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The task set in May 2019

To what extent are providers 
in the South West able to 
deliver the national 
commissioning pathways for 
colorectal cancer patients? 

What are the key areas for 
pathway redesign and 
provision of service that will 
improve the quality of 
experience & timeliness of 
treatment for patients across 
the region?



Context: cancer 
services and 
national direction



The principle – NG12 (2015)

Look for cancer at an 
early stage by 
lowering the 
threshold for 
suspicion and 
investigation

Do more tests

Many of these on the 
worried well

Do them repeatedly in 
patients with benign 
disease that has similar 
symptoms

Find cancer at an 
earlier stage when 
treatment is more 
likely to lead to cure

Expectations of cure 
high

Low acceptance of 
complications 

Impression that every 
day counts

Better survival chances 
for the person with the 
cancer

Expectation of cure 
which does not include 
survivorship symptoms

Prolong life for those 
without hope of cure

Multiple rounds of 
chemo, metastasectomy 
/ ablation



Referral to 
treatment plan in 
28 days (20 
working days) in 
order to start 
treatment within 
62 days



Quality

CNS to be present when patients receive diagnosis / 
bad news
Holistic needs to be taken into account with 
decision making
Emergency presentation operations to be carried 
out by colorectal surgeons
Operations for complications to be carried out by 
colorectal surgeons
Emergency patients (haemorrhage, obstruction, 
perforation) need HDU
Anaesthetist as core member of MDT
After a patient is given a diagnosis of cancer, the 
patient’s GP is informed of the diagnosis by the end 
of the following working day.
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65.0%

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

Percentage of patients starting treatment 
within 62 days

PCTs CCGs



It’s difficult. 

It’s partly about overall resource – money and people. It’s partly 
about pathways. It’s partly about manpower. It’s partly about choices 
organisations make.



The task set in May 2019

To what extent are providers 
in the South West able to 
deliver the national 
commissioning pathways for 
colorectal cancer patients? 

What are the key areas for 
pathway redesign and 
provision of service that will 
improve the quality of 
experience & timeliness of 
treatment for patients across 
the region?





5 Pathway steps where 
decisions are made:

How shall we investigate?

Cancer found, what next?

What is the right thing to do?

Is that right for this individual?

Quality parameters?

Protocols for managing the 2WW 
referrals

Staging

MDT processes

Preop assessment and 
communication

Emergencies, follow up, Living Well 
and Beyond, support, patient 
experience, clinic set ups







To what extent are providers in the South 
West able to deliver the national 
commissioning pathways for colorectal 
cancer patients? 

What are the key areas for pathway 
redesign and provision of service that will 
improve the quality of experience & 
timeliness of treatment for patients across 
the region?

How can the Peer Review 
Project help us rebuild services 
following COVID changes?



What we did…

o Stakeholder planning meeting

o Meetings and information to 
trusts / cancer service managers

o Data requests

o Site visits with MDT peers

o End of day feedback

o 2 safety notices

o Individualised reports

o ‘What works’ report

▪ Melanie Feldman & Mike 
Thomas Clinical Leads

▪ Ousaima Alhamouieh
Project Manager

▪ Jon Miller SW Lead

▪ John Renninson, Amelia 
Randle Clinical Leads for 
CAs



Data gathering

oOver 200 data items in the 
‘Commissioning Advice….)

oAreas for MDT lead, cancer 
services manager

oVolumes, waiting times and 
facilities/processes

Site visits

oSupportive interactions

oFormat adjusted after 3 visits

oCan be both underwhelmed 
and overwhelmed by 
engagement

oWell received

oIdentified ‘twin’ units who 
can share experience of 
change



And those who were reluctant at first

Trusts who declined 
to join the project…



oDiagnostic capacity

oAccess to useful data

oAntique IT

oInadequate infrastructure for genetic support

oEmergency operations: right patient right place right 
surgeon.. We do not facilitate that

oInconsistent access to radiotherapy

oLack of network solutions to 24/7 needs

Region wide problems



Pathology services

On call arrangements

2 safety notices….



Stuff that works
That Trusts could implement, fits most cancer services



oDevelop protocols for management for each referral 
category (fit and frail)

oElectronic requesting

oRequest at start of pathway

oNon consultant initial step

oOutsourced diagnostics

Point 1 – How do we 
investigate this patient?



