

Barium enema

Result of barium enema.

•
1 Normal (no evidence of tumour)

•
2 Abnormal (tumour or polyp)

•
3 Inadequate (bowel not fully visualised)

•
4 Not done

•
Not known

Date of barium enema

The date on which barium enema carried out.

Flexi-Sigmoidoscopy

Result of flexible-sigmoidoscopy.

•
1 Normal (no evidence of tumour)

•
2 Abnormal (tumour or polyp)

•
3 Inadequate (bowel not fully visualised)

•
4 Not done

•
5 Not known

Date of Flexi-Sigmoidoscopy

The date on which flexi-sigmoidoscopy carried out.

Distant Metastases: Liver, Lung, Bone, Other
 Does patient have liver, lung, bone, other metastases y/n.

If 'other' metastases, specify

If patient has presented with Distant Metastases, specify where.

Was this a screened case ?
Was this a screened case y/n.
If screened, specify

•
1 FOB

•
2 Colonoscopy

•
3 Other

Modified Dukes' Stage
Final clinicopathalogical staging. 

Primary Surgery: Pre-operative Details
ASA Grade

•
1 Fit

•
2 Relevant disease

•
3 Restrictive disease

•
4 Life threatening disease

•
5 Moribund

No surgery carried out

No surgery carried out on this tumour y/n. Record YES if no surgery at all was carried out on this tumour site.

Reason no surgery performed

If no surgery was carried out record the reason.

•
1 Patient unfit

•
2 Patient refuses treatment

•
3 Advanced disease

•
4 Other treatment given, specify

If '4 other treatment given', specify

If reason no surgery performed is "other" specify the treatment.

Previous operation related to this tumour?

Is there a previous operation related to this tumour site y/n. The default for this field for all new surgery records is set to NO.

This field identifies a small group of patients in the following category: Occasionally patients will have surgery eg stoma, before having chemo/RT, and will subsequently then have a laparotomy/resection. In order to identify that this new surgery is in fact the primary surgery (for the tumour site) you must replace the surgery record (in the example above -stoma) with the subsequent surgery (example - laparotomy/resection). You can either DELETE the record and reenter it from scratch OR just edit and update the details of the existing record. When the second operation is carried out, you must return to the question "Previous operation related to this tumour" and change to YES.

Previous procedure

•
1 Laparotomy (+/- biopsy)

•
2 Stoma (either at laparotomy or trephine)

Date of start of first definitive procedure

Date of the start of the first definitive procedure (may mean definitive surgery, radiotherapy or chemotherapy but not examination under anaesthetic) for this tumour.

Thrombo prophylaxis y/n

Antibiotic prophylaxis y/n

Date referred to colorectal nurse or stoma therapist

Date seen by colorectal nurse or stoma therapist

Primary Surgery: Operation Details
Curative resection

The surgeons opinion of the completeness of the excision at the time of operation which should not be revised in the light of subsequent histopathology reporting.

•
Curative

•
2 Palliative

•
3 Uncertain

If palliative, due to:

If the item recorded in Curative resection is 'palliative' then is it due to:
•
1 Local disease

•
2 Liver disease

•
3 Other (please specify)

Other, please specify (palliative)

Free text field.
If uncertain, due to:

If the item recorded in Curability ? is 'uncertain' then is it due to:
•
1 Local

•
2 Distant

•
3 Other (please specify)

Other, please specify (uncertain)

Free text field.
Surgeon

Name of surgeon that performed procedure.
GMC code

GMC national code for surgeon. The consultant code is an eight character alphanumeric code based on the GMC registration number: the first character will be the letter 'C: characters 2-7 will be the doctors GMC number; character 8 is a check digit. The default code for Consultant Code 'not known' is C9999998.
Grade

Grade of surgeon.
•
1 Consultant

•
2 Associate specialist

•
3 Staff grade/Clinical Assistant

•
4SPR

•
5SHO

•
6 HO

•
7 Other

Assistant

Name of the assistant that assisted with procedure.
GMC code

General Medical Council national code for assistant.

Grade

Grade of the assistant (list as above)
2nd Assistant

Name of 2nd assistant that assisted with procedure IF APPROPRIATE.
GMC code

GMC national code for 2nd assistant.
Grade

Grade of 2nd assistant (list as above)
Date of surgery

Date of surgery including any definitive surgery for this tumour and may be a palliative procedure such as Stent insertion.
Start time of Surgery

Time of day at which the procedure began (24 hour clock).
Mode of operation
CEPOD classifications.
•
Elective (Operation at a time to suit both patient and surgeon e.g. after an elective admission)

•
Scheduled (An early operation but not immediately life-saving. Operation usually within 3 weeks)

•
Urgent (as soon as possible after resuscitation. Operation within 24 hours)

•      Emergency (Immediate and life-saving operation, resuscitation simultaneous with surgical treatment. Operation usually within 1 hour)

Procedure type

•      1 Closed without procedure

•
2 Stoma only

•
3 Bypass/Stent

•
4 Excision

•
5 EUA

Procedure name / OPCS4 code

•      1 EUA only H44.4 With/without biopsy

•
2 Laparotomy only       T30.9 No other procedure except with or without biopsy

•
3 Laparoscopy only      T43.8 Can include with/without biopsy

•
4 Loop stoma only        H15.1 Large or small bowel

•
5 End stoma only         HI5.2 Either at laparotomy or trephine method

•
6 Right hemicolectomy H07.8 Any right hemicolectomy to include extended right hemicolectomy

To include ileo-rectal or ileo-sigmoid Excision of transverse colon Excision of the descending and/or sigmoid colon with colorectal anastomosis Excision of the sigmoid colon with colorectal anastomosis
•
7 Subtotal colectomy
H11.8

•
8 Transverse colectomy
H08.8

•
9 Left hemicolectomy
H09.8

•
10 Sigmoid colectomy
H10.8

•
11 Anterior resection
H33.4     Carried out for tumours with less than 15cm from anal verge

•
12 APER


H33.1      Abdomino-perineal excision of rectum
•
13 Hartmann's procedure
H33.5     Excision of part of left colon with end colostomy and closure
   or exteriorisation of the distal remnant

•
14 TART


H41        Trans-anal resection of tumour (by any method except TEMS)

•
15 TEMS



Trans- anal endoscopic micro-surgery
•
16 Stent



Stent placed across tumour by any means
•
17 Polypectomy


Excision of a malignant polyp (endoscopic or open)
Local complications

Did local complications exist y/n.

