APPENDIX 1

RESOURCE FOR COLORECTAL PRACTICE

JOB PLAN

Sessions


Recommended


Actual

Outpatients




2


Endoscopy/Day Case/Endoanal Ultrasound/

Anorectal Physiology



1-2


Operating

Urgent/non-booked operating




2

1


Post take round/Ward rounds (2 x 0.5)
1




Administration


1


Clinical Governance/Postgraduate activities/

CPD Audit/Teaching


1-2


Night or weekend on call < 1:6 rota

> 1:6 or more frequent rota


1

2


Theatre available




Yes/No


/ACTIVITY DATA FOR YEAR 1999

ACTIVITY DATA FOR YEAR 1999

Outpatient Activity

NUMBER OF PATIENTS


RECOMMENDED
ACTUAL

COLORECTAL OUTPATIENTS
7 new

7 returns




NUMBER OF CLINICS PER WEEK (Please Specify)
Present at

Responsible for


WAITING TIMES
Urgent

Soon



Routine




ACCESS TO


HDU


Yes/No


ITU


Yes/No

DIAGNOSIS



Barium Enemas


Yes/No
Numbers

Waiting Times


Urgent






Routine





Endoscopy





Flexible sigmoidoscopy


Yes/No
Numbers

Waiting Times


Urgent






Routine





Colonoscopy


Yes/No
Numbers

Waiting Times


Urgent






Routine





Operative Workload by Diagnosis 

(number in one calendar year)

By Firm
Personally

Carcinoma rectum





Carcinoma colon





Ulcerative colitis/Crohn’s




Diverticular disease





Rectal prolapse





Haemorrhoids





Fissure





Pilonidal sinus





Fistula-in-ano





Appendicectomy





Other (please specify)





NB INCLUDE EMERGENCIES



SURGICAL WORKLOAD

DATA BASED ON 125 RETURNS

JOB PLAN


Mean
Range
% Complete
Anomalies

OPD Sessions


2
1-3.4
100


Endoscopy/Daycase/US/ARP


1.5
1

1-4.5
97
2(4.5)

Operating


2.5
1-4
100


Urgent/Non-Booked


0.9
1-10
65
1 (10)

Post-Take Round


1.2
1-4
91
1`(4)

Administration


1.1
1-4
93
1 (4)

Clin Govern/PG/CPD Audit/Teaching


1.2
1-6
89
1 (6)

Night or WE  <1:6


64




Night or WE  >1:6


57




Theatre available


YES 85%;  Completion of data 82%

These activity figures confirm that virtually all consultant surgeons in this specialty work seven or more sessions a week (median 9.5).



ACTIVITY DATA


Mean
Range
% Completion
Anomalies

OPD New patients - 17


6-45
94
6 <10, 1>40

OPD Returners - 26


3-100
95
Many



No. of clinics per week - 

Present 1.9


1-4
83


No. of clinics per week - Responsible 2.1


1-7
68
1 (7)

OPD WAITING TIMES % (weeks)




(2

(4
(6
(8
(10
(20
(40
(80
(140

Urgent

63
90
96


100




Soon


3
35
56
67
72
94
100



Routine


1
2
10
21
27
76
93
99
100

HDU
64%

ITU
100%



BARIUM ENEMA                   Median 312;  Range 20-1,800;  32% Complete Data




(2


(4
(6
(8
(10
(20
(40
(80
(120

Urgent

58
84
96
98
99
100




Routine


0
9
32
44
51
92
99
100


Flexible Sigmoldoscopy           Median 260;  Range 30-2,600;  45% Complete Data




(2


(4
(6
(8
(10
(20
(40
(80
(120

Urgent

66
96
98
98
100





Routine

0
12
28
39
47
83
95
100


Colonoscopy                             Median 342;  Range 15-2,000;  45% Complete Data




(2


(4
(6
(8
(10
(20
(40
(80
(120

Urgent

52
90
95
96
98
100




Routine

0
1
21
32
34
79
93
98
100

OPERATIVE WORKLOAD BY DIAGNOSIS (in one calendar year)




By Firm
Personally




Median


Range
Median 
Range

Carcinoma rectum


40
1-270
25
1-85

Carcinoma colon


50
5-135
29
3-90

UC/Crohn’s


15
1-135
10
1-62

Diverticular disease


10
2-129
8
2-50

Rectal prolapse


8
2-30
5
1-20

Haemorrhoids



20
2-200
20
2-100

Fissure


20
4-136
15
1-111

Pilonidal sinus


15
3-60
10
3-40

Fistula


18
4-154
12
3-60

Appendicectomy


48
4-200
18
1-100

Other


23
4-943
12.5
2-548

POPULATION

Median 290,000; Range 170,000-600,000; 78% Complete Data.

PERCENTAGE OF WORK DONE BY COLORECTAL SURGEON 

Median 85%; Range 40-100; 78% Complete Data.

Very little data provided to estimate total practice in any hospital.

APPENDIX 2

COLORECTAL RADIOLOGY SURVEY
Objectives

The initial stimulus for this survey was the discovery that the UK site chosen as a colorectal cancer screening pilot had an eight month waiting list for barium enemas.  Although this was due to the fact that one of the two screening rooms was being replaced, other enquiries suggested there might be a significant waiting list country wide.  E-Z-EM Ltd, the main distributor in the UK of barium sulphate products for barium enemas, kindly agreed to fund a postal survey.

Following discussions with the Association of Coloproctology, the scope of the survey was expanded, to give some indication as to the availability of specialist examinations for coloproctology, staffing and equipment issues, waiting lists and limiting factors in dealing with these examinations.  The Royal College of Radiologists was notified of this survey.

Survey

The survey consisted of a covering letter and the questionnaire comprising eighteen separate questions, each having several boxes to tick.  A pre-paid envelope was provided.  The survey was sent to the Radiology departments of 441 hospitals.  Replies were received from 240 (54.4%).

Results
The questions and responses (given in %) are recorded in Appendix A.

1. Of the responders, 66% considered that a consultant radiologist had a special interest in colorectal disorders.  This did not appear to be related to the number of radiologists in the department.  In many departments all, or most of the radiologists, undertook some GI work.

2. Only 14% had <3 weeks waiting list for barium enemas.  For most (65%) this was 3 – 12 weeks, and for a significant 21% > 12 weeks.

Almost half (49%) had a 1-2 week waiting list for an urgent barium enema request.

The majority (82%) felt that a <2 week waiting time for suspected colorectal cancer could only be accommodated by increasing the waiting list for other patients.

Most examinations are now performed on digital fluoroscopic units (62%) with only 12% never using one.

3. Radiographers undertake a significant part of the barium enema workload.  Departments where no radiographer performs a barium enema are in the minority   (27%).  In almost half (45%) radiographers perform most or about half of the examinations.

4. The majority (66%) of departments have a spiral CT, but only 48% sometimes perform CT colonography.  Most (75%) do not have the appropriate software for a proper examination.

5. A large number of the responders (66%) claimed to perform colonic transit studies, with only 10% prevented from doing so by lack of markers.  Evacuation proctography was performed in 33% of departments, but 29% lacked appropriate equipment for this.  Anal endosonography was undertaken by 25% with 61% lacking specialised equipment.  Very few (3%) performed dynamic studies of the pelvic floor, but a larger number used MRI for anal fistula (63%).

