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1 EXECUTIVE SUMMARY 
 
This report should be read as an assessment made at the time of the review visits in September 
and October 2007 and February 2008.  It provides a compliance score for each team against the 
revised colorectal measures and the new head and neck cancer measures, both based on the 
IOGs issued by NICE, and the cancer research network.  The report also provides a general 
profile for each team and identifies areas for the further development of their services. 
 
Colorectal Cancer Services 

The Main Requirements of the Revised Colorectal IOG 

The revised national guidance was published after a period of consultation in July 2006, so the 
network had had some 15 months in which to respond to the significant changes required by the 
IOG to:- 

• increase the speed and efficiency of initial referral and diagnosis; 

• create an enlarged core MDT membership;  

• have MDTs and surgeons that meet the minimum workload per annum;  

• achieve the consolidation of specialist expertise to improve the treatment of:   

o anal cancers; 

o early rectal cancers; 

o liver metastases.   

 
In response to concerns raised by a number of networks the national cancer team is reviewing the 
wording of three measures:- 
 

• for requiring all colorectal referrals to be received at a single point in each hospital; 

• for the definition of the minimum procedural workload with regard to at least 20 procedures 
with curative intent to be undertaken per surgeon per annum;   

• for the way early rectal cancer services are organised in each network to be described more 
clearly in relation to the measure that states that at least one local team should cease to 
provide such services.  

Other themes that arise from the IOG which the action plans of the network need to cover are:-  

• to improve the arrangements for minimising out of hours emergency surgery by non colorectal 
teams and the transfer of such cases to the designated team at the earliest opportunity;  

• the appropriate use of stenting services;  

• to ensuring follow up and surveillance arrangements are reviewed and organised on a clear 
and consistent basis using risk assessment criteria; 

• to improve the collection of clinical data so that MDTs have local information about the 
number of patients presenting with advanced disease to support discussions with PCTs about 
how to address this problem; 

• to ensure the results of the national patients’ survey are acted on to improve the provision of 
patient information about their disease and their treatment plans.  
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The Network’s Planned Pattern of Providing an IOG Compliant set of Colorectal Cancer 
Services   

The network board had provided strong support to the NSSG and an impressive amount of 
progress had been made in implementing the revised guidance in this large network.  The number 
of trusts which had particular expertise had made the implementation of the IOG a more difficult 
task than in other networks. 
 
The main areas of progress in creating colorectal services that comply with the new requirements 
had been:- 

• an improvement in the core membership of MDTs in most trusts; 

• process mapping the time to diagnosis which had been reduced and treatment was also 
being initiated more quickly; 

• identifying designated diagnostic leads for most teams; 

• an increase in the number of CNSs who were fulfilling an enhanced clinical role in many 
teams; 

• the amount of out of hours emergency surgery had been reduced and the transfer to the 
designated colorectal team was happening more promptly; 

• improvements in the information provided about the MDTs, including membership, 
organisation, the key worker role and contact details of local support groups. 

However, to achieve the full implementation of the required changes further work is needed.  
There was evidence that the clinical reasons for the revised Colorectal IOG were not clearly 
understood in all trusts and so there was less support for the required changes than if the 
rationale had been more widely appreciated.  

 
Action Required by the Network Board to Secure the Further Development of the Local 
Colorectal MDTs Should Include:- 

• updating the action plans for improving colorectal cancer services produced by trusts and the 
network following the early 2006 reviews highlighting any areas where implementation is still 
outstanding; 

• ensuring that each trust has a central point with named personnel to which all colorectal 
referrals are sent; (this requirement that all colorectal referrals go to one place in each trust is 
being reviewed by the national team);  

• ensuring that each trust has a system for all colorectal referrals to be clinically reviewed and 
prioritized; 

• ensuring that the role of the diagnostic lead in each trust is clearly defined;  

• ensuring that trusts develop improved information systems so the designated diagnostic lead 
for their colorectal team has data that allows them to monitor:-  

o the extent to which different referral routes are being appropriately used; 

o the extent to which patients coming through different referral routes have differing 
times to diagnosis; 

o how well the diagnostic capacity (endoscopy, imaging and histopathology) in their 
trust is being utilized; 

• ensuring that the issue of delayed diagnosis of colorectal cancers is addressed; as the 
majority of colorectal cancers arise from referrals outside the two week suspected cancer 
route it is important that trusts know the time taken to diagnosis for such referrals; there was 
evidence that the four trusts in outer west London had long waiting times of up to 15 weeks 
for colonoscopies for such patients; there were plans for expanding endoscopy capacity in 
each of the four trusts; those at Hillingdon were the least firm and should be followed up by 
the network as a priority;    
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• that the surgical workload of each named colorectal consultant is clearly identified so that the 
measure relating to each surgeon carrying out at least 20 procedures with curative intent can 
be assessed in the context of their overall number of performed procedures;  

• ensuring that each trust monitors the number of out of hours emergency colorectal operations 
carried out and that all such cases are appropriately transferred to a core surgical member of 
the colorectal team; 

• ensuring that the operational policy of each MDT describes the range of early rectal cancer 
services they provide and their referral arrangements to other trusts for other, more 
specialised services; 

• ensuring that each trust has a timetabled plan for introducing the enhanced recovery 
programme; 

• ensuring that each trust carries out a patient survey to identify the extent to which the 
shortcomings identified in the national survey of colorectal patients’ experience are being 
addressed; in particular the extent to which patients feel that they have sufficient opportunities 
to discuss the purpose of tests and treatments and likely side effects and the arrangements 
for ongoing support; the provision of information needs to be better organised and 
systematically recorded and the arrangements by which patients are offered copies of their 
GP’s letters or of their consultation should be tightened up;  

• ensuring that each MDT has an information leaflet describing its membership, the service it 
provides including ongoing support after surgery, the role of the key worker and contact 
details for local support groups;  

• ensuring that each team reviews their use of stenting services and provides information to the 
NSSG so it can assess that this service is being appropriately used and that the individuals 
designated to provide this service are undertaking an appropriate number of procedures; 

• each team should identify the number of referrals made to the new specialist teams so the 
NSSG can assess whether all suitable cases are being referred;   

• the number of, and the role fulfilled by, coordinators differed widely which resulted in 
inadequate support for some colorectal teams and CNSs’ time being inappropriately used.   

 
Action Required by the Network to Secure the Further Development of the Specialist 
Colorectal MDTs 

The North West London Hospitals trust had been designated as the host for the anal cancer MDT.  
Hammersmith Hospitals trust had been designated as the team providing surgical management 
for liver metastases.  The network had agreed that all colorectal MDTs could manage early 
colorectal cancer.  Two trusts had been designated to provide a TEMS service, St Mary’s and 
Hillingdon. 
 
The Anal Team 

This team had met once and it was acknowledged that the requirements of the IOG were still 
being implemented.  The NSSG, with support from the network, should develop a timetabled plan 
to achieve compliance in the following areas:- 

• the concentration of salvage anal cancer surgery to the two designated surgeons, one at St 
Mary’s and the other at Northwick Park; the NSSG should monitor that other colorectal 
surgeons had ceased to carry out these procedures; 

• two oncologists at the Hammersmith Hospitals trust had been designated to provide the 
radiotherapy service for anal cancers but it was acknowledged that the concentration of this 
work to these two individuals had not yet been completed; the NSSG should audit that this 
requirement has been fully implemented; 

• the frequency of the anal MDT meeting should be reviewed as the current monthly meeting 
increases the risk that patients will start their treatment before an MDT discussion;   
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The Action Plan of the Network Should Include:-   

• reviewing the staffing arrangements of the network to ensure that these secure the best 
possible level of entry into trials:- 

o the accountability arrangements, including those for annual performance reviews and 
the roles expected of the clinical lead, the network manager and business manager, 
all need to be reviewed and more clearly defined;  

o stronger links to the West London Cancer Network and other local accountabilities 
need to be established and stated in these revised organizational arrangements; 

o staff recruitment and retention problems and the skill mix, staffing structure and 
succession planning all need to be assessed;  

o the steps to find alternative funding for the additional posts currently funded by 
underspends from previous years need to be implemented;  

• significantly improving the external relationships of the research network with the West 
London Cancer Network and local trusts:-  

o the poor attendance by the trusts at the six monthly steering group meeting was a 
serious concern; 

o the poor attendance by the research network management team at NSSGs was a 
serious concern; 

o the annual review by the National Research Centre was felt by the network to have 
been more useful this year than in previous years; however, from the evidence 
provided it appeared that no specific actions had been agreed to resolve the issues 
raised; 

o the steering group should receive a report at each of its meetings on the steps taken 
to improve joint working with the West London Cancer Network; 

o the network should clarify the role to be fulfilled by the research leads in each trust 
and agree this with each organization; 

o there was a low level of user involvement with only one person on the steering group 
and there was no clear plan for achieving the full complement of service users on the 
advisory group; the research network’s annual report should be presented to the user 
partnership group of the main cancer network for west London; 

o the relationship with neighbouring research networks needs to be improved so that 
accruals can be more clearly organized to the relevant teams through better 
organized cross network referrals; 

• improving the pattern of participation in trials:- 

o clear timetabled action plans need to be drawn up and implemented for the three 
strategic development areas identified in the 2007 / 08 plan so that higher 
participation rates are achieved in the trials programme; 

o the effective structures in breast and colorectal, which have resulted in good levels of 
recruitment, need to be introduced for the NSSGs and MDTs covering other tumour 
types; 

o the network should consider creating a research governance template so that there is 
a clear framework for approving trials and starting delays are reduced;  

o the arrangements for NCRN and other research staff working on cancer trials to 
cooperate more closely need to be further developed;   

o the arrangements for network staff to attend MDTMs should be systematically 
monitored with the aim of introducing a system whereby all patients discussed at 
MDTMs are assessed for their suitability for trial entry.  
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Revisits and Follow up Action Pans for the Revised Colorectal and New Head and Neck   
Cancer Measures 

The action plans produced by the individual trusts and at network level should distinguish 
between the areas of immediate risk, serious concern, concern and those issues which the 
reviews highlighted as worthy of further consideration. 
 
No immediate risks were identified.  
 
There were seven issues that were regarded as serious concerns.  The network provided a 
progress report on how far these areas of serious concern had been resolved by the end of April 
2008.  These responses are shown below in italics:-  

• The network has yet to produce a joint head and neck plan with the Mount Vernon Cancer 
Network which the Cancer Action Team can approve. (The plan is still subject to amendment 
and WLCN is working with Mount Vernon Cancer Network to ensure joined up action plans as 
services span the boundaries of both networks). 

• The network plan needs to identify more clearly than has happened to date the extent to 
which current head and neck services are compliant, particularly how the provision of neck 
lump clinics have the associated diagnostics. (Meetings arranged with trusts to discuss 
diagnostic pathways and agree timetable for implementation.  Regular review at the NSSG). 

• The number and staffing profiles of the designated local rehabilitation and support teams for 
the head and neck service need to be defined and the roles of these teams clarified against 
those of the specialist rehabilitation teams.  (Meetings arranged with trusts to discuss gaps in 
local rehabilitation and support services.  A new WLCN AHP lead is carrying out a mapping 
exercise for AHPs in the sector.  They are to arrange for gaps identified to be raised with 
PCTs). 

• The extent to which patients with thyroid cancer were being treated without referral to the 
MDT needs to be identified and the medical directors of the trusts engaged in ensuring this 
pattern of practice is ended with all cases being referred to the designated thyroid team. 
(Thyroid sub group is carrying out an audit of thyroid cases led by pathology.  The group is 
also auditing cases seen at the MDTM). 

• Some colorectal surgeons did not meet the minimum number of procedures per annum.  The 
network should review at six monthly intervals the number of procedures performed by 
surgeons to ensure that, for any surgeon who does not perform 20 operations with curative 
intent each year, this is assessed within the figures for their overall surgical workload.  (There 
is a review of this definition of the surgical workload underway nationally).  (The Colorectal 
NSSG agreed to lead this piece of work.) 

• The designated host trust for the anal MDT needs to be changed and treatment limited to the 
two designated surgeons and radiotherapists. (Anal MDT now being hosted by ICHT which 
does provide radiotherapy.  This is meeting fortnightly). 

• The level of involvement of primary care in improving cancer services was weak.  Some trusts 
lacked a designated lead, there was poor attendance by GPs at educational events to tackle 
the problems of late presentation and there was a lack of involvement at NSSG meetings. 
(The network will appoint a primary care lead which should improve primary care input to all 
NSSGs). 