If tumour complications exist, specify

•      1 Pericolic abscess

•
2 Free perforation

•
3 Intestinal obstruction

•
4 Other, specify

If Complications "4 Other, specify", specify

If other Tumour complication, describe.

Anaesthetist grade

Grade of most senior anaesthetist present in theatre during the operation (list as above).

Was anastomatosis done

Was anastomotosis done y/n.

Primary Surgery: Post-operative Details

Date Discharged

Date patient discharged from ward.

Postoperative death within 30 days

Did patient die within 30 days of the surgical procedure y/n.

Death due to cardiovascular causes ?

Was death was due to cardiovascular causes y/n.

Stoma

Stoma exists y/n.

Stoma type

•      1 Permanent

•     2 Temporary with intent to close

Date of closure of stoma

Date on which temporary stoma closed.

Minor complication: leak / abscess / bleed / other

Minor complication: a complication that did not require re-operation y/n.

Major complication: leak / abscess / bleed / other 
Major complication: a complication that required re-operation y/n.

Histopathology Details
Date of report

Date of the histopathology report.

TNM Staging

Summary of TNM staging:

Tx    Minimum requirements for tumour assessment not met pTO No evidence of primary tumour pTI Tumour extends into the sub-mucosa pT2 Tumour extends into the muscularis propria pT3 Tumour extends through muscularis propria into subserosa on into nonperitonealised pericolic or perirectal tissues pT4Tumour extends directly into the other organs or tissues, or tumour perforates the visceral peritoneum of the specimen y Prefix indicating pre-operative radiotherapy was given to this tumour

nx   Minimum requirements for lymph node assessment not met

pNONo lymph node mets

pN1 Metastatic tumour in 1 to 3 pericolic or perirectal lymph nodes

pN2 Metastatic tumour in 4 or more pericolic or perirectal lymph nodes

mx Minimum requirements to assess distant metastasis cannot be met

MO No distant metastases

M1  Distant metastasis present

From:CANCER Principles and Practice of Oncology 5th Edition, Vincent T.DeVita Jr, Samuel Hellmann, Steven A.Rosenberg; Lippincott-Raven

Positivity of distal margins

•      1 Yes

•      2 No

Positivity of proximal margins

•      1 Yes

•      2 No

Positivity of circumferential margins

•     1 Yes

•     2 No

•      3N/A

Circumferential margins refer to the completeness of the surgeon's resection margin in the opinion of the histopathologist. In parts of the colon where it is completely surrounded by peritoneum, recording of the circumferential (surgical resection) margin is not appropriate. This should be recorded as Not Applicable (N/A). Positivity of margin: When the tumour is 1mm or less from the surgical resection circumferential maqiB.
Histological grade

The histological grade of the invasive component of the lesion as reported by the pathologist.

•      1 Poor

•     2 Other

Histological type

•      1 Adenocarcinoma

•      2 Mucinous tumour (>50°/o)

•     3 Other

Number of lymph nodes found

Indicate here the number of lymph nodes recovered from the pathology specimen

Number of positive lymph nodes found

Indicate here the number of lymph nodes in the pathology specimen found to contain malignant tumour

Extramural vascular invasion y/n
Perforations or serosal involvement for tumours at sites with serosal cover y/n

Distance between lower end of tumour and resection margin in rectal and recto-sigmoid tumours

Distance should be measured in the fixed specimen (mms).

Distance between lower end of tumour and dentate line in APER specimen

Distance should be measured in the fixed specimen (mms).

NOTE: Definitions relating to the Joint National Guidelines Minimum Dataset for Colorectal Cancer Histopathology Reporting (only) data items are not included in this document although those data items are included within the structure of the database.

Oncology Details
Radiotherapy y/n RT given

•      1 Pre-op

•     2 Post-op

Radiotherapy trial y/n

Purpose of RT

•      1 Adjuvant

•      Palliative

Chemotherapy y/n Chemotherapy given
•      1 Pre-op

•      2 Post-op

Purpose of Chemotherapy

•      1 Adjuvant

•     2 Palliative 
Chemotherapy trial y/n
Follow Up Details
Date of Follow-Up Visit

The date on which the patient was seen in clinic for follow-up.

Date of Closure of temporary stoma

The date on which a temporary stoma was closed.

Permanent stoma

Any stoma that has not been closed within 3 years y/n.

Local Recurrence (within field of operation)

Local/regional recurrence occurring within the field of the operation y/n.

Date of diagnosis of local recurrence 
Date of diagnosis of local recurrence.

Local recurrence diagnosed by
 Local recurrence diagnosed by:

•
1 Clinical
•
2 Imaging
•
3 Histology
•
4 Other
Distant spread

Regional/metastatic disease occurring outside the field of operation y/n. If distant spread, specify:

Date of diagnosis of distant spread 
Date of the diagnosis of distant spread.

Distant spread: Liver / Lung / Bone / Other y/n
If Distant spread 'Other1, then specify

Specify other distant spread.