6. Colorectal cancer is routinely staged by a CXR (80%) and either liver US (66%) or CT with contrast (64%).  Only 7% admitted to performing liver CT without contrast.
 

7. Over half (57%) considered that they routinely staged rectal cancer, mainly by CT (64%), with 24% using MRI and only 12% endosonography.

8. Overall 24% of the responders felt they were not limited in their use of either MRI or CT, but of the 76% who were, lack of access time was a problem in 32% with both this and budgetary restraint in 57%.

Discussion

1. E-Z-EM Ltd had tried to limit circulation to relevant hospitals in England, but any database is difficult to keep up to date with so many Trusts amalgamating.  Several were kind enough to point this out in their replies.  Eight indicated that the circular had been sent to a small community hospital, and seven that the hospital’s speciality was not relevant to this questionnaire.

2. There was only minimal confusion with the questions:

Several gave the WTE for the number of consultant radiologists, but most kindly included consultant numbers.

Two felt that Q7 was irrelevant as most requests for barium enema is to rule out cancer.

3. Of the responders, 157 radiologists were considered to have a special interest I
 in colorectal radiology, which is more than the membership of ESGAR or SIGGAR – the two relevant postgraduate bodies in radiology.  There are obviously degrees of “special” interest.  Another indicator of involvement might have been a question on whether there was a combined clinico-radiological meeting with the coloproctologists.

Question 13 was designed to find out how many performed specialised colorectal radiology.  The numbers performing transit studies was surprisingly high.  Only 10% found difficulty with obtaining markers.

I am also surprised by the number (33%) claiming to do evacuation proctography.

It is encouraging to see the use of MR in anal fistula.

Lack of specialised endosonography equipment seems to be a major factor in preventing its more widespread use.

Three commented that the surgeons were performing some specialised examinations, particularly endosonography.

Budgetary restraints and inadequate access time are important limiting factors in the application of cross sectional imaging to coloproctological disorders.

4. Spiral CT is needed for colon examination.  Although this is more widely available, the majority do not have the software needed for CT colonography, and a major investment would be needed for this examination to become widespread.

5. Radiologists probably overestimate how many rectal cancers they stage.  Just over half felt they routinely staged rectal cancer, but as was mostly with CT, it suggests only large tumours are being referred for staging.  Only 12% used endosonography and 24% MRI, both of which may be used to stage smaller lesions.

6. Radiographers have made a major impact on the barium enema service.  Several commented that they had radiographers being trained up to do this.

7. Despite some confusion over the phrasing of Q7, most (82%) felt that should the two week wait for suspected cancer be applied to investigation, this would have a major impact on waiting times.

8. No comment was requested on the form, but a number of responders could not resist.  Several were pleas: “no MRI”, “very short staffed – too few radiographers for the routine work”, “colorectal surgeons acquiring endosonography equipment and will be doing the examinations in spite of radiological expertise in the field”.

Generally the picture is one of departments working up to capacity, but gradually incorporating the more specialised aspects of radiology investigation in coloproctology.  Considerable investment will be needed, both in manpower and equipment, to expand this.

Professor Clive Bartram

Intestinal Imaging

St Mark’s Hospital

Harrow  HA1 3UJ

Tel 020 8235 4180

Email  c.bartram@ic.ac.uk
September 2000
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APPENDIX A

1. How many surgeons with a special interest in coloproctology are there in your hospital?

Median 2,  Minimum 0,  Maximum 8

2. How many consultant radiologists are there in your department?

Median 6,  Minimum 1,  Maximum 21

3. How many consultant radiologists perform GI contrast studies?

Median  5,  Minimum  0,  Maximum  15

4. Does any consultant have a special interest in colorectal radiology?

Yes  66%

No   34%

5. What approximately is your outpatient waiting time for barium enemas?

< 3 weeks   14%

3-12 weeks  65%

>12 weeks  21%

6. What is your response time for an urgent DCBE request?

< 1 week  41%

1-2 weeks  49%

> 2 weeks  10%
7. What do you consider will be the effect on the DCBE waiting list of the 2 week  waiting time for suspected cancer?

Will not increase the general OP waiting time   8%

If so is this because there is spare capacity?   10%

Or are you planning to increase the number performed each week?

Only be accommodated by increasing the waiting time for others 82%

8. Do radiographers perform barium enemas?

Never  27%

Yes
Most examinations  23%


About half  22%


Less than half  28%

9. Do you use digital fluoroscopic equipment for barium enemas?

Always 62%

Sometimes 26%

Never  12%
10. Do you have a spiral CT?

Yes  66%

No   34%

11. Do you perform CT colonography?

Never 52%

Sometimes  48%

12. Do you have 3D software for virtual colonoscopy?

Yes  25%

No   75%
13. Do you perform?

Colonic transit studies  66%

Evacuation proctography (defaecography)  33%

Anal endosonography  25%

MRI of anal fistula  63%

Dynamic MR of the pelvic floor  3%

14. For staging colorectal cancer do you routinely perform?

CXR  80%

Liver US  66%

Liver CT (no contrast given)  7%

Liver CT + contrast  64%
15. Do you stage rectal cancer?

Never  9%

Sometimes  34%

Routinely  57%
16. What do you use for this?

Rectal endosonography   12%

MR  24%

CT  64%

17. Does lack of specialist equipment prevent your undertaking?

Evacuation proctography  29%

Colonic transit markers  10%

Anal or rectal endosonography  61%

18. Are you limited in undertaking specialised procedures (ie MRI or anal fistula)  involving MRI (or CT)?

No   24%

Yes
Inadequate access time  32%

Budgetary restraint  11%

Both  57%
APPENDIX 3

ENDORECTAL (ERUS) AND ENDOANAL (EAUS) ULTRASOUND AND ANORECTAL PHYSIOLOGY (ARP)

INTRODUCTION

Background

Endorectal (ERUS) and endoanal ultrasound (EAUS) have emerged as pivotal investigations in the management of many anorectal diseases.  The original brief of the Clinical Services Division of the ACPGBI was to examine how colorectal SpR’s and other health professionals could be trained in these modalities of investigation.  The educational aspects of this venture have been more than adequately addressed by Professor Clive Bartram.

Nevertheless, it has become apparent that wider issues present themselves when considering ERUS and EAUS practice in the UK.  Although these investigations are often considered together, they are in fact quite different and serve different purposes.  Moreover, in order that anal sphincter structure and function can be assessed at the same time, there is a good argument for considering the roles of EAUS and ARP concurrently.

Indications for ERUS

These include the staging of rectal cancer, the investigation of retro-rectal tumours, the investigation of other pelvic malignancies which may involve the rectum and the investigation of supralevator sepsis.  In conjunction with CT and MRI, the main role of ERUS is in the staging of rectal cancer and in the present context this investigation will not be considered further.

Indications for EAUS and ARP

The main indications for EAUS and ARP revolve around the assessment of anal sphincter morphology and function.  The most common indication for these investigations is anorectal incontinence but EAUS and ARP are used in other functional disorders of the anorectum, anal fistulae, the assessment of sphincter morphology prior to reconstructive surgery, the investigation of atypical and recurrent anal fissures, problems after anal surgery such as haemorrhoidectomy, anal cancer and chronic anal pain.