In the light of these progress reports it is planned that the extent of the follow up visits will be that:- 

• the anal team will be reviewed by zonal team; 

• the UAT team will also be reviewed by the zonal team to assess the plan for Northwick Park 
to host the team that involves Mount Vernon and how this links with the Imperial based team; 

• the thyroid team to also be assessed by the zonal team to check that it is getting referrals 
appropriately and that the MDT is fully functional involving all the referring trusts. 
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With regard to the proposed joint colorectal MDT involving the Royal Marsden and the Chelsea 
and Westminster trusts, it is proposed that this will need a full review if the integration with the 
Royal Marsden is going ahead.   
 
The action plans to address other concerns and issues for further consideration should be 
produced and agreed by each trust and the network and will then be published on CQuINS.    

11 
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The National Peer Review Programme of Cancer Services is reliant on staff working in cancer 
services and cancer service users volunteering to be trained and then carrying out review visits.  
The success of peer review is also heavily dependent on staff within the organisations to be 
reviewed undertaking the onerous task of assembling the large volume of evidence required by 
the measures manual.  
 
For peer review to have the maximum impact in accelerating the further development of cancer 
services it requires reviewers and those being reviewed to participate in the discussions about 
their particular service in an open and analytical dialogue.  This self critical approach has been 
evident in the review meetings and has allowed improvement opportunities to be identified for the 
organisations reviewed.  The many areas of good practice found in the West London Cancer 
Network and West London Cancer Research Network have also been highlighted so that their 
wider adoption is promoted. 
 
The findings from the reviews have been assessed by the trusts and network for factual accuracy 
and the amended reports have been reviewed for consistency by a Reference Group with 
membership drawn from all five networks in London.  The publication of the peer review 
supplementary report for the network is accompanied by an action plan for each organisation 
setting out their intentions for implementing the findings of the reviews.   
 
The progress in implementing the action plans is monitored by the West London Cancer Network 
and the NCRN central team. 
 
The report and action plans can be found on CQuINs www.cquins.nhs.uk. 
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3 GRAPHICAL SUMMARY OF NETWORK AND LOCALITY COMPLIANCE 
 

3.1 West London Cancer Network and West London Cancer Research Network 
  

 

 
3.2 The Hillingdon Hospital Trust    
 

 

  
3.3 Ealing Hospital NHS Trust  
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3.4 West Middlesex University Hospital NHS Trust 
 

 

 
3.5 Chelsea and Westminster Healthcare NHS Trust 
 

 

 
3.6 St Mary’s NHS Trust 
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3.7 The Hammersmith Hospitals NHS Trust 
 

 

 
3.8 The North West London Hospitals NHS Trust 
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4 NETWORK REPORT  
 
4.1 Network: West London Cancer Network 

 
4.1.1 Network Summary 

Tabular Summary of Compliance for West London Cancer Network 
 

% Compliance against Quality 
Measures Code  Topic 

1* 1 & 2 
1A 

1A-2d 
1A-2i 
1A-4 

 NETWORK BOARD MEASURES 

 Colorectal 

 Head & Neck 

 Research 

 

7/13 

15/19 

4/4 

 
54% 
79% 

100% 

 

0/0 

1/2 

0/0 

 

- 

50% 

- 

1C 
1C-d 
1C-i 
1C-t 

 NETWORK SITE SPECIFIC GROUPS 

 Colorectal 

 Head & Neck 

 Thyroid 

 

15/25 

6/14 

3/11 

 
76% 
43% 
27% 

 

3/3 

 

100% 

2/3 67% 

67% 2/3 

5A 
5A-1 

 Research Network Measures  

 Cancer Research Network 

 

4/8 

 
50% 

 

0/0 

 

- 

 
 

4.2 Network Board and NSSGs   
 

Network – West London Cancer Network 1* 1 & 2 
Topic 1A – Network Board     
Topic 1A-2d  - Colorectal 7/13 54% 0/0 - 
Topic 1A-2i  - Head and Neck 79% 50% 15/19 1/2 

 

4.2.1 The Network Board’s Role in Implementing the Colorectal IOG 
 
General Profile 

The review team was impressed by the progress made in implementing the revised IOG 
guidance.  The NSSG chair had played a major role in achieving changes in the network.  The 
network team had provided support to the NSSG and the network board received regular updates 
on progress.   
 
The PCTs’ cancer lead described a number of initiatives to promote earlier presentation to GPs by 
patients through raising patient awareness of suspicious symptoms.   The high population 
turnover in many parts of London meant that achieving effective coverage amongst ‘at risk 
groups’ through educational programmes was particularly difficult.  The PCTs indicated that plans 
to improve access to primary care should make it easier for patients to see their GP when they 
had worrying symptoms 
 
In spite of the various initiatives being undertaken by PCTs there was evidence that the screening 
programme was picking up a significant number of patients with advanced disease and that a 
lower proportion of colorectal cancers were being picked up via the two week wait route than in 
other parts of the country.   
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The PCTs had included IOG compliance in their strategic commissioning plan.  The London wide 
PCT ‘terms of business’ for 2008 / 2009 require compliance with the IOGs to be demonstrated.   

Concerns 

• The network needs to receive information from the NSSG that shows the extent to which the 
new specialist teams are having all suitable cases referred to them. 

• The PCTs need to identify how to increase GP participation in initiatives by the NSSG to 
improve GP awareness of suspicious symptoms. 

• Some PCTs do not have a designated cancer lead. 

• The network board needs to agree how to get better engagement of the PCTs in NSSGs.  

• The network needs to identify how information can be best collected so the colorectal NSSG 
is able to assess consistency of clinical practice, particularly with regard to the appropriate 
use of the two week referral and the differing lengths of time taken to achieve the diagnosis.   

• The network needs to ensure all colorectal MDTs have arrangements for reviewing and 
prioritizing all colorectal referrals and the designated lead for their diagnostic service has a 
clear remit for overseeing this function being carried out.  

• The network needs to ensure that each MDT has effective referral arrangements to the new 
specialist teams.  

• The network should ensure that all cases of anal cancer are being referred to the anal cancer 
MDT. 

• The network has designated all colorectal MDTs as treating early rectal cancer, it needs to 
clarify the range of such services each MDT provides and what are the referral arrangements 
from each team for more specialised services.  (The issue of at least one team ceasing to 
provide this service in each network has been referred to the national team for clarification).   

 
Further Consideration 

• From the trust visits it was evident that relatives were sometimes being used as interpreters 
and that patients were not being offered a copy of their consultation on the advice of the 
relatives.  The network should identify how translator and advocacy services can be made 
more available and the use of relatives as translators minimised. 

 
Good Practice 

• The implementation of the IOG has been greatly assisted by effective clinical leadership and 
there is a high level of engagement from all the trusts.  

 
4.2.2 The Network Board’s Role in Implementing the Head and Neck IOG 

 
The implementation of this IOG was more complicated than for some other tumour services as it 
required a number of different surgical specialities and a wide range of rehabilitation disciplines to 
come together.  The pre-existing pattern of clinical teams was complicated with a significant 
number of referrals going to the Mount Vernon Cancer Network.  The network had originally 
proposed designating two MDTs one of which would also carry out thyroid work and one separate 
thyroid team.  The National Cancer Action Team had required the network to produce a joint plan 
with the Mount Vernon Cancer Network.  
 
Nevertheless, considerable progress had been made in converting a well established clinical 
group based at Charing Cross into the designated UAT for the network.  The NSSG chair had 
provided excellent leadership of this group.  The creation of a thyroid MDT for the network had 
been slower and it had only started to meet in June 2007.  
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There was evidence that significant changes in the pattern of referrals to these designated teams 
had been achieved bringing the previous arrangements into line with the IOG.  
 
Concerns 

• The original plan for implementing this IOG is being amended and the evidence provided for 
the review did not reflect the up to date position.  The network should provide a clear 
timetabled plan for the full implementation of the IOG, including the provision of specialist 
diagnostic services for all referrals being made into the designated MDTs and the creation of 
a network of local support and rehabilitation teams. 

• The network needs to receive confirmation from the NSSG that the designated teams are 
receiving all suitable cases; this particularly applies to thyroid cancer. 

• The network needs to ensure that all trusts in the network which refer patients to the head 
and neck team participate in the NSSG. 

• The PCTs need to identify how to increase GP awareness of symptoms suspicious of head 
and neck cancer. 

• Some PCTs do not have a designated cancer lead. 

• The network board needs to get better involvement of the PCTs in NSSGs.  

• The network needs to develop a clear timetable with the PCTs and the acute trusts to provide 
a network of neck lump clinics with the associated diagnostics.  The network should audit the 
service to identify any shortcomings in this diagnostic service so that the required range of 
expertise can be gradually built up. 

• The network needs to ensure that those patients referred into the Mount Vernon MDT are 
receiving care comparable to those in the rest of the network. 

• The network needs to support the NSSG in auditing that thyroid surgery is not being carried 
out prior to discussion at the MDTM.  

• The network needs to support the NSSG in implementing its plan to reduce the number of 
surgeons carrying out thyroid procedures. 

• The network needs to decide on the number of local rehabilitation and support teams.  This 
needs to take into account the extent to which the specialist team can fulfil this role and the 
fact that the required staffing is not present in parts of the network.  

• The network needs to agree with the PCTs a timetable for additional investment to remedy 
the deficiencies in local rehabilitation services. 

 
Further Consideration 

• The network should ensure that all patients referred into designated head and neck teams 
can access the full range of surgical expertise as there is a concentration of maxillo-facial 
expertise at NWLH and strengths in other areas of surgery at Charing Cross.  

 
Good Practice 

• The way the NSSG and the network have approached the problem of reducing the number of 
surgeons undertaking thyroid surgery. 
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Network – West London Cancer Network 1* 1 & 2 
Topic 1C – Colorectal NSSG 60% 100% 15/24 3 / 3 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site www.cquins.nhs.uk WLCN Cancer Peer Review Report, page 45. 
 
General Profile 

Since the previous review in early 2006 the NSSG had developed a more comprehensive work 
programme including work on service improvement, audits, workforce issues and some 
assessment of the uptake achieved into clinical trials.   
 
The NSSG had made considerable progress in implementing the revised guidance in this large 
and complex network with a number of nationally recognised specialist centres.  The NSSG 
chairman had provided excellent leadership and diplomacy in resolving complex issues and had 
visited all the colorectal MDTs in the network.    
 
The NSSG had support from all the trusts with improved attendance at meetings.  The group had 
excellent support from two user representatives who attended the meetings and promoted 
changes in the organisation of services.  
 
The group had carried out an audit of colonoscopy services and one of the extent to which anal 
cancer surgery was carried out at local hospitals.  
 
Stenting services varied across the network.  The Hammersmith provided a 24 hour service to 
other trusts with patients returning to their referring trust the next day.  An audit of outcomes was 
being planned.   
 
The specialist anal MDT was in its infancy having had only one meeting.  Pathways were still in 
development but there appeared to be agreement to how this change of practice should proceed. 
The anal MDT involved clinicians from Northwick Park, St Mary’s and Charing Cross hospitals.  
The first of these had been designated as the host site and referrals from the local colorectal 
MDTs were to the NWLHs trust MDT coordinator.  The NWLHs did not have a radiotherapy 
service which was required for a trust hosting an anal team.  The IOG specified that no more than 
two named surgeons carry out salvage surgery and no more than two oncologists provide 
radiotherapy per radiotherapy centre.  There was evidence that more surgeons had carried out 
anal surgery in previous years and that six oncologists currently provided radiotherapy although 
there was a plan to reduce this to two.  The MDT only had a monthly meeting which risked 
patients starting their treatment prior to discussion at the MDT or that treatment discussions were 
delayed.  The small number of cases managed by the team suggested a significant number of 
cases were being treated without referral to the MDT.   
 
Early rectal cancers were managed by all colorectal MDTs within the network.  Those patients 
deemed suitable for TEMS were referred to Hillingdon or St Mary’s.  Endo rectal ultrasound was 
provided at St Mary’s or St Mark’s. 
 
Concerns 

• There were a number of aspects relating to primary care that raised serious concerns:- 

o a significant number of patients with advanced disease presented from the newly 
established screening service; 

o a relatively low percentage of patients were being diagnosed via the two week referral 
route; 

o the NSSG doesn’t have a PCT representative; 

o most PCTs do not have a designated cancer lead. 
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• The role of the diagnostic lead in each local team needs to focus on monitoring the time to 
diagnosis from different referral routes. 

• Some trusts in the network had routine colonoscopy waiting times of up to 15 weeks.  The 
NSSG should review the capacity of colonoscopy services in all trusts.   