Referral to Palliative Care
Patient referred to palliative care y/n

Date referred to Palliative Care
Date patient referred to palliative care

For future upgrades of data definitions please refer to: http://www.canceruk.net/clinit/ products_acp.htm
Appendix 5: Histopathology Reporting
COLORECTAL CANCER LOCAL EXCISION SPECIMEN REPORT
NAME:



  

LAB NO:



MACRO:

Specimen type
polypectomy   /   endoscopic mucosal resection (EMR)  /




endoscopic submucosal dissection (ESD)   /  




transanal endoscopic microsurgical (TEMS) excision  / 




other……………………………………

Site of tumour



…………………
Size of specimen (maximum width) 
…………… mm   /   not assessable (piecemeal)
MICROSCOPY:

Tumour type



adenocarcinoma  /   other ………………….

Differentiation by worst area

well/moderate   /   poor

Local invasion


submucosa   (pT1)

muscularis propria   (pT2) 

beyond muscularis propria   (pT3) 

 For pT1 tumours:
Maximum depth of invasive tumour

 from muscularis mucosa

………….mm

Width of invasive tumour

……….…mm

Haggitt level (polypoid tumours)
1   /   2   /   3   /   4   /   not  assessable  /  n/a

Kikuchi level (sessile tumours)  
sm1  /  sm2  /  sm3  /  not assessable  /  n/a

Number of lymph nodes


…….

Number of involved lymph nodes

…….

Number of tumour deposits


0  /  1  /  2  /  3  /  4  /  5  /  >5

Deepest level of venous invasion

None    /    intramural    /   extramural

Deepest level of lymphatic invasion

None    /    intramural    /   extramural

Deepest level of perineural invasion

None    /    intramural    /   extramural
Preoperative therapy response (tumour regression score):

Not applicable




No viable cancer cells (TRS 0)




Single cells or rare small groups of cancer cells (TRS 1)

Residual cancer with evident tumour regression (TRS 2)

No evident tumour regression (TRS 3)

Background adenoma


Yes    /    No

Involvement of margins by carcinoma:

Peripheral margin


Yes    /    No    /    not assessable*
Deep margin



Yes    /    No    /    not assessable*

(* Not assessable is appropriate if specimen is received piecemeal)
Histological measurement  from carcinoma 

to nearest deep excision margin 

…………….mm

Complete resection  (by >1mm)

 of carcinoma at all margins

Yes (R0)    /    No (R1)     /    No (R2)

or Not assessable
Diagnosis validated by

…………………………….

Additional microscopic description

Reporting pathologist:





Date:

SNOMED:

Form v4, Oct 2018. Reference – RCPath Dataset for Colorectal Cancer 4th ed,  Sept 2018 

COLONIC CANCER RESECTION HISTOPATHOLOGY REPORT 

SURNAME:



  

LAB NO:



MACRO:

Specimen type
Total colectomy     /    Subtotal colectomy  /

Right hemicolectomy  /  Transverse colectomy  /

Left hemicolectomy  /  Sigmoid colectomy  /

Hartmann’s procedure  /  Anterior resection  /    other………………………………

Maximum tumour diameter



………mm

Site of tumour





……………………………………..
Distance of tumour to nearer longitudinal end
………mm

Tumour perforation (pT4)



yes    /     no
 

Additional macro description:
MICROSCOPY:

Tumour type

Adenocarcinoma  /   other ………………….

Differentiation

Well/moderate   /   Poor    /    Not applicable

Local invasion
No carcinoma identified (pT0)


Submucosa (pT1)


Muscularis propria (pT2)


Beyond muscularis propria (pT3)


Tumour cells have breached serosa (pT4a)


Tumour has perforated below peritoneal reflection (pT4a)


Tumour invades adjacent organs (pT4b)

Maximum distance beyond 

 

 muscularis propria


………mm     /     not applicable

Pre-operative therapy
response:

Not applicable



No viable cancer cells (TRS 0)

 


Single cells or rare small groups of cancer cells (TRS 1)




Residual cancer with evident tumour regression (TRS 2)




No evident tumour regression (TRS 3)

FORM CONTINUES – PLEASE TURN OVER

Carcinoma involvement of margins:

Doughnuts



Yes  /  No   /  not applicable  /   not submitted

Longitudinal margin


Yes  /  No   /   not applicable  /  not submitted

Circumferential margin  (CRM)
Yes    /   No    

Distance from carcinoma to CRM
……….mm

No. of lymph nodes


………



No. of involved lymph nodes   
………

Highest node involved 

Yes   /    No

Number of tumour deposits
0  /  1  /  2  /  3  /  4  /  5  /  >5  / Not applicable

Deepest level of venous invasion
None  /  Intramural  /  Extramural

Deepest level of lymphatic invasion
None  /  Intramural  /  Extramural

Deepest level of perineural invasion
None  /  Intramural  /  Extramural

Histologically confirmed

distant metastatic disease
Yes (pM1)    /    No; if yes, site…………………

Separate abnormalities
Polyp(s)  (if yes, type (s), number and size) 


Polyposis (specify type)

Synchronous carcinoma (*complete a separate form for each cancer*)  /   

Other (specify)

Complete resection (by >1mm)

at all margins


Yes (R0)  /    No  (R1)   /     No (R2)

TNM (UICC 8th edition)

pT..……p.N…….pM…….

Additional microscopic description: 

Reporting pathologist:





Date:

SNOMED:

Form v8, Mar 2019. References – RCPath Dataset for Histopathology reporting of Colorectal Cancer 4th Ed,  September 2018; UICC TNM Classification of malignant tumours 8th Ed 2017.

RECTAL CANCER RESECTION HISTOPATHOLOGY REPORT 

NAME:



  

LAB NO:



MACRO:

Specimen type
Anterior resection   /  Abdomino-perineal excision






other………………………………………..