SURVEY 2000 – CURRENT EAUS & ARP PRACTICE IN THE UK

Introduction

This study was undertaken on behalf of the Clinical Services Committee of the ACPGBI.  The purpose of this survey is twofold, firstly to find out who is performing EAUS and ARP in various units across the UK and secondly to assess throughput in terms of the numbers of these investigations which are regularly undertaken by various colorectal units.

Methods

In June 2000, a postal survey was conducted amongst members of the ACPGBI in order to assess the current EAUS and ARP practice in the UK.  The questionnaire was sent to thirty-four colorectal surgeons and covered various geographical areas in Scotland, Ireland, England and Wales.

Results

Thirty out of thirty-four questionnaires were returned.  The raw data is summarised here.

WHO DOES WHAT?

The results of this study indicate that various medical personnel and professional health care workers are currently involved in performing EAUS and ARP (table 1)

Table 1 – Who does what?  (n = 30 units)

Personnel


EAUS (%)
ARP (%)

Clinical scientists/physiologists/technicians
5 (17)
12 (40)

Radiologists
13 (43)
0 (0)

Specialist nurses
6 (20)
12 (40)

Consultant surgeons
9 (30)
5 (17)

Research fellows
2 (7)
5 (17)

Physiotherapists
0 (0)
1 (3)

Ideally, EAUS and ARP should be undertaken at a single hospital visit by the patient but only 50% of units were currently able to offer these services on a ‘One Stop’ basis.

TYPES OF ARP UNDERTAKEN

ARP is an umbrella term which encompasses many tests of anorectal function and participants were asked to indicate which tests their laboratories regularly performed in the assessment of patients with anorectal incontinence and other functional defaecatory problems.

Table 2 – Types of ARP performed (n = 30 units)

Investigation


N
%

Manometry
24
80

Rectal sensation
22
73

PNTML
13
43

Other
10
33

NUMBERS OF EAUS AND ARP INVESTIGATIONS PERFORMED AND WAITING LISTS VERSUS THE POPULATION BASE OF EACH UNIT

There was a wide range of the numbers of these investigations performed by individual units (Table 3).  

Table 3 – Numbers of EAUS and ARP performed and waiting lists (n = 30 units)

Parameter


Range
Median Value

Population base
210,000-800,000
400,000

EAUS performed/week
0 – 16
2

ARP performed/week
0 – 16
3

EAUS referred/week
0 – 20
3

ARP referred/week
0 – 20
3

Waiting list for both (weeks)
0 – 30
3

The median value is towards the lower end of the normal range and this implies that there are many units performing small numbers of tests.

NUMBERS OF PATIENTS SEEN WITH ANORECTAL INCONTINENCE AND NUMBER OF ANAL SPHINCTER REPAIR VERSUS POPULATION BASE

As before, there was a wide range of these activities between different units (Table 4).  Where surgeons provided a range of patients seen or operations performed, the higher of the two figures was entered into the database.

Table 4 – Numbers seen with ARI & sphincter repairs (n = 30 units)

Parameter


Range
Median Value

No. of patients seen / week with ARI
0 – 12
3*

No. of anal sphincter repairs per year
0 – 25
5*

* includes tertiary referrals

The median value was again towards the lower end of the range.  When asked whether EAUS, ARP and sphincter surgery should be the remit of all colorectal surgeons or be confined to regional or supraregional centres, 70% of respondents favoured the latter.

STATISTICAL ANALYSIS OF DATA

In order to investigate any relationship between population base (or density) and the numbers of EAUS, ARP and anal sphincter repairs, nonparametric correlations (Spearman) were performed between population base and these parameters for each of the 30 units (Table 5)

Table 5 – Nonparametric correlations between numbers of EAUS, ARP and sphincter repairs and population base ( n = 30 units)

Parameter
Correlation Coefficient

Population versus no. of EAUS per week
0.515*

Population versus no. of ARP per week
0.441*

Population versus no. of sphincter repairs per year
0.587*

*non-significant

These data indicate that, currently, there is no relationship between population base and the number of investigations or procedures performed.  Variations are likely to reflect individual surgeon interest.

Further analysis was performed to look specifically at activity per 100,000 population (Table 6).

Table 6 – Activity per 100,000 population for numbers of EAUS, ARP and anal sphincter repairs ( n = 30 units)

Parameter
Range
Mean value (+/-SD)

No. of EAUS per week
0 – 4.57
0.96 (+/-1.12)

No. of ARP per week
0 – 4.57
1.10 (+/-1.50)

No. of sphincter repairs per year
0 – 6.25
2.04 (+/-1.50)

ADDITIONAL COMMENTS MADE BY RESPONDENTS

EAUS and ARP should be conducted along national guidelines and there is a need for a multidisciplinary approach to investigation and management including an input from radiologists, surgeons, subspecialist nurses and physiotherapists.  A ‘One Stop’ setting should be encouraged if necessary accompanied by flexible sigmoidoscopy.

There were those surgeons who felt that sphincter surgery should be in the repertoire of every colorectal surgeon and was essential for level 3 unit recognition.  In this context, one surgeon in every DGH could have an interest in sphincter and pelvic floor surgery and should be supported by a complete multidisciplinary team.  This was particularly prudent in DGH’s with big obstetric units.  By contrast, others felt that there was a place for supraspecialisation and that unnecessary duplication of expertise should be avoided.  It would be better to have fewer well funded units or centres than many with poor funding and surviving on feeble charity!

SUMMARY OF DATA

Personnel

The results of this study indicate that radiologists are now more involved in performing EAUS than was apparent in a previous study conducted 3 years when only 15% of these investigations were undertaken by radiologists.  Consultant surgeons are still performing about one third of EAUS examinations.  By contrast, there is a large trend for clinical scientists, technicians and sub-specialist nurses to provide ARP services.

.

Types of ARP

Most units are performing manometry in association with simple tests of rectal sensation.  PNTML and other tests such as mucosal electrosensitivity and vector volume analysis are undertaken less than half the time.  This would suggest that most patients with anorectal incontinence are managed by clinical assessment, EAUS and comparatively simple measurements of anorectal function.  Only one half of units can accomplish this on a ‘One Stop’ basis.

Numbers

There is a huge variation between different units with respect to the numbers of investigations performed, patients seen with anorectal incontinence and anal sphincter repairs undertaken.  The median values of all the measured parameters are towards the lower end of the range indicating that many units are performing small numbers of investigations and operations per unit time.  Moreover, this variation is not accounted for by differences in population base or density and is probably a reflection of individual surgeon enthusiasm.  The mean or average number of investigations or operations per 100,000 population was surprisingly small (Table 6).

Opinions of participants

The majority of surgeons (70%) favoured some rationalisation for the provision of EAUS, ARP, anal sphincter and pelvic floor surgery.  Certainly, it was felt that this type of approach would increase central funding.

RECOMMENDATIONS AND RESOURCES FOR ENDOANAL ULTRASOUND (EAUS) AND ANORECTAL PHYSIOLOGY (ARP) IN THE UK

N D Carr

On behalf of the Association of 

Coloproctology of Great Britain and Ireland

September 2000

Indications

The main indication for EAUS and ARP is anorectal incontinence and obstructed defaecation.  Others include the assessment of anal sphincter structure and function prior to reconstructive operations, sepsis, recurrent fissures and anal cancer.