• The NSSG audit of colonoscopy completion rates highlighted significant variations between 
trusts.  The NSSG should agree with the trusts how to achieve the standards of the global 
ratings score system.   

• The NSSG needs to receive information in a consistent format from each hospital about the 
time taken to complete the diagnosis of patients coming into the service from the different 
referral routes.   

• Not all colorectal surgeons are performing the minimum of 20 procedures with curative intent 
per annum.  The NSSG should carry out an on-going audit to monitor the number of such 
procedures performed by each consultant in the context of their overall surgical workload 
figures.  

• The group should review the plans of each MDT to introduce the enhanced recovery 
programme.   

• The network should review the range of early rectal cancer services that each local service 
provides and that their referral arrangements for specialist services are clear. 

• The numbers of patients referred to the TEMS services should be reviewed annually to 
ensure that all suitable patients are being considered for referral. 

• The designated anal MDT has only had one meeting and a number of the requirements of the 
IOG are still in the process of being implemented.  The NSSG should develop a timetabled 
action plan to achieve compliance in the following areas:- 

o the MDT needs to be hosted by a trust with radiotherapy services; 

o the concentration of anal cancer surgery to two designated surgeons should be 
monitored; the group should do an audit to ensure that such surgery has ceased at 
hospitals other than St Mary’s and Northwick Park; 

o the requirement for radiotherapy to be limited to the two designated oncologists is not 
yet fulfilled and the group should audit that this requirement is being fully 
implemented; 

o the frequency of the MDTM should be reviewed to ensure that patients do not start 
their treatment before an MDT discussion. 

 
Further Consideration 

• The network guidelines should indicate that patients have a choice of where they have their 
radiotherapy with the Mount Vernon centre being a legitimate choice.   

 
Good Practice 

• The active involvement of users within the NSSG.   

• The use of good proformas, particularly the inter-trust referral form. 

• Excellent leadership from the NSSG chairman. 
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Network – West London Cancer Network 1* 1 & 2 
Topic 1C – Head and Neck NSSG 43% 67% 6/14 2 / 3 

 
General Profile 

The NSSG had been established for some 18 months.  It had carried out an impressive range of 
work over this period. 
 
Its membership was predominantly drawn from the large and well established head and neck 
cancer team based at Charing Cross.  This team had been designated as the specialist UAT team 
for the network.  In April 2007 a thyroid sub-group was created with the designated team having 
started to meet in June 2007.   
 
The organisation of head and neck services within the network was unusual in that in addition to 
the Charing Cross team there was a large maxillo-facial surgical unit at Northwick Park which 
provided the surgical service for the Mount Vernon based MDT.  Over 70 percent of the cases 
coming to that MDT were from the WLCN mostly from the North West London Hospitals and 
Hillingdon trusts.  In addition thyroid patients from Chelsea and Westminster were treated in the 
South West London Cancer Network at the Royal Marsden Hospital.   
 
As a result of these network arrangements the responsibilities of the NSSG extended beyond the 
cohort of patients managed by the network’s designated specialist UAT team.  The review team 
felt that the NSSG had not fully appreciated its strategic role in the planning, organisation and 
development of the services across the whole network as opposed to its members’ role within the 
Charing Cross based UAT MDT.   
 
The NSSG was largely made up of the specialist UAT MDT and was dominated by Charing Cross 
and St Mary’s clinicians with limited representation from other trusts.  The same was true of the 
thyroid sub-group.  Representatives from the Mount Vernon network attended some of the 
meetings but there was no formal sharing of guidelines and protocols.  The network was leading 
on the development of a joint plan with the Mount Vernon network for the future of the maxillo-
facial department based at Northwick Park.  The NSSG had recruited a patient representative. 
 
The group had produced a profile showing the planned pattern of designated clinics by trust 
against the current set of services.  This had shown that most of the trusts needed to develop 
their local diagnostic services to meet the IOG. 
 
The group also recognised that the current lack of local support teams meant that this work fell to 
members of the specialist team.   However, there had not been a scoping exercise in each locality 
to evaluate the network requirements and plan accordingly.  
 
The NSSG and the thyroid sub-group needed to establish lead clinicians in both areas in all 
hospitals that referred patients into the designated teams to facilitate the local diagnostic process, 
onward referral and subsequent follow up. 
 
The NSSG had produced a patient pathway and a series of action plans.  Process mapping had 
not been done and therefore the areas identified for improvement were drawn from the clinical 
experience of individual consultants.  Some delays had been addressed at some trusts.  
 
The NSSG highlighted that entry into the Data for Head and Neck Oncology (DAHNO) database 
was difficult without initial input from the referring hospital.  To date the NSSG had not undertaken 
any specific audits or been involved in formal risk management assessment and learning from 
untoward incidents. 
 
The thyroid sub-group had set criteria for surgeons who undertook surgery for thyroid cancer so 
that the number of surgeons undertaking this work would be progressively reduced.  The 
specialist team was writing a business plan to support the improvement of the head and neck 

20 



National Cancer Peer Review  Network Report 
London Zone – West London Cancer Network        May 2008 
 

ward, the appointment of an additional ENT surgeon and additional allied health professional 
support services, which it expected to submit to the Hammersmith trust board in the near future. 
 
The NSSG had produced a clear action plan in conjunction with the network clinical lead.  The 
thyroid sub-group was still within its first year and as yet had not produced an annual work plan or 
report. 
 
Concerns 

• The NSSG should recognise that its role is distinct from that of the MDT and that planning, 
organisation and development of a network wide service should be its main focus.  This 
should include:- 

o clinical governance aspects relating to the provision of an equitable service 
throughout the network; 

o the consistent provision of neck lump clinics with the associated diagnostic input; 

o the establishment of local lead clinicians in all referring hospitals; 

o establishing the workforce required to create effective local support teams and 
involve the PCTs so that a phased investment plan can be agreed; the strength of the 
local support teams is variable and the NSSG should conduct an audit to identify the 
gaps in staffing; speech and language therapist, dietetics, head and neck CNS and 
restorative dentistry support; so that concrete plans can be put in place to fill the 
gaps. 

• With regard to the thyroid team:- 

o the thyroid sub-group, by an audit of pathology, should identify and quantify where 
patients are undergoing surgery without a pathological diagnosis; 

o identify whether trusts are running compliant clinics and that the diagnostic pathways 
are clearly defined; 

o further reduce the number of surgeons carrying out thyroid surgery so that designated 
individuals undertake the agreed minimum number of procedures; 

o the plan to centralise the pathology service and review cytology services should be 
implemented. 

• The plans to improve the designated ward should be implemented without delay. 

 
Further Consideration 

• A process mapping exercise is required to streamline the pathway from all the local hospitals 
to the central MDT. 

• An audit programme should be developed that allows the group to assess that the key 
aspects of the IOG are being implemented.  

• Implement the planned closer links with the maxillo-facial team at Northwick Park.  

• There is no portfolio of head and neck trials in the WLCN.  There is access to entry into local 
and national trials through the Royal Marsden Hospital. 

 
Good Practice 

• Patient representation at the NSSG. 
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Network – West London Cancer Research Network 1* 1 & 2 
Topic 1A-4 – Network Board 100% - 4/4 0 / 0 
Topic 5A-1 – Cancer Research Network 50% - 4/8 0 / 0 

 
General Profile 

The West London Cancer Research Network (WLCRN) was established in 2002 as a first wave 
network with the current clinical lead and research manager both having been in post since it was 
set up.   
 
The network’s original plan was that staff would be located in each of the eight trusts in the 
network to gain a good level of commitment across the network to participation in trials.  However 
the network had had particular problems in recruiting and retaining research nurses in its early 
years.  This low level of staffing had led to the network having amongst the lowest trial 
participation rates in the country.  It also led to there being a significant under-spend in the first 
few years which the network had been allowed to retain. 
 
The network had tackled the problem of low staffing levels by progressively filling the majority of 
its posts with life science graduates rather than research nurses.  This has been successful as a 
stable workforce had been created and the network had achieved a major improvement in its level 
of recruitment to the NCRN trials programme, moving from being 32 out of 34 networks to being 
the ninth best for the year prior to the review visit. 
 
The network indicated that it expected its performance to drop in the next national report as the 
benefit of having extra staff above its funded establishment would have to cease as the 
accumulated under-spends would have been used up.  Also the network had had vacancies and 
prolonged periods of sickness amongst its senior staff in the year leading up to the visit, although 
they had been resolved by the time of the review.  
 
At the time of the visit the staffing structure was significantly different from that seen in the other 
four networks in London with only three of 16 wte posts being filled by research nurses with 
‘clinical trials coordinator’ posts having been created and filled by life science graduates with 
some research experience.  The network felt that these coordinator posts were able to adequately 
fulfil the role normally carried out by research nurses and so the staffing pattern was a successful 
innovation.  
 
The team also included a full time IT systems developer and a business development manager.  It 
was not clear how these posts fitted into the overall staffing structure.  These roles were not 
clearly distinguished from other staff, for example the business development manager appeared 
to have responsibilities which included attendance at NSSG meetings.   
 
Originally all staff was centrally managed but this had changed with three wte posts now being 
locally accountable within the Imperial College Healthcare Trust as well as three within the North 
West London Hospitals Trust also having this reporting line.  The other ten posts were all still 
managed centrally by the research network management team to give a level of flexible 
deployment.   
 
The links to local partner organisations, the cancer network and trusts, were less well developed 
than seen elsewhere in London.  There were a number of reasons identified for this unsatisfactory 
situation.  The team indicated that only after the publication of the review measures had it 
recognised the need to establish more formal links with the main cancer network.  However at the 
time of the review visit the cancer network and research network were still operating as 
autonomous entities.  The research network had not established working links with most of the 
NSSGs and MDTs.  Other reasons for the less well developed links to other local organisations 
were due to the clinical lead and manager regarding their accountability as being to the national 
team, rather than there being dual accountability to also include the main cancer network board, 
as was the pattern found in other networks.  The cancer services network had had substantial 
turnover in senior staff in its early years which had limited the extent to which the research 
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network could build relationships.  The separate office locations of the two networks had also 
been a barrier to closer working.  
 
The research network was represented at the main cancer network board by the Clinical Lead. 
However, he also had other representational roles which meant the distinctive research 
perspective was not as clearly represented as was desirable.  The research agenda did not have 
a high profile on the WLCN Board and was generally the last item discussed.  The input to NSSG 
meetings from the research network’s management team had declined, partly as they felt they 
had nothing to offer because there were difficulties in getting the NSSGs to agree network wide 
portfolios.  The team had not requested that research be a standing agenda item at these 
meetings nor did they provide regular reports on trials that were due to open or were open or on 
participation rates to these groups.  The research manager had regular meetings at Hammersmith 
and NWLHs but did not regularly meet with the other trusts or the cancer services network as, 
apart from the small programme at West Middlesex, they did not provide patients for trials.  
 
The annual review by the NCRN was felt by the network to have been more useful this year than 
in previous years, however, the record of this provided in the evidence failed to make clear any 
specific actions that were being taken to resolve the issues identified at the review. 
 
The 2007 / 08 work plan identified three strategic areas: management of the portfolio; models of 
working with trusts and development of the commercial trials portfolio.  However, in none of these 
areas was there a clear action plan or any evidence of progress against this plan.  In the review 
meeting the team mentioned that they had begun to develop a three year strategic plan.  
 
User involvement was under developed with only one user representative on the group and there 
was no clear plan about how the network intended to recruit other users.  However, the recently 
appointed lead nurse was in the process of establishing a description of the user’s role. 
 
Serious Concerns 

• The poor attendance by a number of trusts at the six monthly steering group meeting. 

• The poor attendance by the research network management team at NSSGs. 

 
Concerns 

• The accountability arrangements and roles of team members did not meet the national 
requirements and were also unclear in some important aspects as evidenced by: 

o the accountability arrangements of the clinical lead and the manager did not meet 
those required in the national guidance; in particular there is a lack of working links 
with the West London Cancer Network Board, its subgroups and with trusts; 

o the role expected of the clinical lead was not clearly defined and there was no 
description of the practical ways that the leadership responsibilities were to be carried 
out; his prime role in attending the network board should be to represent the research 
network; if this conflicts with other roles this should be resolved between the clinical 
lead and the other organisations he represents;    

o the roles and accountability arrangements within the team were unclear, for example 
that of the business manager post; 

o the annual review by the National Research Centre was felt by the network to have 
been more useful this year than in previous years; however, from the evidence 
provided it appeared that no specific actions had been agreed to resolve the issues 
raised; 

o the annual review of the clinical lead was more of a management meeting than a 
review of performance and so its purpose needs to be clarified and focused on the 
targets set by the steering group;  
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o the plans to find alternative funding for the additional posts currently funded by 
underspends from previous years needed to be implemented.  