Maximum tumour diameter



………mm

Site of tumour





……………………………………..
Distance of tumour to nearer longitudinal end
………mm

Tumour perforation (pT4)



Yes  /  No
 

Relation of tumour to peritoneal reflection

Above  /  Astride  /  Below

Plane of mesorectal excision

Mesorectal  fascia  /  Intramesorectal  /

Muscularis propria

Plane of resection of the sphincters
Extralevator  /  Sphincteric  /  Intrasphincteric

Distance of tumour from dentate line


...........mm
Additional macro description:

MICRO:

Tumour type

Adenocarcinoma  /   other ………………….

Differentiation

Well/moderate   /   Poor    /    Not applicable

Local invasion
No carcinoma identified (pT0)


Submucosa (pT1)


Muscularis propria (pT2)


Beyond muscularis propria (pT3)


Tumour cells have breached serosa (pT4a)


Tumour has perforated below peritoneal reflection (pT4a)


Tumour invades adjacent organs (pT4b)

Maximum distance beyond 

 

 muscularis propria


………mm     /     not applicable

Pre-operative therapy
response:

Not applicable



No viable cancer cells (TRS 0)

 


Single cells or rare small groups of cancer cells (TRS 1)




Residual cancer with evident tumour regression (TRS 2)




No evident tumour regression (TRS 3)

Carcinoma involvement of margins:

Doughnuts



Yes    /   No   /   not applicable  /   not submitted

Longitudinal margin


Yes    /   No    /   not applicable  /  not submitted

Circumferential margin  (CRM)
Yes    /   No    

Distance from carcinoma to CRM
……….mm

No. of lymph nodes


………



No. of involved lymph nodes   
………

Highest node involved 

Yes   /    No

Number of tumour deposits
0  /  1  /  2  /  3  /  4  /  5  /  >5  / Not applicable

Deepest level of venous invasion
None  /  Intramural  /  Extramural

Deepest level of lymphatic invasion
None  /  Intramural  /  Extramural

Deepest level of perineural invasion
None  /  Intramural  /  Extramural

Histologically confirmed

distant metastatic disease
Yes (pM1)    /    No; if yes, site…………………

Separate abnormalities
Polyp(s)  (if yes, type (s), number and size) 


Polyposis (specify type)

Synchronous carcinoma (*complete a separate form for each cancer*)  /   

Other (specify)

Complete resection (by >1mm)

at all margins


Yes (R0)  /    No  (R1)   /     No (R2)

TNM (UICC 8th edition)

pT..……p.N…….pM…….

Additional microscopic description: 

Reporting pathologist:





Date:

SNOMED:

Form v8, Mar 2019. References – RCPath Dataset for Histopathology reporting of Colorectal Cancer 4th Ed,  September 2018; UICC TNM Classification of malignant tumours 8th Ed 2017.

Appendix 6: Anal Cancer Staging
ANAL CANCER RESECTION HISTOPATHOLOGY REPORT 

NAME:



  

LAB NO:



MACRO:

Specimen type




Abdomino-perineal resection

Length of specimen




………mm

Maximum diameter of specimen


………mm

Length of perianal skin



………mm

Distance from perianal resection margin


to dentate line




………mm

Surgical plane of excision
Extrasphincteric  /  Intersphincteric  /  Intrasphincteric

Depth of perianal connective tissue

(to include sphincter muscle)


………mm

Depth of mesorectum




………mm

Adjacent organs included

Bladder  /  Coccyx  /  Uterus  /  Vagina  /

(select all that apply)


Other (specify.................)
 

Site of tumour



Anterior  /  Posterior  /  Right lateral  /

(select all that apply)


Left lateral
 

Maximum size of tumour



………mm

Distance of tumour to dentate line


………mm

Distance of tumour to anal verge


………mm

Distance of tumour to deep margin


………mm

Additional Macro:

MICRO:

Tumour type

Squamous cell carcinoma  /   other ………………….

Differentiation

Well diffd  /  Moderately diffd  /  Poorly diffd  /  Not applicable

Adjacent surface

squamous dysplasia

Not identified  /  Present – AIN Grade .......

Completeness of excision


of dysplasia


Yes  /  No  /  Not applicable

Maximum microscopic size


of tumour


………mm

Depth of invasion

Lamina propria  /  Submucosa  /  Muscularis propria  /





Smooth muscle  /  Striated muscle  /





Adjacent organ – (specify .............)

Post-treatment tumour regression:

Not applicable






Grade 0 (Complete regression)

 





Grade 1 (Moderate response)







Grade 2 (Minimal response)







Grade 3 (Poor response)

Deep (CRM) margin  



Involved  /  Not involved    

Distance to deep (CRM) margin

……….mm

Lymph nodes with main specimen

………



Number involved

   

………

Lymph nodes submitted separately

Yes  /  No

If yes:

Site



......................................



Total number


………



Number positive

………

SUMMARY:

Tumour type




......................................

Grade





......................................

Stage (UICC TNM 8)



(y)pT..... pN..... pM.....

Excision



Not applicable  /  R0 (complete excision)  /






R1 (Microscopic residual tumour)  /

R2 (Macroscopic residual tumour)

Post-treatment



Yes  /  No

Distant metastases



Yes  /  No  /  Not applicable

FINAL SUMMARY OF STAGE (TNM 8)
(y)pT..... pN..... pM.....

Additional microscopic description: 

Reporting pathologist:





Date:

SNOMED:

Form v1, May 2018. References – RCPath Dataset for Histopathology reporting of Anal Cancer 1st Ed,  March 2018; UICC TNM Classification of malignant tumours 8th Ed 2017.

Appendix 7: Operational Policy for the Management of Anal Carcinoma in West Central South Coast Cancer Network. 