Types of ARP

Tests should include at least manometry and simple rectal sensation studies.  Other tests such as vector volume analysis, mucosal electrosensitivity and PNTML are optional but are probably not essential for patient management.  National guidelines for training and ‘minimum standards’ could be produced by the ACPGBI in conjunction with the BSG.

Personnel and service requirements

A multidisciplinary approach to investigation is to be encouraged, involving surgeons, radiologists, subspecialist nurses and possibly clinical scientists. Ideally, clinical assessment, EAUS and ARP should be performed in a ‘One Stop’ setting.

Units and population density

Six to eight patients per week would seem a reasonable throughput and on the basis of current activity per 100,000 population, an EAUS/physiology unit should serve 600,000 to 800,000 population.  In terms of sphincter surgery, 12 operations per year would seem reasonable and this would serve a similar population size.  All this would mean rationalising current activity into fewer, busier units than those which exist at present.  This approach would certainly allow sensible structured funding.

Costs

The following figures give an indication of the costs involved in running an EAUS and ARP service.

EAUS

Hardware


Item
Cost


US Scanner

Thermal Imager

Anal Probe
£44,874

£3,750

£6,816


Sub-Total
£55,440

Consumables


Probe Covers

Syringes

Sterile Water



Sub-Total
£1,000


Total
£56,440

Staffing


Item
Cost


1 WTE Senior Radiographer

1 Assistant Radiographer

0.5 Clerical Support
£20,000

£9,370

£5,500


Total
£34,870





ARP
Item
Cost


Solid State Transducer

Computer Software

Display Screen

Recording Box



Total
£11,000

These figures do not include staffing costs.  The more elaborate ARP systems such as waterperfused microtransducers and vector volume systems cost around £40,000 to £50,000.  In a ‘One Stop’ setting EAUS and ARP can be provided without too much additional cost to each other, assuming that human resources remain unchanged.  Both can be provided at a cost of £75 per patient.

APPENDIX 4

ABILITY TO RESPOND TO THE TWO-WEEK REQUIREMENT FOR INVESTIGATING A PATIENT WITH SUSPECTED CANCER

WAITING TIMES FOR CANCER PATIENTS

  MINIMUM/MAXIMUM AND AVERAGE

(British Society of Gastroenterology)


Minimum 

(weeks)


Maximum

(weeks)
Average

(weeks)

Outpatients urgent
0.5
41
2.7

Outpatients soon
1
41
6.8

Outpatients routine
2
140
17.3



Upper GI urgent
0.5
17
2.1

Upper GI soon
1
22
5.5

Upper GI routine
2.5
52
12.8



Colonoscopy urgent
0.5
45
2.9

Colonoscopy soon
1
45
6.8

Colonoscopy routine
1
78
15.7



ERCP urgent
0.5
45
1.5

ERCP soon
0.5
45
3.3

ERCP routine
0.5
104
7.3



Total Questionnaires
212

OUTLINE PROPOSALS

New Consultant Positions with a Specialist Interest in Colonoscopy Performance and Training

Dr Brian Saunders MD MRCP

Senior Lecturer in Endoscopy

Wolfson Unit for Endoscopy

St Mark’s and Northwick Park Hospital

Harrow

Middlesex  HA1 3UJ

Tel 020 8235 4225

Fax 020 8423 3588

Background

Major diagnostic procedures for CRC detection and prevention are flexible sigmoidoscopy and colonoscopy (diagnostic + therapeutic):-

· Flexible sigmoidoscopy simple, quick test – examines most important part of colon and can be safely performed by nurse endoscopists.

· Colonoscopy most accurate whole colon exam, but technically demanding – full bowel preparation – more patient risk.

If screening implemented (FOB, flexi-sig, CT colography) – colonoscopy is final common pathway.

Currently colonoscopy and probably flexible sigmoidoscopy service is unable to meet demand for routine diagnostic work up and to meet 2 week rule, let alone for screening:-

· Room space/equipment/ancillary nursing support.

· Lack of trained individuals and training programmes.

· Lack of protected time/facilities for training.

National quality of colonoscopy poor (BSG audit 9000 colonoscopies):-

· 55-77% completion rate (95% + expert centres).

· 1/1000 perforation rate (1/5000 at most expert centres).

Possible solution

Create 20 regional specialist consultant posts with a special interest in colonoscopy performance and training:-

· Surgeon or physician.

· 3-5 colonoscopy lists per week (or no general medicine/surgery commitment).

· Latest teaching equipment:-

Video assessment tools

Magnetic endoscope imaging

Endoscopy  simulation

Audiovisual aids

Referral for difficult cases from region.

Develop advanced endoscopic techniques to aid cancer prevention.

· Chromendoscopy

· Spectroscopic diagnosis

Advanced therapy:-

· Mucosal resection

· Laser therapy

· Dilatation

· Stenting

Responsible for training SPRs in colonoscopy (JAG guidelines).

Maintaining standards/audit within the region.

Running training courses and assessments of competence (could become local assessor if accreditation comes in).

Shared database with other regional centre (internet data link – central access for audit + research).

Supported by a senior nurse endoscopist responsible for regional training in flexible sigmoidoscopy:-

· 3-5 flex-sig list/week

· Rotating nurse-endoscopy flexi-sig training programme

· Running hands-on and theoretical courses

· Ensuring standards in region

Colonoscopy and screening

If screening flexible sigmoidoscopy is implemented nationally (extrapolating from ICRF/MRC trial):-

· Approx 2,000 colonoscopies are generated/40,000 screened = 1/10 national population age 55-60.

· 20,000 colonoscopies / year to screen entire population = 5 colonoscopies/DGH (300,000 population) /week.

This relatively small number of screening examinations could be performed at regional centres by specialist colonoscopy consultants, ensuring high standards and reduce complications (NB:  5/2,000 colonoscopic perforations –ICRF flexi-sig screening study).

APPENDIX 5

CONSULTANT COLORECTAL SURGEONS

 WORKLOAD FAX SURVEY – 27 JANUARY 2000

NORTHWEST REGION

Introduction

At the January Northwest ACPGBI chapter meeting, the responsibility of consultant colorectal surgeons for IP workload was discussed.  Agreed quantitative standards of outpatient (seven new, seven follow up) and theatre list work exist (3.5 IEVs) but no similar IP norm is recognised.

The presumption that a colorectal surgeon can be responsible for an unlimited IP population with reduced access to junior staff is clearly not tenable.  The case load is often further complicated by ITU cases and patients placed on inappropriate wards – outliers.

A fax survey was agreed to for the morning of 27 January 2000.  A total of forty-three forms were sent out and twenty-three faxed back.  Several returns reported restrictions on elective activity due to winter flu admissions – so the returned numbers may be an underestimate of inpatient consultant workload.