• The lack of effective external relationships between the West London Cancer Research 
Network and the West London Cancer Network and local trusts was a concern as evidenced 
by:-   

o the lack of established links between the network manager and other local 
organisations which needed to be addressed; her work programme should include 
the requirement to build external relationships; progress should be reported to the 
steering group at each meeting; 

o links to the cancer network were poor and the two networks should identify and agree 
the areas where they need to cooperate to assist each other in meeting their aims;  

o each trust had a designated research lead however the network had not agreed how 
to involve these key individuals in helping to boost the participation rates in NCRN 
trials;  

o there was a low level of user involvement with only one person on the steering group 
and there was no clear plan for achieving the full complement of service users on the 
advisory group. 

• The plans for implementing changes to improve the pattern of participation in trials were 
unclear:- 

o the 2007 / 08 work plan identified three strategic areas which were:- 

 management of the portfolio; 

 models of working with trusts;  

 development of the commercial trials’ portfolio; 

however, in none of these areas was there a clear action plan or any evidence of 
progress against these aims;  

o the effective arrangements in breast and colorectal tumour services, which have 
resulted in good levels of recruitment, needed to be introduced for the NSSGs and 
MDTs covering other tumour types. 

 
Further Consideration 

• The network had in the past had particularly severe problems in recruiting and retaining 
research nurses the reasons for this needed to be assessed and more clearly understood. 
The network should assess how roles and the staffing structure within the network can be 
made more attractive to research nurses.  

• The arrangements for closer cooperation between NCRN and the other research staff working 
in the hospitals in the network on cancer trials need to be further developed.   

• Some succession planning should be considered within the team through, amongst other 
things, the cover arrangements for senior staff being better defined. 

• The arrangements for network staff to attend MDTMs should be systematically monitored with 
the aim of introducing a system whereby all patients discussed at MDTMs are assessed for 
their suitability for trial entry.   

• The network should consider creating a research governance template so that there is a clear 
framework for approving trials and reducing starting delays.  

• The annual review of the clinical lead should review performance.   

• The relationship with users needs to be improved so that a higher level of participation in the 
work of the network is achieved including the presentation of the annual report to the user 
partnership group thereby raising public awareness of the work of the network. 
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• The relationship with neighbouring research networks needs to be improved so that accruals 
can be more clearly identified to the relevant teams through better organized cross network 
referrals. 

 
Good Practice 

• The effective arrangements for achieving participation in breast and colorectal trials. 
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5 LOCALITY REPORTS 
 
5.1 Locality 1:  Hillingdon Hospital Trust 
 
5.1.1 Locality Summary 

 
Tabular Summary of Compliance for Hillingdon Hospital Trust 
 

% Compliance against Quality 
Measures Code Topic 

*1 1 & 2 
1D Colorectal Locality  2/3 67% 0/0 - 

2D-2 (Revised) Colorectal MDT 30/44 68% 7/10 70% 

 
 

5.1.2 Multidisciplinary Teams (MDTs)  
 

Locality – Hillingdon Hospital 1* 1 & 2 
Topic 2D-2 – Colorectal  MDT 30/44 68% 7/10 70% 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site (www.cquins.nhs.uk), WLCN Cancer Peer Review Report, page 67. 

Progress Since Last Visit 

In the last eighteen months the team had continued to develop its service:- 

• the diagnostic pathway had been further streamlined; 

• the arrangements for ensuring that all colorectal cancer cases were under the management of 
the designated team had been implemented and a network audit had confirmed that the level 
of out of hours operating was very low;  

• the trust had been designated as one of the two TEMS services for the network;  

• the volume of procedures performed by laparoscopic techniques had increased;   

• the diagnostic process had been streamlined and CTs were done within one week; some 
reductions in the length of waiting time for endoscopy had been achieved and two more lists 
were being staffed for the surgeons to use; however, there remained a significant problem of 
limited endoscopy capacity which delayed the diagnosis of cancer; 

• funding was now available to purchase an endo-rectal ultrasound machine; 

• an associate specialist and nurse now provided a better organised follow up / surveillance 
service with more continuity of support; 

• there was a support group for patients;  

• the team had adopted a number of changes suggested by the patient group; 

• the Mount Vernon scanner centre provided exceptional access to the most modern range of 
imaging services;  

• the Mount Vernon based oncologist member of the team held clinics at Hillingdon.   
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General Profile 

The team was well organised, had good leadership and provided a high standard of service.  The 
high quality of the team had been recognised by it receiving a number of awards from 
independent groups. 
 
The team received some 90 to 100 new cases per annum.  All three colorectal surgeons 
exceeded the minimum number of 20 procedures with curative intent per annum.   
 
The referral proforma for suspected cancer cases had been more appropriately used by GPs.  
The team had not yet set up a central point for receiving and reviewing all colorectal referrals. 
There was a system for clinically reviewing and prioritizing all colorectal referrals. 
 
The team had started to get referrals from the newly established screening centre at the St 
Mark’s. 
 
The team offered patients a choice of first clinic appointment, however for patients who could not 
be contacted by telephone a letter was sent with a single appointment date. 
 
The team had been operating a rapid access clinic since 1999 and was currently doing a 
retrospective review to assess this aspect of the service.  There was a system for ‘direct to test’ 
for selected patients.  
 
The histopathology input was well organised and provided results in a timely fashion.  Imaging 
was provided promptly and there was access to advanced imaging services at Mount Vernon. 
 
Access to endoscopy had improved to a limited extent but routine referrals still waited around 13 
weeks; the access limits defined in the global rating scale (GRS) system and the 18 week target 
were not met.  
 
There was a good system for recording the decisions made at each MDT meeting however the 
subsequent documentation for the case notes and to GPs was not being produced.    
 
There were no delays in surgery and there was rapid access to chemotherapy and radiotherapy. 
 
The team had introduced effective clinical guidelines to minimise out of hours emergency surgery 
and the evidence showed that just two operations had been carried out in the last year by non 
colorectal surgeons.  The operational policy was explicit about colorectal cancer cases being 
transferred to the team promptly and the team confirmed that previous problems in this regard 
had been resolved.  
 
There was good access to the stenting expertise at St Mark’s which was available day and night. 
 
The network configuration for the management of early rectal cancer was non compliant as all 
designated MDTs were undertaking some form of resection of early rectal cancer. 
 
Palliative care services were well developed and well coordinated with the services provided by 
the team. 
 
The oncology service had a high level of entry into trials at Mount Vernon. 
 
Concerns 

• There was a serious concern about limited endoscopy sessions available in the trust.  The 
majority of colorectal cancers were diagnosed outside the urgent two week referral system 
and a large proportion of these cases waited around 13 weeks for this diagnostic procedure. 
(Since the review the trust is now working to improve endoscopy wait times and increase 
capacity as part of the implementation process for the 18-week pathway.  The plan is to 
reduce waits for ALL diagnostic interventions to a maximum six week wait with an overall 
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aspiration to have actual waits of between two and four weeks.  As a short-term solution to 
managing the backlog, some non-cancer activity is being transferred to a private sector 
provider.  Network Service Improvement Facilitator working with the trust to resolve this 
issue). 

• The role of the diagnostic lead within the team needs to be more clearly defined so it is 
focused on monitoring the time taken to complete the diagnostic process from the different 
routes and identifying opportunities to speed up the process for patients referred outside the 
two week wait system.  

• The desire of this team, that its anal cancer patients continued to have access to the locally 
available specialist anal oncology service at Mount Vernon, needed to be resolved by the 
network revising its referral and treatment guidelines.  

• The range of early rectal cancer services provided by the team should be described in its 
operational policy. 

• The plans of the team to introduce the enhanced recovery programme should be clarified.  

• The individual patient decision sheets from the MDTM were not being put into the notes.  

• Patients were not being offered a copy of the letter to their GP.   

 
Further Consideration  

• The team should produce a leaflet naming the team members, their roles and contact details, 
how the key worker role works and details of local support groups. 

• The team should work out some clear succession plan given the impending retirement of both 
the CNS and stoma nurse. 

• The TEMS team should set up a network wide on-going audit to ensure that all suitable 
referrals are being made to the service.  

 
Good Practice  

• A well established patient group, with which the team has established an excellent 
relationship, has led to a number of improvements. 

• The follow up clinic staffed by an associate specialist and specialist nurse who provide 
continuity of care working to the national trial (FACS) protocol for follow up. 

• The locally produced patient information included an excellent leaflet describing post 
discharge care.  

• The case notes have a specific section for correspondence and MDT meetings. 

• The CNS and stoma nurse have been instrumental in setting up a university accredited level     
two course to increase the level of expertise in stoma care amongst general nurses. 

• A level three course has recently been established to train a larger number of nurses in 
advanced stoma care. 
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5.2 Locality 2: Ealing Hospital NHS Trust 
 

5.2.1 Locality Summary 
 
Tabular Summary of Compliance for Ealing Hospital NHS Trust 
 

% Compliance against Quality 
Measures Code Topic 

*1 1 & 2 

1D Colorectal Locality 0/3 0% 0/0 - 

2D-2 (Revised) Colorectal MDT 31/44 70% 8/9 89% 

 
 
5.2.2 Multidisciplinary Teams (MDTs) 

 
Locality – Ealing Hospital 1* 1 & 2 
Topic 2D-2  – Colorectal MDT  31/44 70% 8/9 89% 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site (www.cquins.nhs.uk), WLCN Cancer Peer Review Report, page 89.  

Progress Since Last Visit 

The core membership of the team had been strengthened since the review in 2006 through: 

• increased oncology input to the team and oncological clinics at Ealing; 

• the CNS workload had been eased by the appointment of a stoma nurse;  

• the appointment of an associate specialist in gastroenterology; 

• substantive histopathology appointments had been made; 

• more involvement from the Macmillan team; 

• stronger links to the palliative care team. 

 
There had also been improvements in the extended team: 

• with more involvement from the liver team. 

 
The facilities for the team had been improved: 

• new video conference facilities had been provided; 

• the hospital had PACS; 

• a red dot scheme used on the notes to identify target patients;  

• the CNS could book CTs and other tests without a second signature; 

• improved radiology capacity with on site MRI and better access to CT. 

 
General Profile 

There was good team working and good working relationships within the team.  The team had a 
strong focus on ensuring individual patient pathways were closely monitored.  Communication 
within the team was excellent. 
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The team had discussed some 80 new cases in the previous year of which 80 percent had 
surgery.  The two surgeons each carried out more than the minimum required number of 
procedures per annum. 
 
The GPs made extensive use of the urgent two week referral system and appropriate use was an 
issue.  The team was approaching this problem through education programmes and by speeding 
up the pathway for routine referrals.   
 
Referrals from elsewhere in the hospital were directed to the team in a well organised way and all 
patients entering through accident and emergency with colorectal symptoms had their notes 
reviewed and the appointment prioritised by a colorectal consultant.  
 
The imaging department provided an excellent, responsive service and had been helped by the 
introduction of PACS, the purchase of an MRI scanner and regular meetings to discuss patients.  
The imaging department generally provided a same day service for CT colonography for 
incomplete colonoscopies.  The histopathology service was providing reports promptly for early 
MDT discussion and two of the consultants had a particular interest in colorectal cancer. 
 
The major delay in diagnosis was in the endoscopy service.  The trust had investigated this 
problem in considerable detail and delays for routine colonoscopy had been reduced from 18 to 
twelve to 15 weeks.  The trust was planning to create a third procedure room. 
 
The MDT met weekly and was scheduled for one hour but often took longer, discussing on 
average ten patients per meeting.  There were concerns around the documentation supporting 
the MDT.  
 
There was no delay in patients receiving surgery and the referral arrangements for anal cancer 
cases to Charing Cross were well established and worked effectively.  Chemotherapy was 
generally commenced within three weeks.   
 
Due to the excellent tracking system for two week referrals the team had been successful in 
meeting the 31 and 62 day targets on a consistent basis. 
 
The network configuration for the management of early rectal cancer was non compliant as all 
designated MDTs were undertaking some form of resection of early rectal cancer. 
 