AWAITING UP-DATED OPERATIONAL POLICY FROM SOUTHAMPTON
Currently have the un-updated 2019 version. 

Appendix 8: Guidance for the Communication of Significant News
See Microguide – Cancer/Oncology

Document entitled “Communicating Bad News”
Appendix 9


Baseline assessment of Rectal cancer MRI report

Tumour morphology:

Location:  anorectal / lower rectum / mid rectum / upper rectum / rectosigmoid / unconfirmed 

Length:  mm

Distance from anal verge:  mm

Distance from top of puborectalis:  mm

Shape:  annular / semi-annular / polypoid / flat

Location of wall involvement:  between  [….] o’clock & [….] o’clock

Signal characteristics:  typical / mucinous

Relationship to peritoneal reflection:  entirely below / crossing / entirely above /

unsure

T stage:  T1 / T2 / T3a(<1mm) / T3b(1-5mm) / T3c(5-15mm) / T3d(>15mm) / T4

Distance through muscularis propria:  mm

CRM:  not threatened (>1mm) / threatened (<1mm) / involved

CRM threatened / involved by:  tumour / vascular invasion / node

Minimum distance to CRM:  mm / not applicable

Location(s) of closest point to CRM:  [….] o’clock

T4 organ(s) involved:   [….]

Nodal status:

N0 / N1 (1-3nodes) / N2 (4 or more) / Nx (indeterminate)

Malignant Node Location:  mesorectum / IMA vascular pedicle / left inguinal /

right inguinal / left pelvic sidewall / right pelvic sidewall

Node position(s):   [….] o’clock

Most superior node position (relative to a sacral segment):

Extramural vascular invasion:  absent / present / indeterminate 

EMVI Location(s):   [….] o’clock

Metastasis:

M0 / M1a (one organ) / M1b (2 or more organs or peritoneum) / Mx indeterminate

or not known

Additional information or findings:

[….]

Summary:

The predicted radiological staging is T[….]  N[….] M[….] EMVI[….] CRM involved / threatened / not threatened anorectal / lower rectal / mid rectal / upper rectal / rectosigmoid cancer.

Appendix 10

Active Surveillance  Protocols
Low Grade Appendiceal Tumours (LGAT) Watch and Wait Protocol

	Patient name:
	
	Consultant: 

	Hospital no:
	
	Date of treatment: 

	
	CT scan (abdomen and pelvis)
	CEA
	CA125
	CA19-9

	1 year
	
	
	
	

	3 years
	
	
	
	

	5 years
	
	
	
	

	10 years
	
	
	
	


Intensive follow up after TEM/ Polypectomy

	Name:
	
	
	Date of TEM



	Hospital No:
	
	
	

	
	Flexible sigmoidoscopy
	Colonoscopy
	MRI
	CT
	CEA

	4 months
	
	
	
	
	

	8 months
	
	
	
	
	

	1 year
	
	
	
	
	

	16 months
	
	
	
	
	

	20 months
	
	
	
	
	

	2 years
	
	
	
	
	

	2 ½ years
	
	
	
	
	

	3 years
	
	
	
	
	

	3 ½ years
	
	
	
	
	

	4 years
	
	
	
	
	

	4 ½ years
	
	
	
	
	

	5 years
	
	
	
	
	

	
	
	5 yearly
	
	
	


	Timeline from completion of CRT
	CEA
	Scans
	Endoscopy

	4 weeks
	
	MRI


	

	8 weeks
	
	MRI, FDG-PET


	

	12 weeks
	
	MRI


	Flex Sig

	16 weeks
	
	MRI/FDG-PET


	

	6 month
	
	MRI


	Flex Sig

	9 month
	
	MRI


	Flex Sig

	12 month (1 yr)
	
	CT, MRI, FDG-PET
	Colonoscopy

	15 month
	
	
	

	18 month
	
	MRI


	Flex Sig

	21 month
	
	
	

	24 month (2 yr)
	
	CT, MRI
	Flex Sig

	30 month
	
	
	

	36 month (3 yr)
	
	CT, MRI
	Flex Sig

	42 month
	
	
	

	48 month  (4 yr)
	
	MRI
	Flex Sig

	54 month
	
	
	

	60 month (5 yr)
	
	MRI
	Colonoscopy

	72 month (6 yr)
	
	MRI
	Flex Sig

	84 month (7 yr)
	
	MRI
	Flex Sig

	96 month (8  yr)
	
	
	

	108 month (9 yr)
	
	
	

	120 month (10 yr)
	
	
	Colonoscopy


Appendix 11: Colorectal 2WW Pathway Triage Protocol

	AGE
	SYMPTOMS
	TRIAGE
	FURTHER COMMENTS

	Any age
	Rectal/ anal mass/ulceration on examination
	Face to face OPA <2/52
	

	Any age
	Significant comorbidity/eGFR below 40
	Telephone OPA <2/52 *
	*If any mention of dementia , memory issues, learning difficulties or resides in care (e.g. residential/nursing home) in the patient’s medical history, then for Face-to-face OPA

	Any age
	Previous bowel cancer with new colorectal symptoms
	Colonoscopy <2/52 (if IDA, should also have OGD)
	eGFR required ( >40)

	Any age 
	Positive FIT with NO other symptoms given,  FIT <120
	Check with Colorectal Consultant
	eGFR required ( >40)

	Any Age
	Positive FIT with NO other symptoms given, FIT >120
	Colonoscopy <2/52 (if IDA, should also have OGD)
	eGFR required ( >40)

	Any age
	Anyone who has had previous bowel investigation in last 2 years (CTC / Colonoscopy / Flexi Sig)
	Telephone OPA <2/52
	

	Any age
	ISOLATED weight loss/abdominal pain, FIT <10
	Should be redirected to the non-specific/vague symptoms 2WW pathway
	