TOTAL INPATIENT NUMBERS - MEDIAN 17
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EMERGENCY PATIENTS - MEDIAN 7
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Frequency
Percent
Valid Percent
Cumulative Percent

Valid
3.00
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1

3

6
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1
4.2

12.5

25.0
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13.6

27.3

50.0
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Total
22
91.7
100.0


Missing System



2
8.3



Total
24
100.0


CEPODLIST


Frequency
Percent
Valid Percent
Cumulative Percent

Valid


1.00
11
45.8
47.8
47.8


2.00
12
50.0
52.2
100.0


Total
23
95.8
100.0


Missing System



1
4.2



Total
24
100.0


DROP


Frequency
Percent
Valid Percent
Cumulative Percent

Valid
1.00
7
29.2
30.4
30.4


2.00
16
66.7
69.6
100.0


Total
23
95.8
100.0


Missing System



1
4.2



Total
24
100.0


Proposal

That this exercise should be repeated on several different occasions during the year on a national basis to construct a norm for inpatient consultant responsibility with a defined nursing and junior staff support structure.

The corollary is that practice outside of this norm or inappropriately supported can be reported to the trust as a critical incident requiring action within clinical governance.

APPENDIX 6

HISTOPATHOLOGY IN COLOPROCTOLOGY

Consultant Workload

Presented below are the results of a small survey of Consultant staff in Teaching Hospitals and District General Hospitals.


Teaching Hospital
DGH



Number of Session
  Mean

  Range
8.5

6-11
10.5

9-11



Total workload (requests)

  Mean

  Range
2,368

816-2,990
4,300

3,082-5,100

Workload adj to 11 sessions

  Mean

  Range
3,050

1,500-5,100
4,500

3,100-5,700

Colorectal biopsies

  Mean

  Range
550

300-1,000
500

292-871

Colorectal resections

  Mean

  Range
150

40-250
90

40-220

Colorectal as % total work

  Mean

  Range
33

16-60
12

7-19

Hours/week MDT/CPC

  Mean

  Range
5

3-5-8.0
2

0-4.5

The figures for teaching hospitals are likely to be an underestimate of activity as they do not include direct supervision of cases reported by trainees.  The extent of supervisory activity at DGHs is, likewise, unrecorded.  It is presumed that such activity will be less in DGHs than in teaching hospitals.

The results illustrate the wide variation in workload of individual consultants when assessed using the crude measure of specimens reported.  There is no universally accepted method for the calculation of consultant activity in histopathology.  The Royal College of Pathologists has recommended a figure of 4,000 specimens per annum for DGH consultants with a somewhat lower figure for teaching hospital staff.  The figures above show that, even with this guidance, uniformity is difficult to achieve.  In general, however, the number of cases reported per consultant is greater in DGHs than in teaching hospitals.

The greater degree of specialisation in teaching hospitals is reflected in the figures for percent of total work represented by colorectal specimens with a mean of 33% for teaching hospitals compared with 12% for DGHs.  It is also apparent that, on average, more time is spent on preparation and involvement in multi-disciplinary team and other clinico-pathological meetings within the teaching hospitals, although it must be stressed that a considerable amount of such activity also takes place in DGHs.

It is difficult to split colorectal histopathology from gastro-intestinal and general histopathology.  Any recommendations regarding resources must be viewed in the context of the current crisis in histopathology staffing.  It is estimated that there are currently over 300 consultant vacancies, and that this figure is likely to rise to over 400.  A significant improvement in this situation is unlikely before 2004, because of the shortage of senior trainees.  Such serious inadequacies in the overall histopathology provision are likely to be reflected in specialist areas such as coloproctology.

Another issue to consider is to what extent Biomedical Scientists (BMS) could undertake duties currently performed by medical staff.  This topic is being discussed by the relevant professional bodies.  There are, however, a number of problems other than obvious ones concerning professional boundaries.  There is already a national recruitment and retention problem and, therefore, BMS staffing is below establishment in many hospitals.  Thus there is no capacity for transfer of medical duties to non-medical staff.  The other obvious problem relates to pay.  Basic grade BMS staff salaries have fallen well behind other health care workers.  They will quite rightly ask what additional pay they can expect in return for taking on additional duties.

HISTOPATHOLOGY IN COLOPROCTOLOGY

BIOMEDICAL STAFFING REQUIREMENTS

Any attempts to measure workload to assess BMS staffing requirements in histopathology have been fraught with difficulty, and this must be acknowledged as a preface to the discussions below.

Most departments of histopathology receive a substantial volume of colorectal biopsies for the confirmation or exclusion of inflammation and neoplasia.  Many of these are multiple biopsies from different regions of the colon or from different parts of a lesion. 

An average of three biopsies per request is taken as the basis for further calculations.  Discussion with BMS staff indicates that an experienced microtomist is unlikely to cut 

more than fifty blocks per day.  In the case of the “average” colorectal biopsy, three sections would be cut from each of three blocks giving a total of nine sections.  In addition to cutting and staining of sections, there are BMS duties in specimen reception, processing, embedding and booking out of specimens, as well as the occasional need for extra sections and special stains.  Taking all of these into account, it is estimated that a full-time member of BMS staff would handle approximately ten colorectal biopsy specimens per day.

Colorectal excisions are performed mainly for carcinoma and inflammatory bowel disease.  For the purposes of the calculations below, a figure of ten blocks per case is assumed.  In addition to the microtomy for these blocks there is a lengthy period in the cut-up area and the possibility of specimen photography as well as specimen reception, embedding and booking out duties similar to those of biopsies.  Taking into account all of the duties required, it is unlikely that a full-time member of BMS staff would deal with more than three colorectal resection specimens in a day.

In order to calculate BMS staff resources for coloproctology, the following system could be applied.  (Colorectal biopsies + 10) + (Colorectal excisions + 3) = whole time equivalent BMS days.

A workload of 2,000 biopsies and 150 resections would, therefore, require approximately 250 days which, allowing for annual leave, professional development and other extenuating circumstances would, in effect, be a whole-time member of staff.

A system of workload calculation known as WELCAN has been used in laboratories in the past.  For routine specimens, the following calculations are used:-

· 25 minutes booking in, booking out, cut-up

· 10 minutes per block

·  3 minutes per section

For the average colorectal biopsy this would yield a figure of 25 + (3x10) + (3x9) for three blocks cut at three levels.  This equals 112 minutes per case.  This, in fact, would only allow for approximately 4 cases per day, but the WELCAN figure is regarded as rather generous and it includes office as well as BMS time.  The estimate of 10 cases is considered more realistic in my own department.  

For a colorectal resection with 10 blocks the figures would be 25 + (10x10) + (3x10) for one section from each block.

This yields a figure of 185 minutes, which approximates to 3.5 cases per day.

These figures do not include other specimens that would not be included in the category of mucosal biopsies such as pilonidal sinus, fistula in ano and occasional small bowel resections for Crohn’s disease, ischaemia, trauma etc.  the figure of 3 cases per day is, therefore considered a reasonable basis for calculation of staffing requirements.

In conclusion, it must be stressed that the calculation of staff requirements for a single area of activity is very difficult as there are many common laboratory duties to which staff contribute.  Furthermore, there are considerable variations in BMS establishment over the country and many posts are vacant particularly, but not exclusively, in the South of England.  Thus history, geography and economics have a major influence on the working arrangements of individual departments.

Dr Kevin West

July 2000

Possible method of calculation:

Colorectal biopsies 
Divided by 10

Plus


Colorectal excisions 
Divided by 3

Equals
Whole time equivalent BMS days

A workload of 2,000 biopsies and 150 resections would, therefore, require a whole-time member of staff.