Concerns 

• There were significant problems with the colonoscopy services especially for referrals outside 
the two week wait system.  The initiatives to reduce endoscopy waiting times should be 
monitored by the trust to ensure that they are making the required significant reductions in 
waiting times for routine patients.  (Since the review the trust now monitors colonoscopy 
activity in the new ’18 weeks’ waiting time monitoring meeting held weekly.  Extra capacity 
has been arranged to provide additional lists as necessary, monitored at the 18 weeks 
meeting.  An endoscopy regeneration group has been set up to monitor and implement 
improvements).  

• There were serious concerns about the lack of proper documentation of MDT decisions: 

o informal hand written notes of the treatment decisions were kept by the coordinator 
but not circulated; a written record of each MDT meeting is required that details the 
consultant responsible for each patient, the results of investigations and the treatment 
plan;  

o a copy of the record sheet for each patient was not put into the notes but the copy is 
held by the nurse;  

o two thirds of patients were not offered a copy of their consultation record. 
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(Since the review it was reported that the failing at peer review is now monitored by the Ealing 
strategy meeting which has network and PCT representation.  A cancer database is being 
developed to facilitate MDTM recordings and documented notes for medical files). 
 
• There was a poor completion rate for colonoscopy.  

• DNA rates for endoscopy were high.  The trust had not carried out an audit to identify the 
extent of compliance with the global rating scale system, which includes patient experience 
and clinical quality.   

• Despite arrangements within the trust the practice of members of the family acting as 
interpreters was still occurring but should be avoided. 

• The trust only had three coordinators to cover all the teams, as a result the CNS 
inappropriately spent time tracking patients’ progress. 

• The team had not yet created a system whereby all colorectal referrals were clinically 
reviewed and prioritized. 

• The diagnostic lead role needed to be more clearly defined and include responsibility for 
monitoring that all diagnostic modalities were provided to allow treatment to commence with 
the minimum delay. 

• The range of early rectal cancer services provided by the team should be described in its 
operational policy. 

• The plans of the team to introduce the enhanced recovery programme should be clarified.  

 
Further Consideration  

• An MDT leaflet is needed that lists the team members and contact details as well as 
describing the key worker role and the contact details of local voluntary groups. 

• The trust’s review of the information provided to patients should be completed to meet the 
needs of the different ethnic groups which the hospital serves. 

• The CT capacity should be assessed given the reported increase in delays.  

• The team’s plans for further improvements should be supported: 

o better coordinated follow up and surveillance through nurse run clinics; 

o a review of the completion rates for colonoscopies. 

• The team should review their policy for providing information so that it is more clearly 
structured and the case notes record what has been provided at different stages of a patient’s 
pathway.  

 
Good Practice  

• The two colorectal surgeons made themselves available when not on call if emergency cases 
arose and provided advice on the appropriate management.  Colorectal emergency cases are 
transferred on the next working day to the colorectal MDT. 

• There is an excellent proforma for recording how the key worker role is carried out. 

• Information available in Braille. 

• A high level of recruitment into clinical trials. 
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5.3 Locality 3: West Middlesex University Hospital NHS Trust 
 

5.3.1 Locality Summary 
 
Tabular Summary of Compliance for West Middlesex University Hospital NHS Trust 
 

% Compliance against Quality 
Measures Code Topic 

*1 1 & 2 

1D Colorectal Locality 1/3 33% 0/0 - 

2D-2 (Revised) Colorectal MDT 30/44 68% 7/10 70% 

 
 
5.3.2 Multidisciplinary Teams (MDTs) 

 
Locality – West Middlesex Hospital 1* 1 & 2 
Topic 2D-2  – Colorectal MDT  30/44 68% 7/10 70% 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site (www.cquins.nhs.uk), WLCN Cancer Peer Review Report, page 222. 

Progress since Last Visit 

Since the review in March 2006 improvements had been introduced to address the various areas 
identified for further development: 

• training of ward nurses in the care of colorectal cancer had been introduced by the CNS; 

• bed pressures due to emergency cases had been reduced by:  

o an increase in the level of laparoscopic surgery; 

o the introduction of an enhanced recovery programme with nurse led discharge which 
had led to a significant reduction of length of stay from 16.5 to six days; 

• the limited space available for chemotherapy services was being resolved.  

 
The team had introduced an impressive range of other improvements: 
 
• an expanded local chemotherapy service for colorectal cancers; 

• a major reduction in access times to the endoscopy service, delays for routine cases reduced 
from 18 to six weeks; 

• an additional radiologist appointment; 

• improved data entry to the national database; 

• improved histopathology turnaround times; 

• a monthly meeting with PCTs, GPs and hospital clinicians. 

 
General Profile 

At the previous review it was noted that the team was well motivated and well led.  The review 
team was impressed by the team work, clinical leadership and strong focus on innovation and on 
analysing performance.  The CNS chaired the MDT and provided excellent coordination of patient 
pathways and was a key worker.  The team provided a high quality patient focused service 
including flexibility around the time allowed for patients being given their diagnosis, the well 
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developed key worker role, the reduction in follow up appointments after endoscopy and the 
introduction of the nurse led follow up clinics.  The team had taken a thorough approach to 
looking at the patient pathway and seeing how this could be speeded up resulting in significant 
improvements.  
 
The team had a strong commitment to data collection and audit to support the active review of 
their clinical practice and emphasised that further development of data collection was a priority.  
 
The team had discussed around 90 new cases in the previous year of which approximately 60 
had surgery.  
 
The three histopathologists formed a highly committed group and worked well together to keep 
the waiting times to a minimum. 
 
The team had produced an excellent range of local information and planned to re-establish the 
patient user group with agreement to ensure that its recommendations were actively reviewed.  
The service benefited from the Mulberry Centre providing patient information and support. 
 
The team had carried out an audit of the urgent referral system and identified that 14 percent 
were subsequently proven to have cancer.  Colorectal cancer cases were referred at the earliest 
opportunity to the team when they had been admitted under the care of other teams.  
 
The single point for all colorectal referrals had not yet been established.  There were three 
separate reception points for referrals (surgical, gastroenterological and two week waits).  
Accident and emergency referrals were only directly referred to out-patients if cancer was 
suspected but other types of cases had to be referred back to their GP to re-refer to the hospital.   
 
Imaging provided a highly responsive service including same day CT for failed colonoscopies.  
The endoscopy service had achieved major improvements in waiting times and met the global 
rating score standard.   
 
The role of the diagnostic lead had been well defined and the consultant had a clear view of how 
to further improve the time taken to complete the tests so patients could be more quickly 
considered by the MDT. 
 
The trust had electronic ordering for diagnostic tests which should allow further streamlining and 
reduction in the time to diagnosis.      
 
The recording of MDT discussions was of a high standard and the documentation in case notes 
was good. 
 
There was a well established referral route for cases with liver secondaries to the Hammersmith 
trust.  The local team had ceased to carry out anal surgery in line with the requirements of the 
IOG but the designated anal team of the network had only recently been established.  Early rectal 
cancer referral arrangements were less clear and the NSSG guidelines did not state to whom they 
should be referred and only mentioned the TEMS element. 
 
Palliative care was well organised, however there were delays in achieving transfers into hospice 
beds for Hounslow patients.  There were effective referral arrangements from the team to the 
palliative care service.  
 
There was no delay in patients having their surgery for colorectal cancer however, sustaining this 
had led to increasing waits for routine surgery.  An increasing proportion of patients were able to 
have their chemotherapy locally although a significant proportion were entered into trials and had 
their treatment at the Hammersmith trust.  The waiting time for radiotherapy had been reduced to 
four weeks.   
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Concerns 

• The team dealt with a workload which included a high incidence of metastatic cancer.  This 
needs to be discussed with the PCTs and the network to identify ways of reducing late 
presentation. 

• The trust has one whole time and one part time coordinator for all its MDTs. This is 
inadequate and leads to a diversion of CNS time from clinical work.  Increased coordinator 
support would allow the team to improve its data collection. 

• The range of early rectal cancer services provided by the team should be described in its 
operational policy 

• The clinical lead did not have any allocated time for the substantial input required by this role. 

• The team acknowledged a heavy reliance on relatives to act as interpreters and recognise the 
risks in this policy.  The trust should ensure that interpreter services are used more 
extensively.  

• The shortage of hospice beds, particularly for Hounslow patients. 

 
Further Consideration  

• The CNS carried an unusually large clinical and administrative workload.  The team should 
have more MDT coordinator time.   

• Both surgeons have a heavy workload and the achievement of the 18 week target is likely to 
require the appointment of a third colorectal surgeon.   

• The limitations in endoscopy, imaging services and out-patients may well impede the 
achievement of the 18 week target. 

• The trust should consider increasing the availability of CT. 

• The results of the patient survey should be discussed with the new patient user group and the 
trust cancer team should consider the recommendations from the patient group. 

• The secretarial time needed to check and correct the drafts produced by the outsourced 
dictation service should be reviewed. 

 
Good Practice  

• All those with colonic polyps and colon masses were discussed at the MDTM as well as all 
cancer patients.  This minimises the risk of missing colorectal cancers. 

• A well developed system for allocating a key worker that included stoma nurses, palliative 
care, chemotherapy nurses and the CNS. 

• The range of initiatives taken to reduce the waiting times for endoscopy and radiology. 

• The creation of nurse led follow up clinics had increased the capacity for new patients. 

• The introduction of an enhanced recovery programme. 
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5.4 Locality 4: Chelsea and Westminster Healthcare NHS Trust 
 

5.4.1 Locality Summary 
 
Tabular Summary of Compliance for Chelsea and Westminster Healthcare NHS Trust 
 

% Compliance against Quality 
Measures Code Topic 

*1 1 & 2 

1D Colorectal Locality 3/3 100% 0/0 - 

2D-2 (Revised) Colorectal MDT 28/44 64% 8/10 80% 

 
 
5.4.2 Multidisciplinary Teams (MDTs) 

 
Locality – Chelsea and Westminster Hospital 1* 1 & 2 
Topic 2D-2  – Colorectal MDT  28/44 64% 8/10 80% 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site (www.cquins.nhs.uk), WLCN Cancer Peer Review Report, page 109.  

Progress Since Last Visit  

The team had introduced a number of improvements since the 2006 review: 

• a lead gastroenterologist had been identified; 

• a second CNS in GI cancer had been appointed to work part time with the colorectal cancer 
MDT; 

• histopathology support had increased;  

• the availability of endoscopy procedures had been improved with urgent referrals being done 
in two weeks and routines in eight to ten weeks; 

• the trust was working towards integrating this colorectal MDT with that at the Royal Marsden. 

 
General Profile 

The clinical lead had promoted the collection of clinical performance information that the team 
used to review its outcomes.  The membership of the team had been strengthened and its 
pathways of care had been speeded up.  During the review discussion it was clear that the team 
were unclear about the impact of a proposed merger with the Royal Marsden team. 
 
The team had a workload of some 90 to 100 new cases per annum.  The number of surgical 
procedures had been around 60 to 65 per annum for several years.  One surgeon carried out over 
half this workload and the distribution of the rest of the surgical work was unclear and it was not 
demonstrated that the other two surgeons met the minimum of 20 procedures each per annum 
and no figures were provided for one of the three who had been in post since November 2006.  
  
The two networks, WLCN and SWLCN, as well as the Chelsea and Westminster and Royal 
Marsden trusts, had agreed that the colorectal team should be merged with that at the Royal 
Marsden.  This integration had not occurred at the time of the visit but was due to happen in the 
subsequent few weeks.  There was already some cross membership of the two teams.  The joint 
team was to be hosted by the Royal Marsden.  The team anticipated that the current range and 
volume of surgery would continue to be performed at Chelsea and Westminster site however, this 
was not the plan presented to the review team at the Royal Marsden. 
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The workload was strongly influenced by the presence of the large regional HIV service.  This had 
a separate MDT with cross membership with the colorectal team through the CNS, medical 
oncologist and palliative care representatives. 
 
Both two week and routine referrals were received in one office in the trust.  There were some six 
to eight urgent referrals per week.  The tracking arrangements for the urgent and two week wait 
referrals were well organised.   
 
Patients who had out of hours emergency surgery performed by other teams were not always 
transferred to the colorectal team on the following working day.  However the number of such 
operations had reduced in recent years and more of these cases were being handed over at the 
earliest opportunity to the colorectal team. 
 
The team had carried out process mapping and identified the points at which delays occurred in 
the system.  The endoscopy capacity had been increased to address the main bottleneck in the 
process.  The service was JAG accredited and had a plan to reach the global rating score 
requirement of routine investigations within six weeks. 
 
There was a well developed straight to test system for appropriate patients and the capacity for 
this was being increased after a pilot study. 
 