	Any age
	ISOLATED abdominal pain, FIT >10
	CTC + CTAP <2/52
	eGFR required ( >40)

	Any Age
	ISOLATED weight loss, FIT >10
	Colonoscopy <2/52 on a Surgical list
	Surgeon will assess patients at Colonoscopy to see if weight loss needs investigating further

	Any age
	Anaemia in the absence of iron deficiency and FIT >10

+ Abdominal pain
	Colonoscopy <2/52

CTC + CTAP <2/52
	eGFR required (>40)

FIT Test required before proceeding to investigation

	Any Age
	Anaemia in the absence of iron deficiency and FIT <10
	Should be redirected to the non-specific/vague symptoms 2WW pathway
	

	Any age
	Malaena
	Check with Colorectal Consultant
	

	
	
	
	

	Under 40
	Any TWO colorectal symptoms
	Telephone OPA <2/52 
	

	Under 40
	Iron deficiency anaemia
	Telephone OPA <2/52 
	Hb and serum ferritin required < last 6 weeks

	Under 40
	Overt rectal bleeding
	1SRBC <2/52
	

	Under 40
	Abdominal mass on examination
	F2F OPA <2/52
	

	

	Over 40
	Iron deficiency anaemia
	Colon and OGD <2/52
	Hb and serum ferritin required < last 6 weeks

	Over 40
	CIBH and FIT <10 (+/- weight loss) with FIT test on referral from Primary Care
	CTC (+/- CT CAP) <2/52 


	eGFR required (>40). 

Must have CIBH element to book CT CAP for weight loss. 

	Over 40
	CIBH and FIT <10 (+/- weight loss) when FIT done by Trust
	Telephone OPA to counsel pt
	

	Over 40
	CIBH and FIT >10 (+/- weight loss)

+ Abdominal pain
	Colonoscopy <2/52   

(IF HAVE WEIGHT LOSS, SHOULD BE ON SURGICAL LIST, PLEASE INDICATE ON ACCESS PLAN AND TQUEST) 

CTC + CTAP <2/52
	eGFR required (>40).

 Surgeon will assess patients with weight loss at Colonoscopy to see if it needs investigating further

	Over 40
	Tenesmus +/- constipation and no other symptoms
	Flexi sig <4/52 


	RRO to do TQuest only, Endoscopy to do access plan (downgrade)

	Over 40
	Tenesmus +/- constipation and any other GI symptoms
	Face to face OPA <2/52
	

	Over 40
	Abdominal mass on examination
	CTAP <2/52
	

	Over 40
	Overt rectal bleeding, FIT <10
	Flexi sig <2/52
	

	Over 40
	Overt rectal bleeding, FIT >10

+ Abdominal pain
	Colonoscopy <2/52

CTC +CTAP <2/52
	eGFR required (>40)

	

	85 or over
	Any symptoms
	Telephone OPA <2/52 *
	*If any mention of dementia , memory issues, learning difficulties or resides in care (e.g. residential/nursing home) in the patient’s medical history, then for Face-to-face OPA


APPENDIX 12: CTC following failed/incomplete colonoscopy

At the time of the failed / incomplete colonoscopy, the endoscopist should request a CT colonography (CTC) electronically via T-quest, and then liaise with duty radiologist (extension 4873 or 5511) for the CTC to be “vetted”. The duty radiologist will then liaise with the CT radiographers to coordinate the CTC.
It is important that the patient takes the oral faecal tagging agent (gastrografin) 4 hours prior to the CTC being performed, in order to allow sufficient time for this to pass through the small bowel into the colon.

· Failed colonoscopy before 12 noon (Mon-Fri)
Patients will be allowed to wake up, take the oral faecal tagging agent as soon as possible, and then will be offered a CTC towards the end of the SAME working day. The patient will remain in the endoscopy department (under the care of the endoscopy team) until the CTC radiographers call for the patient to be transferred to the CT scanner. Unless otherwise requested by the referring clinician, the patient will be allowed to go home after the CTC study has been completed.

· Failed colonoscopy after 12 noon (Mon-Thur)
Patients will be allowed to wake up, will be instructed to take the oral faecal tagging agent later the same evening and then attend for CTC early on the NEXT day.

 

 

    NOTES
 

1. This service is not available for failed/incomplete colonoscopy after 12 noon on Fridays as the necessary staff for CTC cannot be guaranteed to be present in the department on Saturday mornings under current working arrangements
 

2. Failed/incomplete colonoscopy due to inadequate bowel cleansing/preparation is not an accepted indication for CTC. The bowel preparation regime will need to be reconsidered by the referrer and repeat colonoscopy or CTC may then be appropriate following a more powerful cleansing regimen

3. CT colonography is a test that primarily allows the diagnosis / exclusion of colorectal malignancy. For other indications (e.g. assessment of inflammatory bowel disease), CTC is not a suitable alternative to colonoscopy.
4. Based on our experience pre-COVID we would anticipate only 1 or 2 such cases per couple of weeks (in particular we would not be able to accommodate more than 1 patient on any given day). 
Appendix 13: CTC Reporting Template
Reporting Radiologist: 
Performing Radiographer: 

Adverse Events: Yes (AE1) / No (AE0)

Technique:
Bowel Prep:  Picolax (1 sachet) / Klean prep (1 sachet) / Bowel prep administered prior to colonoscopy plus gastrografin (100ml)
20mg IV buscopan: Yes (B1) / No (B0)
IV contrast: Yes (V1) / No (V0)
Scan Position:  Single (S1) / Dual (S2) / Triple (S3) : Supine & Prone / Right & Left lateral decubitus

Quality:

Bowel preparation - Good (P1) / Adequate (P2) / Poor (P3)

Bowel distension - Good (D1) / Adequate (D2) / Poor (D3)

Colonic findings: [….]