ESTIMATE OF WORKLOAD FOR A DISTRICT GENERAL HOSPITAL

For a DGH, approximately figures might be:
4,000 Total

2000 GI specimens
1000 Colorectal specimens

150 Large resections

850 Small specimens/biopsies

Sessions


1 Session specialised GI cut-up

3 Sessions specialised GI reporting

1 Session MDT and clinicopathological meetings

For a Teaching Hospital, the realistic figures would be:

3,000-4,000 GI Specimens


1,500-2,000 Colorectal

200-250 Major resections

1,300-1,750 Small specimens/biopsies

Sessions
2 Sessions specialised GI cut-up
5 Sessions specialised GI reporting

1 Session MDT and clinicopathological meetings

1 GI pathology training

1 session GI research/audit

APPENDIX 7

RESOURCES FOR COLORECTAL PRACTICE

NON-SURGICAL ONCOLOGY

Introduction

The provision of non-surgical oncology services is essential to the multidisciplinary management of colorectal cancer.  Major changes have been recommended by the Calman Hine report (1995), and include the concept of Cancer Centres and Cancer Units.  When considering the resources required for colorectal practice for a population of 500,000, it has been assumed that this represents a large Cancer Unit, which is in turn linked with a Cancer Centre.  The NHS Cancer Plan (2000) sets out the framework for improving cancer services including cancer networks, strategic service delivery plans and a national cancer research network.

The management of colorectal cancer requires a multi-disciplinary team with site-specific oncologists.  For many reasons there has been under-provision of resource and these areas will be highlighted.

The size of the problem

The estimated number of colorectal cancer patients to be managed by the multi-disciplinary team (CRC MDT) is shown in Appendix A.  The individual estimates will vary between unit and region, but provide a suitable template to illustrate the approximate workload.  It is estimated that approximately 200 consultations will be required per year to discuss adjuvant or palliative chemotherapy and 75-100 consultations to discuss adjuvant or palliative radiotherapy.

Consultant oncologist sessions

The Royal College of Radiologists recommended that a Clinical Oncologist should see a maximum of 315 new patients each year (RCR 1998).  The Royal College of Physicians has recently published a document “The Cancer Patient’s Physician” (RCP 2000), which helps to identify areas where new posts are needed, and how they may best contribute to multi-disciplinary teams.

It is clear that oncology sessions are required to support:

· MDT meetings

· New patient consultation

· Follow up consultation

· Supervision of outpatient chemotherapy

· Supervision of inpatient chemotherapy

· Management of inpatients (including the management of chemotherapy and radiotherapy related toxicity)

· Planning of radiotherapy treatment

· Supervision of radiotherapy treatment

· Administration

· Audit

· Teaching

· Clinical trials

· Research

Current problems include:

· Inadequate number of oncologists supporting the management of colorectal cancer

· Inadequate number of sessions dedicated to the management of colorectal cancer

· Lack of site specialist commitment to the non-surgical management of colorectal cancer

It is clear that based on the numbers of patients estimated that for a population of 500,000 it is necessary to have more than one oncologist with a major interest in colorectal cancer.  (Most oncologists will support at least one other cancer related site).

Staging colorectal cancer

Cross section imaging is increasingly being adopted as the staging method of choice for colorectal cancer.  CT scanning is the modality of choice for imaging the chest and abdomen, whereas pelvic MRI is increasingly used to locally stage rectal cancer and influence the local decision making process.

Based on the numbers of patients estimated, it is likely that for pre-operative staging purposes, that 250 CT scans and 70 pelvic MRI examinations would be required.  These estimates do not include the use of CT scanning to detect metastatic disease during follow up or reassessment CT scans required usually every 3 months for patients whilst receiving palliative chemotherapy.

MDT meeting

This meeting is pivotal in the multi-disciplinary management of colorectal management.  It should take place weekly and must include the coloproctological surgeon, oncologists, histopathologist, radiologists and colorectal nurse specialists.  Many other members of the colorectal team including gastroenterologists and palliative care team are encouraged to attend as frequently as possible.  This meeting provides an important focus for education as well as clinical discussion and decision-making.

It is essential that this meeting has the necessary administrative support to record decisions and information for audit.  It is essential that this meeting form part of the oncologists fixed clinical commitment.

Radiotherapy

The decision making process for adjuvant radiotherapy must take place in the MDT meeting and will use both clinical, histopathological and radiological information in the decision making process.  Some patients will require pre-operative radiotherapy and others post-operative radiotherapy.

Pelvic MRI is proving increasingly useful in identifying patients who require a five-week course (long course) of pre-operative radiotherapy (which may also involve the use of synchronous chemotherapy) to maximise the probability of achieving a histologically confirmed curative (RO) resection.  This treatment is needed in approximately 20% of patients with rectal cancer.

The relative value of pre-operative radiotherapy compared with post-operative radiotherapy is being assessed in two large randomised controlled trials (Dutch Colorectal Cancer Group TME trial and Medical Research Council Trial (MRC CR07).  The pre-operative approach uses a one-week (short course) of radiotherapy to all patients.  A use of post-operative radiotherapy is selective, and based on involvement of the circumferential resection margin (CRM), but involves a five-week course of radiotherapy.

The results of the trials will influence practice.  There may be significant implications for the use of radiotherapy resource.  If the policy were to change from selective post-operative radiotherapy to routine pre-operative short course, this would result in an increase of 49-53 extra patients per year receiving radiotherapy and an increase of 85-185 extra fractions of radiotherapy (daily treatments).  The increased number of patients receiving radiotherapy would result in increased workload for the planning clinic and physicist staffing resource.

The current problems that exist with radiotherapy resources (identified in the NHS Cancer Plan) include:

· Inadequate number of radiotherapy machines

· Inadequate number of radiographers and physicists

· Long waiting times for commencement of radiotherapy treatment

· Lack of clinical oncologist sessions

The results of clinical trials will influence adjuvant radiotherapy policy for rectal cancer in the United Kingdom.  This may have significant resource implications.  The increasing use of adjuvant radiotherapy for patients with rectal cancer requires site specialist clinical oncology expertise and improvements in radiotherapy technique (CT planning, multileaf collimation) are likely to make treatment delivery more complex.

Infrastructure

A Cancer Unit serving a population of 500,000 requires various core services to provide a comprehensive and safe non-surgical oncology service for breast, lung and colorectal cancer.  This includes:

· Site specific (breast, lung and colorectal) and general oncology clinics

· MDT meetings (breast, lung and colorectal)

· Facilities for the administration of outpatient chemotherapy

· Specialist nurses trained in the rationale and use of chemotherapy and in the administration of intravenous chemotherapy

· Access to a pharmacy with the appropriate facilities for the reconstitution of cytotoxic drugs

· Designated ward for patients who require admission for chemotherapy or for the toxicity or complications of treatment

· Continuous day and night cover by oncologists (including haematology oncologists)

· Arrangements for self-referrals by patients seeking advice on the complications of treatment and the prompt treatment of oncological emergencies

· Psycho-social support and palliative care

· Service for the placement of central venous access lines (Hickman and Portocath)

All these services apply to the management of the three common cancers, and the necessary resource and staff is configured to support the oncology service as a whole.