The CNS had a central role in coordinating the delivery of the diagnostic service. The 
histopathologist based at Hammersmith hospitals provided a quick turnaround and reporting 
system.  The imaging service had excellent capacity and provided a very prompt service with few 
delays, there was also a plan for the hospital to have a second CT scanner. 
 
The MDT met weekly for approximately one hour discussing eight to 15 cases of which two to 
three were new cases.  The team had well organised systems for recording the discussions and 
treatment plans made at the MDTM. 
 
The attendance at the MDTM was generally good with the exception of the histopathologist. 
 
The CNS had a central role in coordinating the care of patients and her absence on maternity 
leave had led to problems; as a result the trust had appointed a second, part time CNS.  
 
The team had two stoma nurses, although they were not core members and did not attend the 
review.  There were good relationships between them and the CNSs. 
 
The team had a well developed audit system for reviewing surgical performance.  The team had 
an anal cancer practice associated with the HIV service.  
 
The arrangement for liver metastases was based on an established referral arrangement with the 
liver surgeon based at the Royal Marsden. 
 
The excision of early rectal cancers was carried out at Chelsea and Westminster.  There was a 
well developed chemotherapy service on the Chelsea site of the Royal Marsden hospital dealing 
with colorectal cases.  Patients requiring radiotherapy had traditionally been referred to Charing 
Cross hospital; however, this had changed some months prior to the visit with the Royal Marsden 
now providing this service.  The clinical oncology service was provided by the Royal Marsden. 
 
The well organised palliative care service worked closely with the colorectal team and there was 
good access to translation services. 
 
The patient information pack was incomplete.  The local team confirmed that they provided a 
starter pack to patients and supplemented this with some Royal Marsden information as well as 
national material. 
 
The network configuration for the management of early rectal cancer was non compliant as all 
designated MDTs were undertaking some form of resection of early rectal cancer. 
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Concerns 

• There were some problems with the way the current team was organised:- 

o although the attendance from the lead histopathologist had increased it was still less 
than 50% and taking account of the attendance by the cover member it was still only 
just over 50%; 

o the trust should ensure that the designated lead for the diagnostic service is provided 
with sufficient information to allow them to monitor the time to diagnosis for patients 
referred by different routes;  

o one of the three named core surgeons, a locum, undertook less than 20 resections 
with curative intent since appointment in November 2006; the trust should ensure that 
the overall surgical workload figures are provided to the NSSG so that this can be 
assessed against the specific requirements of the measure the wording of which is 
under review;   

o the transfer to the colorectal team of emergencies admitted under other teams should 
be audited to ensure it happens without delay;  

o the team have not attended the TME training course and no date has been booked; 

o the plans of the team to introduce the enhanced recovery programme should be 
clarified;  

o the extent to which the team provides early rectal cancer services should be clarified 
in the operational policy. 

• The two networks need to consider how to make use of the surgical expertise for treating anal 
cancer at the Chelsea and Westminster hospital resulting from its large specialist role as part 
of the trust’s HIV service.  (The lead surgeon already performs a number of anal surgery 
procedures on non HIV patients).  

• The two networks with the two trusts should review whether it is appropriate for this service to 
be a joint team with the Royal Marsden given that: 

o a significant proportion of the proposed surgical workload will be discussed and 
performed at St Mary’s with oncology provided by the Hammersmith; 

o the majority of the other surgical cases will be operated on at Chelsea & Westminster 
which has an established MDT that is compliant with the IOG; 

o the contribution by the Royal Marsden to the proposed joint team will be on a similar 
basis to that currently provided to Epsom / St Helier, Mayday, St George’s and soon 
Kingston MDTs; the Royal Marsden provides oncology input to these trusts but the 
patients initially present at these trusts and the surgical component of their treatment 
is delivered at these trusts; these MDTs are the responsibility of their host trusts 
rather than being regarded as Royal Marsden teams.   

(Since the review the team reports that it will work with the trust board and the SWLCN to 
establish the need for a joint MDT and will then work towards ensuring IOG compliance as a joint 
team if appropriate.  A plan has now been submitted and is due to be signed off by 9th May). 
 
• The number of surgical colorectal cancer procedures likely to be performed in the future by 

the surgeons at these three trusts (St Mary’s, Royal Marsden and Chelsea and Westminster) 
should be clarified so the plans for consultant expansion at the Royal Marsden can be based 
on an accurate estimate of the future workload.  

• There were a number of operational issues that needed to be resolved should it be decided to 
proceed to create a joint team with the Royal Marsden:  

o the proposed joint team needs to produce an operational policy that describes how 
the patient pathways will work for patients being referred into the Royal Marsden as 
well as Chelsea and Westminster; 
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o the policy should clarify the diagnostic services held on each site and consideration 
should be given to the histopathology service being provided by one trust instead of 
being split between the Royal Marsden and Hammersmith hospitals;  

o it should provide a projection of the expected number of surgical procedures for each 
core surgeon in the team clarifying the hospital where the surgery is expected to be 
performed; 

o the volume of the surgical work to be carried out at each site should be clarified; 

o the arrangements for patients from the two hospitals to be placed on a single MDT list 
with standardised documentation so it is clear this is an integrated service; 

o the planned joint MDT between the Chelsea and Westminster and Royal Marsden will 
involve video links between four sites: Sutton and Chelsea branches of the Royal 
Marsden, the histopathology department at Hammersmith hospitals as well as the 
Chelsea and Westminster site; the quality of these links needs to be tested to ensure 
effective clinical discussions can be carried out.   

The conclusion was that the new joint team should be reviewed in the autumn of 2008 after it has 
been functioning for some months. 

 
           Further Consideration  

• The results of the annual audit programme should identify the extent to which different referral 
routes are being used and discussion should take place with local PCTs about how late 
presentation of colorectal cancers can be reduced. 

• The trust should establish a single point to which all patients with colorectal symptoms are 
referred and prioritised on clinical criteria to ensure that priority relates to the clinical 
symptoms and not the referral route.  This should include colorectal and gastroenterological 
colonic referrals. 

• The team need to reduce the delay for routine colonoscopies to the target they have set of no 
more than four weeks. 

• The patient survey had highlighted that few patients knew about the existence of the 
information centre.  The team had recognised the need to raise its profile and extra staffing 
would improve the availability of this service.  

• There is no patient support group and the team should consider how to strengthen the way in 
which it receives feedback from patients. 

 
Good Practice  

• The endoscopy service has an on going audit of completion and complication rates. 

• The team held regular audits, supported by good data information and actively acted on the 
findings.  

• Consultants undertake 85 percent of the colonoscopy lists. 
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5.5 Locality 5: St Mary’s NHS Trust 
 

5.5.1 Locality Summary 
 
Tabular Summary of Compliance for St Mary’s NHS Trust 
 

% Compliance against Quality 
Measures Code Topic 

*1 1 & 2 

1D Colorectal Locality 1/3 33% 0/0 - 

2D-2 (Revised) Colorectal MDT 28/44 64% 9/10 90% 

 
 
5.5.2 Multidisciplinary Teams (MDTs) 

 
Locality – St Mary’s Hospital 1* 1 & 2 
Topic 2D-2  – Colorectal MDT  28/44 64% 9/10 90% 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site (www.cquins.nhs.uk), WLCN Cancer Peer Review Report, page 143. 

Progress Since Last Visit 

Developments since the review in 2006 included: 

• a reduction of routine colonoscopy waits to six weeks with urgents waiting less than two 
weeks; 

• investment in more MRI capacity and an upgraded CT scanner; 

• a direct access flexible sigmoidoscopy service was being trialled and audited; 

• improved patient information had been developed in conjunction with the patient focus group; 

• establishment of a new colorectal database with 100 percent compliance. 

 
General Profile 

This was a well resourced team.  It was cohesive and worked in a well coordinated way with a 
strong focus on meeting individual patient needs.  The CNS role was well developed and included 
tracking the patients’ pathway.  The team discussed some 110 cases per annum.  The four 
surgeons had performed 77 operations with curative intent last year which was at the margin of 20 
procedures per surgeon per year.   
 
They had a robust system for dealing with referrals although it was not totally compliant with the 
model outlined in the IOG as there was more than one point at which referrals were received.  
However, all non two week wait referrals were processed through the office of the colorectal 
nursing team and were appropriately prioritised.  There were still direct referrals to one particular 
consultant and the central coordinating point did not deal with referrals to gastroenterologists.  
The team was planning to introduce direct access to a largely nurse led flexi sigmoidoscopy 
service to increase capacity and further reduce delays. 
 
Since the previous visit there had been a marked reduction in waiting times for colonoscopy with 
routines down from 18 weeks to six weeks or less and urgents in under two weeks.  The 
colonoscopy completion rate was 92 percent and CT colonography was immediately available for 
failed examinations.  Up to 500 CT colonographs were being done per year and it had now 
replaced barium enema as the radiological diagnostic modality.  
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The network’s arrangements for the referral for liver resections were well established using the 
network’s designated hepatobiliary team based within the Hammersmith hospitals trust.   
 
The majority of the emergency work was done by the colorectal team as the colorectal surgeons 
covered over half of the on call rota.  In the event of an emergency being operated on by a non 
colorectal surgeon the care of the patient was handed over to the colorectal MDT at the beginning 
of the following working day. 
 
The interventional radiologists provided a 24 hour colonic stenting service.  Histopathology 
delivered a timely service. 
 
There was a well established and resourced nursing team with a nurse consultant, nurse 
specialist and nurse practitioner as well as two stoma nurses.  The nurses had well defined, broad 
roles and were well supported by administrative staff.  The entire pathway data was kept in the 
nursing office and every patient in the system was monitored by the colorectal nursing team.  The 
MDT coordinator worked closely with the colorectal nursing office.  The nurses were able to be 
present when all the patients were given their diagnosis and provided continuity of care 
throughout the patient pathway.  They fulfilled the key worker role in a full and effective way.  
 
The user group was established in 2001 through the nurses group and had made regular 
contributions to service development.  The process mapping work presented for review was 
based more on the subjective assessment by the users of the service than on specific audits. 
 
Inappropriate referrals were vetted by the CNSs and GPs were contacted.  This had led to the 
trust running a GP education day and further discussion with the PCTs was ongoing to support 
selected practices.  
 
The network configuration for the management of early rectal cancer was non compliant as all 
designated MDTs were undertaking some form of resection of early rectal cancer, but TEMS was 
centred at St Mary’s and Hillingdon Hospitals.  The team was able to offer endo-rectal ultrasound 
and MRI to support the TEMS service. 
 
The review team was not provided with the full range of information offered to the patient.  The 
team was inventive in using a conference call facility to allow immediate telephone translation for 
patients. 
 
The team had recently subscribed to the national bowel cancer programme (NBOCAP) and no 
longer provided information to the Thames Cancer Registry.  The team was also developing data 
capture software (FORMIC) for the effective functioning of the MDT. 
 

Concerns   

• The network arrangements for the anal MDT are not compliant with the IOG. 

Some members of the team were also members of the recently established network anal cancer 
MDT.  This network configuration of a separate MDT meeting only meeting on a monthly basis 
resulted in some patients’ management being initiated prior to discussion by the anal team.   
 
(Since the review St Mary’s and the Hammersmith hospitals have merged to become Imperial 
College Healthcare NHS Trust which now hosts the West London Anal Cancer MDT and this trust 
hosts a radiotherapy unit.  It is chaired by the colorectal lead for the St Mary’s colorectal MDT but 
otherwise the core membership is as that stated in the Anal MDT operational policy.  Since the 
start of this year it has been meeting fortnightly on Friday mornings and links with the other 
hospitals in the west London network via the videoconferencing technology.  This ensures that 
patients’ management isn’t now initiated prior to discussion at the anal MDTM.  Recently, the role 
of coordinating the meeting for the network has become the responsibility of one person.) 
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• The total number of operations per surgeon reported for the previous two years was on the 
margin of meeting the minimum requirement of 20 per annum.  However the number 
performed by these surgeons at other hospitals was not included.  The trust with the network 
should collect the full surgical workload information, including any private patients discussed 
at the MDTM. 

• The operational policy of the team should be amended so it describes the range of early 
rectal cancer services which it provides. 

• The team should develop a clear plan for introducing the enhanced recovery programme.  

 
Further Consideration  

• To undertake a formal process mapping exercise and produce before and after data. 

 
Good Practice  

• CNS calls new patients first if they are going direct to test and may have to take bowel 
preparation. 

• The on-going monitoring of the patients currently on active treatment on the system.  

• The well established and influential user group. 

• The checklist highlights if translators need to be arranged at the first visit. 