Colonic Summary Code:
C1    Normal, Benign lesion or 1-2 polyps less than or equal to 5mm
C2    Low Risk. 1-2 polyps 6-9mm
C3a  Intermediate Risk. 3-4 polyps 1-9mm
C3b  Intermediate Risk. 1-2 polyps, at least 1 polyp 10mm or larger
C3c  Intermediate Risk.  Indeterminate stricture
C4a  High Risk. 5 or more polyps smaller than 10 mm
C4b  High Risk. 3 or more polyps at least one 10mm or larger
C5a  Colon mass characteristic of malignancy
C5b  No tumour additional to endoscopy findings
Cx     Inadequate study

Appendix: Absent (A0) / Normal (A1) / Abnormal (A2)

Extracolonic findings: [….]

Extracolonic Summary Code:
E1  Normal, anatomic or post-surgical variant
E2  Incidental, unimportant/already known
E3 New incompletely characterised finding (further investigation according to local protocol)
E4  Potentially important new finding, requires further action
E5  Significant new finding

Opinion: [….]


* Please note that the anal canal and anorectal junction are not reliably assessed on CTC, and digital rectal examination is therefore required to exclude malignancy in this area. 

* Please note that in line with current best practice guidelines, polyps less than or equal to 5mm in diameter will not be routinely reported.

Appendix 14: Using Faecal Immunochemical Testing (FIT) in the Lower Gastrointestinal (GI) Pathway. 
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England

To: « GP practices and primary care NHS England
network leads Wellington House

« NHS regional directors 133-155 Waterloo Road

« ICB chief executives London

« Cancer Alliances SE18UG

6 October 2022

Dear Colleagues,

Re Using Faecal Inmunochemical Testing (FIT) in the Lower
Gastrointestinal (Gl) pathway

We are writing to thank you and your teams for all your work to date to implement FIT in
the lower gastrointestinal (GI) urgent cancer pathway, and to outline how the recently
published British Society of Gastroenterology (BSG) & Association of Coloproctology of
Great Britain & Ireland (ACPGBI) FIT guidance should be applied.

Use of FIT is identified as a priority in the NHS Priorities and Operational Planning
Guidance (page 15) .

‘The benefits of FIT testing

Comprehensive use of FIT in NG12 patients is critical to improving bowel cancer survival
England, ensuring patients on the lower GI pathway can be diagnosed promptly and
using our available colonoscopy capacity in the most effective way.

Waits on the lower GI pathway have lengthened more than for any other tumour group
since the pandemic. In parallel, we know that around two thirds of lower GI referrals have
not had a recent FIT test, despite 80% of symptomatic patients who undergo a FIT
having a negative result (fHb <10yg Hb/g). The risk of colorectal cancer in those with a
negative result, a normal examination and full blood count s <0.1%. This is lower than
the general population risk.





[image: image2.png]This presents a significant opportunity for change. By fully implementing the use of FIT in
the symptomatic lower GI pathway we will be able to spare patients unnecessary
colonoscopies, releasing the capacity to decompress the symptomatic lower Gl pathway
and ensure the most urgent symptomatic patients are seen more quickly.




[image: image3.png]BSG/ACPGBI guidance

The British Society of Gastroenterology (BSG) and the Association of Coloproctology of
Great Britain and Ireland (ACPGBI) have produced new joint quidance on use of FIT in
patients with signs or symptoms of suspected colorectal cancer.

All GPs should now implement the recommendations in this NICE accredited, evidence-
based guidance, in full. In particular, the guidance recommends the use of FIT in primary
care for patients presenting with all NG12 suspected colorectal cancer symptoms except
those with an anallrectal mass or anal ulceration.

The guidance also recommends that those with a FIT of fHb <10pg Hb/g, a normal full
blood count, and no ongoing clinical concerns are not referred on a lower Gl urgent
cancer pathway but are managed in primary care or referred on an alternative pathway.
Where patients are not referred, appropriate safety netting must be in place.

For safety netting, clinical teams should consider:

« Providing the patient with clear information about who to contact if they develop new
symptoms or if their existing symptoms worsen.

« Using advice and guidance via eRS to guide management of patients with persistent
o troublesome symptoms.

« Offering a second FIT test if ongoing clinical concerns remain. Results from a recent
study show patients with two negative FIT test results have a colorectal cancer risk of
<0.04%!

« Referral to a non-specific-symptoms urgent cancer pathway, if appropriate and there
are ongoing concerns about possible cancer.

« Management of FIT negative patients in an outpatient setting following referral on a
non-urgent pathway. For example, the North Central London Cancer Alliance has
developed a FIT negative, non-urgent referral pathway, as has Oxford University
Hospitals NHS Foundation Trust,

These recommendations are already followed by many GP practices across the country
which have fully implemented use of FIT in primary care to uide referrals of those with
lower GI symptoms. In North Tees & Hartlepool NHS FT, FIT implementation has.
contributed to a 9% increase in colorectal cancer detection, alongside a 24% fall in
demand for symptomatic colonoscopies. Cancer Alliances have been funded to ensure
this approach can be adopted by all GP practices, and should be the first source of
support where there are barriers around administrative processes, lab capacity, or
patient adherence.




[image: image4.png]"Hunt N, Rao C, Logan R, et al. A cohort study of duplicate faecal immunochemical testing in patients at
tisk of colorectal cancer from North-West England. BM.J Open 2022;12:€059940. doi:10.1136/bmjopen-
2021-059940





[image: image5.png]Patients should be provided with advice on the importance of completing a FIT test.
Cancer Research UK has developed resources to support clinicians deliver this
message. We also recommend that text message reminders are built into the pathway to
encourage patients to complete and retumn their FIT kit.