The increasing use of second line and combination chemotherapy in patients with metastaticdisease, particularly in colorectal cancer (but also in breast cancer) and an increase in the use of chemotherapy in the management of lung cancer creates a number of demands on the service.

There is an increasing pressure on:

· Chemotherapy nurse specialists

· Pharmacy staff

· Inpatient bed capacity

Chemotherapy

Adjuvant

Adjuvant chemotherapy is routinely used for patients with Dukes’ C colorectal cancer, who are considered suitable for this six-month treatment by their oncologist.  Some patients with Dukes’ B colorectal cancer after discussion with an oncologist may also choose to receive adjuvant chemotherapy.

Clinical trials are in progress comparing combination chemotherapy (including either oxaliplatin or irinotecan) combined with 5FU alone chemotherapy.  These results will be known in 3-5 years.

Approximately 50 patients with Dukes’ C colorectal cancer would be expected to receive a six-month course of adjuvant chemotherapy per year.

Palliative chemotherapy for metastatic disease

Patients with metastatic disease will consult their oncologist to discuss the use of palliative chemotherapy.  Chemotherapy using 5FU, most commonly as an infusion has been shown to produce modest benefits in progression free and overall survival and maintenance of quality of life.

The drugs oxaliplatin, irinotecan and ralitrexed are licensed for use in metastatic disease in the United Kingdom.  The National Institute for Clinical Excellence (NICE) is currently assessing the evidence base for these three drugs.  The recommendations by NICE will influence the resources required for the management of metastatic disease.

There is a significant evidence base for the use of first line and second line chemotherapy in metastatic colorectal cancer.  There is also a national Medical Research Council trial (CR08-FOCUS) comparing five chemotherapy options.  Within this trial, three arms involve first line chemotherapy using 5FU followed by the use of irinotecan or oxaliplatin.  Two arms use 5FU in combination with either oxaliplatin or irinotecan as first line chemotherapy.

Approximately 90 patients per year will have a diagnosis of metastatic colorectal cancer made.  They will then be referred for a consultation with the oncologist.  The  majority (over 75%) will receive first line chemotherapy.

A significant proportion of patients will then be suitable for second line chemotherapy.

Accurate predictions cannot be made in advance of the recommendations by NICE.

There will be general resource implications:

· More effective chemotherapy is likely to lead to a greater uptake of chemotherapy for advanced colorectal cancer

· Optimum combination chemotherapy schedules require treatment monitoring and management of side effects of a degree comparable with other current solid tumour treatments, but usually greater than previous standard FU/FU regimens

· Prolonged survival of patients with metastatic disease may increase demands on community services (although this is partly offset by reduced cancer symptoms)

There will be specific demands on resource including:

· Chemotherapy drug expenditure

· Central venous line costs

· Pharmacy staff

· Nursing staff

· Radiological monitoring (CT scans)

· Inpatient bed (predominantly for chemotherapy related toxicity)

· More effective down-staging may lead to greater demands on liver resection or other specialist surgical services

A more detailed examination of the resource implications would be possible following the NICE recommendations.

Hepatic Resection

A minority of patients with metastases may have organ-confined disease, most commonly within the liver.  These patients require multi-disciplinary discussion with a specialist hepatic surgeon and a site specialised oncologist.  Some of these patients will be suitable for hepatic resection and others may be suitable for chemotherapy prior to hepatic resection.

There is a need for adequate non-surgical oncological resource to:

· Facilitate MDT discussion with a specialist hepatic surgeon

· Deliver appropriate combination chemotherapy prior to planned resection in appropriate cases

Clinical Trials

It is essential that more resource be invested in recruitment of patients into clinical trials.  This has been identified within the NHS Cancer Plan (2000) and includes the creation of the National Cancer Research Institute, and the distribution of funding to allow the supporting infrastructure of data management, research nurses and statistical support.

Within colorectal cancer research, the current lack of resource includes:

· Inadequate research infrastructure within Cancer Centres

· Inadequate research infrastructure within Cancer Units

· Inadequate research nurse support to surgical clinics (this is particularly important for recruitment into trials involving pre-operative or peri-operative interventions)

Palliative Care

The palliative care service provides essential support to patients with colorectal cancer with an emphasis on symptom control, psychological and social support.  There needs to be clear routes of referral and communication between the colorectal team and the Palliative Care service.

Specialist palliative care advice is required to determine the resources required for colorectal practice.

Data Collection

The colorectal team requires adequate support for data collection including the decision making process of the MDT meeting and completion of the minimum core data set.

The non-surgical oncology team must have adequate support to collect the data required not only for the minimum core data set but also to monitor non-surgical treatment outcomes.

David Sebag-Montefiore

December 2000

Adjuvant radiotherapy (excluding patients with locally advanced rectal cancer requiring long course radiotherapy)

Two different policies are being compared within the MRC CR07 trial.  Both represent acceptable adjuvant radiotherapy policies, but with different uses of radiotherapy resource.  A comparison of the implications of each policy is shown in the Table below:

For clarity, this is shown for a cohort of 100 patients.

Routine pre-op RT policy
Selective post-op RT



Number
Number

Given RT
Number

Fractions
Number
%CRM+
Number

Given RT
Number

Fractions



60
57
285
60
10
4
100





20
8
200

Assumes:

· 95% compliance for pre-op RT

· 70% compliance for post-op RT

· Two scenarios for CRM+ve of 10 and 20%



Pre-operative cross sectional imaging for staging colorectal cancer



Pre-op colon
CT chest, abdo and pelvis

Pre-op rectum
CT chest and abdo

MRI pelvis

Metastatic disease
CT chest, abdo and pelvis

APPENDIX 8

THE ROLE OF COLORECTAL NURSE PRACTITIONERS WITHIN THE ACADEMIC SURGICAL UNIT – HULL

Introduction

Part of the remit of the Association of Coloproctology Working Party formed to advise on ‘Resources in Colorectal Practice’ is to ascertain the place of the nurse endoscopist/nurse practitioner in the provision of outpatient services in a colon and rectal unit.  This has become particularly relevant with the impending introduction of the ‘two week rule’ for assessment of patients with rectal bleeding.

Background

The Academic Surgical Unit in Hull introduced the post of colorectal nurse practitioners some five years ago; over this period of time the role taken by the two nurse practitioners has evolved.  Whilst initially concerned as ‘nurse endoscopists’, the role has now developed to include aspects of:

· Endoscopy

· Patient counselling

· New outpatient clinic patient assessment

· Outpatient follow-up of selected patients

· Family history assessment service

Pertinent to the efficient provision of colon and rectal outpatient assessment is clearly a service use of nurse practitioners to carry out outpatient endoscopy.  Whilst data relevant to this question is included in this document, experience has clearly demonstrated that nurse practitioners can adequately fulfil a much wider role.  Whilst some would see the role of the nurse as undertaking a significant amount of the routine endoscopy and thus increasing the workload and patient throughput, we would regard their role in a much wider sense which enables the workload to be carried out to a higher standard by reducing the rush and stress in several areas of activity.

Incorporation of the Nurse Practitioner into the Outpatient Service

Two nurse practitioners are currently employed full-time in the Academic Surgical Unit, providing some uniform services but with different specialist consultants.