• Patients are given a copy of their endoscopy report which is explained to the patient in clinic. 
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5.6 Locality 6:  The Hammersmith Hospitals NHS Trust 
 
5.6.1 Locality Summary 

 
Tabular Summary of Compliance for The Hammersmith Hospitals NHS Trust 

% Compliance against Quality 
Measures Code Topic 

*1 1 & 2 

1D Colorectal Locality 1/3 33% 0/0 - 

2D-2 (Revised) Colorectal MDT 26/44 59% 6/10 60% 

2D-3 Stand alone Liver MDT 22/26 85% 3/3 100% 

1D Head and Neck Locality 7/10 70% 0/1 0% 

2I-1 UAT MDT 31/39 79% 14/20 70% 

2I-2 Thyroid MDT 22/33 67% 5/16 31% 

 
 
5.6.2 Multidisciplinary Teams (MDTs) 

 
Locality – The Hammersmith Hospitals 1* 1 & 2 
Topic 2D-2  – Colorectal MDT  26/44 59% 6/10 60% 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site (www.cquins.nhs.uk), WLCN Cancer Peer Review Report, page 167. 

Progress since Last Visit 

      Since the last peer review visit:- 

• the anal and liver services had been designated as network services; 

• a system for the central prioritisation of referrals had been established; 

• a review of patient information had been completed; 

• the access to endoscopy services had been significantly improved with much shorter delays 
for routine referrals. 

 
General Profile 

This was a complete, well organised and well led team.  As a result of an increasing number of 
referrals and the likely increase resulting from screening, the team was looking to expand by the 
appointment of additional colorectal surgeons.  The immediate future of the team will be 
dominated by the merger of the trust with St Mary’s Hospital NHS Trust.  
 
The network arrangements for anal cancer had not been finalised and were non-compliant.  Early 
rectal cancers were managed in the trust by trans-anal resection however the network’s 
configuration was non-compliant.  Patients requiring hepatic metastatectomy were well managed 
by the liver resection team within the trust.  
 
The team had addressed a number of problems within the diagnostic pathway using service 
improvement techniques.  The waiting times for endoscopy had been dramatically reduced and 
now all urgent referrals had a colonoscopy within two weeks and all routine referrals within four 
weeks.  There was no direct GP referral to endoscopy.   
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There were two separate points for referral into the trust: one for two week wait and other referrals 
with colorectal symptoms but a separate point for gastroenterological colonic referrals.  The 
referrals were reviewed and triaged twice a week by the lead colorectal surgeon.  The pooling of 
out-patient appointments had not been extended to all the surgeons.  
  
Many patients who were found to have a suspicious lesion at colonoscopy had an immediate CT 
scan.  This system, although commendably efficient, had the potential to leave some patients 
without enough time to understand the implications of the possible diagnosis particularly as the 
explanation and consent for the next procedure could be hampered by residual sedation.  Where 
a cancer was suspected the CNS saw the patient in endoscopy or the out-patient clinic and 
provided support and information from that point and took on the key worker role.    
     
The MDT coordinator compiled the list of patients for discussion from information provided by the 
CNSs, the consultants and occasionally radiologists and checked the comprehensive pathology 
list of new cancers to ensure none were missed.  The individual proformas were updated 
whenever the patient was discussed at an MDTM.  It was the team’s practice that the 
documentation from earlier MDT discussions was removed when patients were re-discussed.  
This meant that the notes did not have the sequence of information that could be needed to 
understand the way the treatment plan had changed and could also have legal implications.    
  
Investigation and treatment were carried out on both the Hammersmith and Charing Cross 
hospital sites, each of which had its own set of notes for each patient.  The review team’s study of 
the notes indicated that many letters and much documentation was not present and the clinicians 
admitted that the notes were not always present when the patients were seen.  This suggested 
that the documentation was not robust and major decisions could be made without all necessary 
information to hand.  The team indicated that the information was available electronically though 
there was no formal EPR.  The team acknowledged that communication was an issue and they 
were planning attendance on a network advanced communication skills course.  
 
A process mapping exercise had been undertaken although the result was more of a pathway, 
nevertheless they had previously identified blockages in the system which had been rectified and 
the team considered their pathway was now as efficient as possible. 
 
Concerns 

• Two surgeons were doing less than the required number of procedures with a curative intent 
per year.  The trust should review the number of core surgeons and whether each surgeon’s 
workload is fully recorded.  Cases from all sites should be counted including private patients if 
these are discussed at the MDTM.  The number of procedures defined as having curative 
intent should be assessed within the overall colorectal surgical workload of each surgeon.  

• The North West London Hospitals trust had been designated by the network as the host trust 
for the anal MDT.  This needs to be changed to the Hammersmith Hospitals trust as it has the 
radiotherapy service which is the requirement for anal teams as radiotherapy is the main 
treatment modality.  (This should not lead to the involvement of the St Mark’s surgical team 
being reduced). 

• The incompleteness of clinical notes is a significant clinical risk and an audit should be carried 
out by the trust.  Separate sets of patient notes for each site contributed to this problem. 
Removal of original documents from the notes (MDT proforma) should be reviewed as part of 
this audit. 

 
Further Consideration  

• The team should audit the patient’s perspective on the benefit of an exceptionally rapid 
diagnostic pathway.  

• Formal arrangements of prioritizing all referral letters and extending the pooling of clinic 
appointments and booking for diagnostic services should be considered. 
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• Straight to test referrals.  

 
Good Practice  

• 24 hour availability of colonic stenting.  

• Very short endoscopy waiting times.  

• Very short radiological waiting times.  

 

Locality – The Hammersmith Hospitals 1* 1 & 2 
Topic 2D-3  – Liver MDT  22/26 85% 3/3 100% 

 
Progress in Recent Years 

Recent progress of the team included:  

• the attendance of a liver surgeon at each of the network colorectal MDTMs had ensured there 
was a reliable basis for all suitable patients being referred to the liver MDT; 

• referrals had increased three fold from within and outside the network with a corresponding 
increase in the volume of liver surgery performed; 

• the team had enlarged to four surgeons in the last year; 

• the team had been innovative in introducing a wide range of modalities of treatment such as 
bilobar resections, repeat resections, portal vein embolisation and staged resections; 

• the good track record of research and surgical innovation; 

• there was good recruitment into national trials and studies. 

 
General Profile 

The team had good leadership and team members were clearly committed to the further 
development of the service.   
 
The catchment population had been increased to two million with referrals from outside the 
network.  Some 60 percent of referrals were now from WLCN and the remainder from other 
networks.   
 
Referrals were through a structured proforma used by the local colorectal teams and from the liver 
surgeons attending such meetings.  All referrals came through the MDT coordinator and were 
placed on the list in consultation with the CNS.  All referrals were re-discussed at the liver MDTM 
prior to further treatment, from where they were referred to either the oncologist or for surgery.  
 
Although oncology for NWLHs and Hillingdon was provided both by Mount Vernon and 
Hammersmith the team was confident that all the surgery was being brought to the liver MDT.  
 
There were two CNSs, one for the surgical pathway and one for oncology and either one 
contacted the patient once the MDTM discussion had occurred and offered a date for a clinic 
appointment.  One of the CNSs was a Macmillan nurse with palliative care, accessed through the 
extended membership.  
 
The surgeons brought imaging material from the referring hospitals to the central MDTM. 
Additional or repeat imaging results were organised without delay and then the patient was re-
discussed at the MDTM.  The service benefited from four interventional radiologists with a 
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particular interest in liver cases.  Histology was viewed at a further MDTM post operatively and 
further treatment decisions were then made with regard to chemotherapy.     
 
The MDTM ran as a weekly meeting separate from the local colorectal meeting.  The team had 
discussed some 400 liver patients in the previous year of whom 100 had surgery for metastatic 
disease.    
 
The team indicated that they sent copies of communication to all patients although the review 
team did not always find this in the sample of notes reviewed.  Patients’ literature included a brief 
MDT leaflet detailing the team and contact points as well as a separate leaflet for those patients 
requiring surgery.    
 
Patients from outside the trust were referred back to their referring trust for chemotherapy, if 
services were provided on site.  The service was reported to have sufficient capacity to deal with 
this volume of referrals, with no reported delays. 
 
Concerns 

• Out-patient communication or copies of communication is not always present in the patients’ 
notes.  One of the outcomes from the recent patient survey highlighted that patients would 
have liked to have had a copy of their discussions with clinicians and this point had not yet 
been actioned. 

 
Further Consideration  

• The outcome from the MDTM is written and then typed on to an electronic proforma and   
accessed through a shared drive.  Development of electronic patients’ data systems will help 
in reducing this extra workload for the MDT coordinator. 

 
Good Practice  

• Surgical attendance at colorectal MDTMs as an out-reach service to the MDTs within the 
network. 

• Regular communication of the CNSs with those in the referring trusts both within and without 
the network.  This was achieved mainly through telephone communication. 

 

Locality – The Hammersmith Hospitals 1* 1 & 2 
Topic 2I-1  – UAT MDT  31/39 79% 14/20 70% 

 
Progress in Recent Years 

Recent progress of the team included: 

• the pathology and radiology diagnostic services had been streamlined to provide faster 
diagnosis; 

• there had been increasing sub-specialisation in histopathology and radiation oncology; 

• there were increasing links with the Royal Marsden which should help increase the research 
profile of the team; 

• the particular delays identified in the referral of Ealing patients had been resolved following an 
audit of referral times. 
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General Profile  

The team was well established having had MDT meetings for some years and with surgery having 
been centralised several years ago at the Charing Cross hospital site.  This large team had 
benefited from excellent leadership over several years.  It had a well established reputation for 
post surgical restoration of the voice.  There was on-site access for neurosurgery and skull base 
surgery.  There was a strong plastic surgery department at Charing Cross sub-specialising in 
head and neck reconstruction.  
 
Some referrals from the network went to the Mount Vernon network.  There were a substantial 
number of referrals from other networks to the Charing Cross based team, amounting to 
approximately one third of the patients treated by the team.  
 
Unlike many tumour services few referrals were received via the two week referral proformas for 
suspected cancer.  Head and neck services were recognised as unusual with patients coming via 
many referral routes which created particular problems in identifying cases promptly and referring 
them to the MDT. 
 
Most of the referring trusts did not have a co-ordinated process overseen by a designated lead for 
head and neck cancer.  The team had little information about the differing time taken for patients 
to be diagnosed. 
 
The MDT meetings were well attended with average turn-out of around 80 percent or better.  
There was surgical input from ENT and plastic surgery but no maxillo-facial surgeon.  There was 
support from a full range of non medical health professionals and a comprehensive extended 
network.  The team had a large workload with some 300 new patients per annum discussed at the 
MDTM of whom 170 were treated for primary cancers and 200 for recurrences. 
 
There were no waiting times for the majority of investigations at the centre but the varied 
processes at the peripheral units could result in delays.  Diagnostic imaging and histopathology 
waiting times at feeder hospitals were not available.  Patients were diagnosed and treated within 
the 31 and 62 day targets. 
 
Concerns 

• The creation of a designated clinical lead at each referring hospital has not been established 
in the network.  These roles need to be created so that the diagnostic processes can be 
organised on a more consistent basis and can be monitored so that the NSSG can review the 
patterns of clinical practice. 

• There needs to be a timetabled plan for the establishment of local rehabilitation support 
teams so that the rehabilitation and follow up care can then be provided more locally.  

• There is no consultant maxillo-facial surgeon in the core team.  The current team does 
however cover the resection of intra-oral malignancy.  The links and cross referral 
arrangements with the maxillo-facial surgical team at Northwick Park should be strengthened.   

• The lack of dental input to the team is of concern.  (It was understood that a post was being 
advertised to provide dental support). 

• There is no palliative care team input.  The CNS provides this link at present and there are 
plans to have a specialist nurse in post by the end of the year.  

 
Further Consideration 

• The team acknowledge that there is a need to increase the surgical workforce for primary 
resection.  

• Many of the surgeons and oncologists work on multiple sites which makes co-ordinating the 
delivery of care more difficult.  Consideration should be given to creating a pattern with 
surgeons working on fewer sites. 
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• The MDT proforma should carry more information in accordance with the proformas used in 
other trusts.  

 
Good Practice 

• The radiotherapy information evenings are a useful way of improving the appropriate use of 
the team’s specialist service. 

• Throughout the period of radiotherapy treatment there are specific clinics to support patients. 

• The creation of an in-house patient information booklet was excellent as it distilled a large 
amount of technical information into a manageable form for patients. 