For those referred on an urgent cancer pathway, it is essential that the FIT result is
included on the referral form so that it can be used by lower Gl triage teams to determine
the appropriate onward pathway for the patient.

Thank you again for all your progress in implementing FIT in the lower GI pathway. This
work will make a real difference to those patients with symptoms of bowel cancer,

support us to move towards our Long Term Plan goal of diagnosing 75% of cancers at
an early stage and make sure everyone has access to timely and appropriate care.

Yours sincerely,

Dr Amanda Doyle Professor Stephen Powis
National Director for Primary Care and National Medical Director
Community Services NHS England
NHS England
L R
/.
Professor Peter Johnson Dr Robert Logan
National Clinical Director for Cancer National Specialty Advisor for Endoscopy
NHS England NHS England

Professor Willie Hamilton
Professor of Primary Care Diagnostics
University of Exeter
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England

To: o NHS trust and NHS foundation trust NHS England

chief executives Wellington House

« ICB chief executives 133-155 Waterloo Road

« NHS regional directors London

« NHS England endoscopy clinical SE18UG
transformation leads

6 October 2022

cc. « Cancer Alliances

Dear Colleague

Re Using Faecal Inmunochemical Testing (FIT) in the Lower
Gastrointestinal (Gl) pathway

We are writing to thank you and your teams for all your work to date to implement FIT in
the lower gastrointestinal (GI) urgent cancer pathway, and to outline expectations
following the recently published British Society of Gastroenterology (BSG) & Association
of Coloproctology of Great Britain & Ireland (ACPGBI) FIT guidance.

Use of FIT is identified as a priority in the NHS Priorities and Operational Planning
Guidance (page 15) .

Alongside this letter, we have written to all General Practitioners outlining how the
BSG/ACPGBI guidance should be implemented in primary care. That letter is attached at
Annex A.

The benefits of FIT testing

Comprehensive use of FIT in NG12 patients is critical to improving bowel cancer survival
in England, ensuring patients on the lower GI pathway can be diagnosed promptly and
using our available colonoscopy capacity in the most effective way.

Waits on the lower GI pathway have lengthened more than for any other tumour group
since the pandemic. In parallel, we know that around two thirds of lower GI referrals have
not had a recent FIT test, despite 80% of symptomatic patients who undergo a FIT
having a negative result (fHb <10yg Hb/g). The risk of colorectal cancer in those with a
negative result, a normal examination and full blood count is <0.1%. This is lower than
the general population risk.




[image: image7.png]This presents a significant opportunity for change. By fully implementing the use of FIT in
the symptomatic lower GI pathway we will be able to spare patients unnecessary
colonoscopies, releasing the capacity to decompress the symptomatic lower Gl pathway
and ensure the most urgent symptomatic patients are seen more quickly.




[image: image8.png]Using the FIT result at clinical triage in secondary care

For patients referred on an urgent cancer pathway, it is essential that the FIT resultis
used by lower Gl triage teams to determine the appropriate onward pathway for the
patient.

Patients with a FIT fHb <10ug Hb/g

The BSG/ACPGBI FIT guidance recommends GPs take responsibility for managing
those with a FIT fHb <10ug Hb/g and no ongoing clinical concerns in primary care.
Secondary care should make sure systems are in place for GPs to easily access advice
and guidance to inform their referral decision. However, while this change is taking
place, itis likely that secondary care teams will continue to receive urgent lower Gl
referrals accompanied by a negative FIT result.

Where patients with a FIT fHb <10ug Hb/g are referred to secondary care and it is
agreed at clinical triage, based on referral information which is confirmed following direct
communication with the patient, that there are no ongoing reasons for clinical concern,
secondary care teams should not offer an endoscopic investigation but should consider
the following options:

« Following a consultation where it is communicated with the patient that they are
no longer being investigated for potential cancer, discharge the patient from the
lower GI pathway for safety netting delivered by primary care or secondary care.
This will be a clock stop for the Faster Diagnosis Standard.

« If ongoing non-cancer related clinical concerns remain at this point, secondary
care clinicians can consider moving the patient to a routine pathway.

« Where suspicion of a cancer other than colorectal cancer remains, the patient can
be referred to another cancer speciality o a non-specific symptoms pathway, in
which cases the patient would remain on the Faster Diagnosis Cancer pathway.

« Secondary care providers can manage FIT negative patients in an outpatient
setting following referral on a non-urgent pathway. For example, the North Central
London Cancer Alliance has developed a FIT negative non-urgent referral

pathway, as has Oxford University Hospitals NHS Foundation Trust.

Those who are participating in the Colon Capsule Endoscopy pilot should continue
offering capsules to those with a FIT between fHb10-100 pg Hb/g in line with pilot ciinical
quidance.

Full FIT implementation is already delivering benefis. In North Tees & Hartlepool NHS.
FT, FIT implementation has contributed to a 9% increase in colorectal cancer detection,
alongside a 24% fall in demand for symptomatic colonoscopies. Cancer Aliances have
been funded to support FIT implementation and should be the first source of support
where there are barriers around administrative processes or lab capacity.



[image: image9.png]Thank you again for all your progress in implementing FIT in the LGI pathway. This work
will make a real difference to those patients with symptoms of bowel cancer, support us
to move towards our Long Term Plan goal of diagnosing 75% of cancers at an early
stage and make sure everyone has access to timely and appropriate care.




      Yours sincerely
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National Director for Primary Care and

Community Services
NHS England
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Professor Peter Johnson
National Clinical Director for Cancer
NHS England

Professor Willie Hamilton
Professor of Primary Care Diagnostics
University of Exeter
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National Medical Director
NHS England
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Dr Robert Logan
National Specialty Advisor for Endoscopy
NHS England
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