Qualifications and Funding

Both nurse practitioners are fully trained RGNs with major clinical and administrative experience within the colon and rectal unit to the level of H grade.  Funding is provided by the Trust.  Education is ongoing towards graduate status.  Both nurses are members of the Association of Coloproctology and the BSG.

Endoscopy Training
Nurse endoscopy training was developed in Hull under the leadership of John Monson and Graeme Duthie.  A formalised training process is now in place and is a designated ENB course with national recognition.  The current training requires ongoing 150 supervised flexible sigmoidoscopies to be performed.  This is the same JAG requirement for medical endoscopy training.  In our own unit 100 further endoscopies are videoed for assessment and quality control if necessary.

Counselling
Both nurses have attended certified counselling courses at the University of Hull.

Outpatient Assessment

During the training period the nurse attends outpatient clinics and shadows a consultant for training in history taking, physical examination and rigid endoscopy.

NURSE PRACTITIONER (1)

Endoscopy Service

· Flexible sigmoidoscopy x 2 sessions per week

· 8 patients per session

· 3 groups of patients included:

Flexible sigmoidoscopy alone before first outpatient attendance.  Assessed by review of GP referral letter by consultant

Flexible sigmoidoscopy prior to barium enema including the ‘one stop shop’

Flexible sigmoidoscopy as part of ongoing investigations



Total flexible sigmoidoscopy 6/12 period = 250

Genetic Counselling

· Direct referral from outpatient clinic by consultant when family history is considered relevant

· Outpatient attendance for ‘family tree’

· Joint meeting with Regional Genetic Service

· Appropriate screening organised

Total patients per 6/12 period = 53

Patient Counselling

· One outpatient attendance per week with designated consultant.

· Direct patient counselling of the newly diagnosed cancer patients after ‘consultant interview’.  Full range of booklet, videos and patient information available.

NURSE PRACTITIONER (2)

Outpatient Assessor

a) New Patients
Selected new patients (by consultant) are assessed by the nurse, including history, abdominal examination and rigid sigmoidoscopy.  Patients are then discussed and if necessary reviewed by the consultant and appropriate investigations/treatment arranged.

X 4 outpatient sessions/week

3-4 new patients per session

Total number of new patients = 9-12/week

Total number of new patients in 3 clinics  = 36-40/ 6/12 period

b) Stand-alone Outpatient Follow-up Clinic
Selected (by consultant) cancer review patients are seen at special nurse practitioner outpatient clinic.  These are patients for routine follow-up with or without adjuvant therapy.  Protocol driven.  There is immediate access to consultant opinion if problems arise.

Total number of patients/week: 10 200 per 6/12 period



Patient Counselling

The nurse is present at 4 clinics per week for immediate patient counselling

Total number seen/week  20/week:  120 per 6/12 period

Endoscopy

· endoscopy sessions 6/12 of own standing (flexible sigmoidoscopy)

· Support endoscopy for ‘one stop shop’ over holiday period

Co-ordination

The nurse is responsible for:

· Co-ordination of unit trials, eg patients entered into CR07 are randomised, for forms are checked and completed

· Organisation of outpatient and inpatient investigations and where necessary arrangements for adjuvant therapy referral

The role is producing a greater input to the trials and quality of data collection.  Nurse ‘responsibility’ for ensuring correct investigations, follow-up of results, referral of other therapies had produced a more efficient and fail safe practice

Summary

Over a six month period the 2 nurse practitioners are responsible for:

· Flexible sigmoidoscopy, 330

· Assessment of new outpatients, 40

· Assessment of follow-up patients, 120

New genetic assessment, 53

EXPERIENCE IN HULL HAS SHOWN THAT:

Nurse Endoscopists can safely and efficiently provide a flexible sigmoidoscopy service provided they are adequately trained, have immediate on site consultant endoscopy cover and are part of on going quality assessment.  Eight patients per sessions is adequate.  

Theoretically, a single nurse endoscopist could perform approximately eighty flexible sigmoidoscopies/week.

Colon and Rectal Nurse Practitioners can safely and efficiently provide new patient assessment and appropriate old patient follow-up.  This can ideally be combined with their work as patient counsellors and data, trial and investigation co-ordinators.

Enclosed with the document is the job description and acting profiles of the two colorectal nurse practitioners providing more detail of the work summarised above.

ADDITIONAL INFORMATION:

General Practitioner Outpatient Clinical Assessor

In addition to the nurse practitioner, one consultant outpatient clinic is attended by a general practitioner who sees and reviews patients.  The GP has worked in the Colorectal Unit for 10 years and has wide experience of colorectal problems, rigid endoscopy and minor procedures (eg injection of haemorrhoids).  The advantages of this arrangement are that approximately 15-20 old patients are seen per clinic (overall total of 40).

· Continuity of experienced cover at clinic

· Increased patient throughput

The value of the general patient arrangement is clearly dependent on an interest of long-term commitment to the clinic.  This may be of relevance in the services to meet the ‘2 week rule’.

OUTLINE OF PROPOSED INTRODUCTION OF THE TWO WEEK RULE FOR PATIENTS WITH RECTAL BLEEDING

The introduction of the two week rule in the Hull Hospitals is planned to take place in July, with a short ‘pilot study’ to take place prior to this.

The following arrangements are proposed:

· The general practitioner will be provided with the symptom guidelines and referral proforma as produced by the central NHS offices

· The general practitioner will be asked to make all relevant referrals on the proforma and warned that if they do not do this, the patient ‘fast track’ cannot be guaranteed

· The proformas will be faxed to a central point at the Hull Royal Infirmary and allocated to the appropriate unit

· The colon and rectal referrals will be faxed to a central secretarial point at the Academic Surgical Unit and assessed by a surgeon and arrangement of appointment within the two week period.  GPs will be told that wherever possible the preferred surgeon of referral will be selected.  If numbers do not permit this the referrals will be pooled amongst the other three colon and rectal surgeons

· Each colon and rectal surgeon will initially reserve five slots per clinic for the two week referral patients (ie twenty slots/week)

· Ongoing data collection will take place to enable continuous review and in detail at six months.  Clearly this will also have to include the ongoing investigation services.

· The patients not fulfilling the two week rule will almost certainly suffer a delay in their appointment

It would be anticipated that there will be an initial rise in patients for outpatient assessment and investigation.  The colorectal nurses could be used to offset this initial referral, both from the point of view of patient assessment and from their investigation.

The first six month period should provide data regarding the increase in workload size and the necessary facilities which will be required to investigate the added workload.  The role of the nurse practitioners in the new referral situation would then need to be reassessed and clearly facilities and resources would have to be arranged appropriately.

It seems likely at the present time without any increase in consultant commitment that the nurse practitioner may well be used to bolster the service initially.  From the long-term point of view however, the role of the nurse practitioner and their commitment to the unit as a whole will need to be clearly defined.







� Digital screening has several benefits:  radiation dosage is reduced, the examinations may be performed more quickly as there is no delay for changing cassettes, and the monitor quality is superior to non-digital units so that real-time diagnosis is improved.


� CT colonography refers to gas distension of the prepared colon, with 2D and 3D review of complete axial datasets.


� A significant number of metastases will be missed if dual phase scanning with contrast enhancement is not used.
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