Symptoms Patient age

Under 50 Over 40 50 to 60 60 to 80 Over 80

Looser and more frequent 

motions for >3 weeks
PHONE CLINIC

Unexplained Rectal 

bleeding
PHONE PHONE CLINIC

Unexplained Iron 

deficiency anaemia
PHONE PHONE CLINIC

Rectal or abdominal mass CLINIC CLINIC CLINIC

Positive faecal occult 

blood (FOB) test
CLINIC CLINIC

Rectal bleeding and 

anaemia
PHONE

Rectal bleeding and 

change in bowels
PHONE

Rectal bleeding and 

abdominal pain
CLINIC

Rectal bleeding and 

weight loss
CLINIC

Unexplained anal mass or 

anal ulceration
CLINIC CLINIC CLINIC CLINIC CLINIC

Unexplained weight loss 

and abdominal pain
CLINIC CLINIC CLINIC CLINIC

Tool for admin staff to plan first 
step (pre pandemic)



A DTT – A Direct to Test 
system for Primary Care



oDTT in Bristol

oNurse run service in Truro

oComposite model in Salisbury

Three models that work:



oAdapt reports to make the ‘no cancer’ declaration 
easier

oBundles of radiology tests for staging

oStaging initiated by radiology

oElectronic reports and cancer navigators to eliminate 
the admin wait

oNurses managing the investigation results and 
requests

Point 2 – Cancer found, what 
next?



Booking 
bundles of 
staging tests



oMDT needs review and policing the day before

oOnly one model of ‘standard of care’ – NBT –
pathologist and radiologist takes responsibility for the 
decision

oMDTs with sections and appropriate people

oSomeone who knows and has met the patient

oWork backwards from RTT date to have MDT 
discussion with the information needed

oPalliative care consultant presence

oR&D nurse presence

oPsychologist present

Point 3 – what treatment do 
we recommend? – the MDT



oMDT clinics immediately after MDT

oData based crib sheets for complex decisions around 
rectal cancer

oSome fabulous POA in the region including:

•Frailty scores throughout the pathway

•‘Prepare for surgery’ school

•CPET for all majors

•Fitbit and step targets, physio led prehab

•Integrated elderly care / complex medical physicians

Point 4 – is this treatment 
right for this patient?





Non consultant delivered

IT tracking or a reliable filing cabinet

Stratify according to risk of recurrence or 
symptoms/HNA

Patient activation score – can they do this?

Instant access to return

Good patient info leaflets / bundles of blood tests

Point 5 – other quality 
markers : follow up





Sophisticated use of evidence based practice

Adequate bed base and theatre capacity

Interrogate quality parameters in NBOCA

On call arrangements

Risk scoring

Physical environment and staffing

ERAS nurses for pre/peri/post op continuity

Use of community hospitals

Innovative new roles

Consultant telephone advice

Point 5 – other quality 
markers : Operations





Whole team involved in running LWB days

Virtual HWB service

Drop in feedback coffee mornings

Cancer support workers as primary contact point for 
HNA

Point 5 – other quality markers 
: Living Well and Beyond





Reflections
What we noticed



It is rarely a team game – ownership almost entirely in 
surgery

Nobody has info available to really judge how their 
service is doing

Exec level commitment can turn services around

Accept that old models do not work

Electronic order comms

What are the core activities for each member of the 
team?

Diagnostic outsourcing is essential

What we noticed:



Pathology investment UHP

Service redesign RDE

Linking Salisbury & Torbay

Specific Successes



BMJ Nov 2020





Pandemic triage tool

Some science still to be 
done

Trusts bound by national 
protocols

qFIT as a permanent entrance 
requirement to 2WW?



Last meeting was March 11th 2020 RDE 
follow up

Follow up across the project?

The trusts that opted out?

Regional work: consider networking, genetics 
resource, diagnostic centres

Use this model for other cancer sites?

Promote team in the MDT. How?

Next steps: the project



National influences v local influences

Regional problems: genetics / 
networking solutions

Data systems

Other cancer sites – sharing the learning

Next steps: rebuilding cancer 
services in the SW