 

Locality – The Hammersmith Hospitals 1* 1 & 2 
Topic 2I-2  – Thyroid MDT  22/33 67% 5/16 31% 

 
Progress in Recent Years 

Recent progress of the team included: 
 
• referrals of thyroid cancer patients to these clinics;  

• major progress had been made in merging the services of St Mary’s and Hammersmith; 

• a CNS had recently been appointed and had well established links with oncology at the Royal 
Marsden. 

 
General Profile 

The network had decided to set up a thyroid MDT rather than combining this role with that of the 
UAT team.  The network had a population of some 1.8 million.  The network had collected 
information that showed that about 40 new cases of thyroid cancer occurred per annum, with the 
majority (more than 90 percent) being referred from within the network. 
 
Historically the thyroid work within the network had been widely dispersed.  The thyroid NSSG led 
by the clinicians from the Hammersmith trust had adopted a careful approach to creating the new 
service pattern required by the IOG seeking to get the support of all the trusts in the network.  The 
creation of this thyroid MDT had required a high level of commitment from the clinical lead as well 
as support from other clinicians.  
 
The change, so that thyroid cancer cases were managed by fewer clinicians than had been the 
agreed policy, had started to be introduced but had not been completed:-  
 
• considerable progress had been made in Hammersmith and St. Mary’s hospitals to create 

new, dedicated thyroid clinics but most other trusts had not yet set up such specialist clinics; 

• the number of referrals to the MDT was progressively increasing however not all suitable 
patients were being referred to the MDT; 

• the restriction whereby surgery was only performed by consultants who were members of the 
MDT had not yet been achieved; 

• at the end of the first phase of integration there will be one team working at two locations, the 
Hammersmith hospital and St. Mary’s; with the merger of these two trusts there will be a 
second stage of centralisation with all curative thyroid surgery in one location.   
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The MDT had been meeting since June 2007.  The weekly MDT discussed about ten cases.  
Most patients were discussed a number of times.  MDT coordinators were employed at both the 
Hammersmith and St Mary’s.  The MDT had become well established but it was not yet 
consistently used throughout the network.  The MDT had created good documentation systems to 
organise its discussions and decisions including an MDT sheet for each patient and results were 
communicated to the GPs in writing. 
 
The team’s membership had been agreed on an highly inclusive basis and was therefore large 
given the relatively small caseload.  It had reduced to an extent but there were still a substantial 
number of clinicians listed as members who did not attend the meetings.  It was anticipated the 
membership would be further reduced.  The MDTM was held via a video-link and was to extend to 
all trusts in the network by the end of 2007. 
 
The team indicated that up to 15 surgeons had been carrying out thyroid cancer surgery in the 
network, with the total number of procedures for malignancy being estimated at 40 per annum.  It 
had been agreed to reduce the number of designated surgeons to six who performed surgery on 
all lesions which were either highly suspicious (THY4) or demonstrated to be malignant (THY5).  
Other lesions such as THY3 lesions were operated on by local surgeons with a demonstrated 
track record in thyroid surgery.  The assumption was that over the next year the number of 
designated surgeons would reduce to three or four individuals. 
 
Other functions such as a network-wide thyroid cancer database and centralised follow-up had 
not yet been established on a consistent basis. 
 
Concerns 

• There was a serious concern that patients were being managed outside the remit of the MDT. 
The extent to which patients were treated without prior MDT discussion was unclear.  The 
NSSG needs to organise an audit to identify how many thyroid cancer patients had been 
identified in all hospitals in the network in the last year.  (All patients from Imperial sites are 
referred to the MDT; therefore this should be escalated to the NSSG.  Videoconferencing will 
facilitate other trusts taking part in the MDTM.  The thyroid sub group is carrying out an audit 
of thyroid cases led by pathology.  The group is also auditing cases seen at the MDTM). 

• The team with leadership from the network should ensure that the number of surgeons 
carrying out thyroid cancer procedures is reduced in line with the agreed minimum workload 
figure per consultant per annum.   

• The network’s service was not yet fully integrated.  The Hammersmith hospital and St. Mary’s 
had formed a stable and reliable partnership regarding all aspects of care provision.  However 
there were a number of trusts which had only engaged with the network group’s decisions to 
a limited extent and did not send a representative to the MDTMs.  

• The provision of neck lump clinics or specialised thyroid clinics has not been achieved 
throughout the network and the team should work with the NSSG and the network to identify 
how the gaps in provision can be remedied through some prioritized list of the required 
developments. 

• Follow-up arrangements for patients with long-term disease had not been centralised and the 
way this was organised varied across the network.   A network wide database and systematic 
central review of follow up arrangements were planned, but had not yet been introduced.  

• Given the large size of the network and number of trusts the CNS had problems in fulfilling 
her role as key worker, which will continue until the other trusts in the network identify a CNS 
with responsibility for thyroid cancer services. 

• The plan to further reduce the number of designated surgeons involved in curative thyroid 
cancer surgery needs to be implemented given the workload is relatively small, some 40 new 
cases a year.  The network should monitor that this has happened over the next year. 
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• The MDT core membership list is extensive and corresponds to an invitation list.  A number of 
core members do not regularly attend the MDTM.  The membership should be reduced to 
individuals who regularly attend.  

• There was evidence that in some referring hospitals there were higher proportions of 
inadequate FNAs.  The team should review the extent of any differences in the effectiveness 
of diagnostic processes.  

• The team did not have a nuclear medicine consultant as a core member covering all relevant 
treatment decisions. 

• There were significant gaps in clinical information in the case notes reviewed from St Mary’s.  
The trust should carry out an audit of a larger number of case notes for thyroid patients. 

 
Further Consideration 

• The team acknowledged that patient information could be improved and had started to collect 
material from various sources to create a more coordinated pack. 

• St Mary’s and the Hammersmith hospitals are in the process of standardising their pathology 
reporting.  Tumour, node, metastasis (TNM) staging should be consistently used. 

 
Good Practice 

• Consistent involvement of endocrinologists and endocrine surgeons leads to high standards 
of care especially for patients in the spectrum of rarer thyroid and multi-system endocrine 
disease.  

• The involvement of a national centre for oncology with multiple ongoing trials ensured that 
patients were offered cutting edge adjuvant therapy and eventually participation in trials. 
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5.7 Locality 7:  The North West London Hospitals NHS Trust 
 
5.7.1 Locality Summary 

 
Tabular Summary of Compliance for The North West London Hospitals NHS Trust 

% Compliance against Quality 
Measures Code Topic 

*1 1 & 2 

1D Colorectal Locality 1/3 33% 0/0 - 

2D-2 (Revised) Colorectal MDT 29/48 60% 4/10 40% 

 
 
5.7.2 Multidisciplinary Teams (MDTs) 

 
Locality – North West London Hospitals 1* 1 & 2 
Topic 2D-2  – Colorectal MDT  29/48 60% 4/10 40% 

 
The report of the previous peer review carried out in 2006 can be accessed on the CQuINS web 
site (www.cquins.nhs.uk), WLCN Cancer Peer Review Report, page 197. 

Progress since Last Visit 

Since the review in 2006 the team had achieved a substantial number of significant developments 
and improvements to their service including: 
       
Strengthening  the team by:- 

• recruitment to colorectal consultant vacancies allowing increased specialisation particularly 
laparoscopic surgery; 

• recruiting a second CNS with a vacancy for a third in the process of being filled; 

• increasing the number of imaging consultants with gastrointestinal expertise; 

• increasing histopathologists with an interest in colorectal cancer to three; 

• setting up a single MDT bringing the two sites together whilst retaining out-patient services on 
both sites but with in-patient surgery being brought on to one site in the near future; 

• improving MDTM attendance by core members; 

• arranging attendance by hepatobiliary surgeons from the Hammersmith hospitals at the 
colorectal MDTM; 

• combining with Charing Cross to form the anal cancer MDT. 

 
Service improvements: 
 
• the team reported that cancers were being diagnosed more quickly through the urgent 

suspected cancer route used by local GPs;   

• fast track diagnostics if patients were suspected of cancer with ‘on demand’ radiology; 

• rapid access endoscopy service; 

• twenty four hour on site stenting service; 

• out of hours surgery concentrated on one site; 
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• a dedicated colorectal on call system so that out of hours surgery was always performed by 
specialists; 

• an advanced endo-mucosal resection and endo-mucosal dissection (EMD) specialist service;   

• laparoscopic colorectal cancer surgery; 

• the development of the family cancer clinic as a network service; 

• a single pathway for the management of liver and lung metastases; 

• a revised patient information pack introduced in May 2007. 

 
General Profile 

This team had been very successful in bringing together the three previously separate services, of 
Northwick Park, Central Middlesex and St Mark’s, so that an integrated service was now provided.  
The team provided a high standard of specialist clinical expertise based in the St Mark’s unit, 
evident in three imaging consultants with an interest in specialist gastrointestinal radiology and 
three histopathologists with a particular interest in gastrointestinal pathology.  The team included 
surgical consultants who collectively provided an exceptional range of surgical procedures.   
 
The team benefited from an excellent clinical lead whom had shown a high level of skill in creating 
the new team.  The coordinator role was carried out by a highly competent individual who had an 
extended role.  The stoma nurses on both sites were well integrated into the team and took on 
key worker roles. 
 
The trust had been designated as the anal cancer MDT for the network due to the surgical 
expertise within the St Mark’s unit.  Anal cancer patients were managed in conjunction with the 
oncology service at Mount Vernon for part of the network, with radiotherapy also being provided at 
Charing Cross.   
 
The early rectal cancer designation had been applied to all MDTs in the network.  The network 
like others was seeking some clarification on the extent to which some elements of rectal cancer 
services should be concentrated.   
 
The trust had set up a central point for all colorectal referrals and these were dealt with on a 
pooled basis except for referrals requesting specific expertise.  All patients with a strong suspicion 
of cancer not referred through the two week wait system were upgraded and diagnostics were 
carried out in a well coordinated way.  
 
Previously the majority of cancers had been diagnosed from referrals other than the urgent 
suspected cancer route.   A lot of work had been done with GPs and most cancer patients now 
came through the two week wait route.   
 
The team was unusual in having a significant number of tertiary referrals of patients with 
advanced or recurrent disease who had initially been treated elsewhere.    
  
The trust had been designated as the hub for bowel screening for London as well as being a 
centre for carrying out screening.   The evidence to date was that most of the cancers picked up 
were advanced rather than early stage, this picture was expected to change.  
 
A straight to test allocation system for two week wait referrals with rectal bleeding symptoms was 
run by a nurse consultant endoscopist.  
 
There was an endoscopy service on both sites with a high level of clinical expertise being 
concentrated at Northwick Park hospital.  There had been an increase in demand which had been 
catered for by the introduction of Saturday morning lists.  However, routine referrals could still wait 
up to three months, (this risks the recognition of the service being breached under the GRS 
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system).  The trust had agreed to fund a sixth procedure room and the associated kit which would 
provide a sustainable solution to meeting the rising demand for endoscopies.  
 
The trust had played a central role in setting up the bowel screening programme for London. 
 
The trust had excellent imaging services on both sites and the centralised histopathology service 
provided a high standard of specialised input in a timely way.   A virtual colonoscopy service was 
provided on demand. 
 
The MDT coordinator had a well developed system for ensuring all patients were identified and 
put on to the MDT list.     
 
The MDTM discussed about 15 patients per meeting of which three were new.  The meeting 
lasted between an hour and an hour and a half.  Palliative care had not been able to attend 
although there were good liaison arrangements.  The lead histopathologist attended less than 20 
percent of the MDTMs.  The extended membership was incomplete although the team reported 
they had access to psychological cover and genetics.  
 
The anal team currently met monthly, due to the small workload, and only 14 cases had been 
discussed in the last year.   
 
There was a full 24 hour colorectal consultant surgeon rota at Northwick Park / St Mark’s.  At night 
the Central Middlesex did not have an emergency colorectal surgeon rota but there was an 
effective policy for transferring patients through good liaison arrangements between the two sites. 
 
Oncology was delivered from both the Hammersmith hospitals and Mount Vernon, depending on 
the travel time for patients. 
 
Standard follow up for all patients was three months for an out-patient appointment, a six monthly 
CT and yearly endoscopy.  The CNS had been researching the feasibility of starting a nurse led 
follow up clinic.  There were two stoma nurses at Central Middlesex and four at Northwick Park, 
whose remit covered the community and acting as key workers.  
 
The trust had a Macmillan information centre at the Northwick Park site which provided 
information in a variety of ways to best meet the individual needs of different patients.  There was 
good access to interpreters especially for clinic appointments at relatively short notice.  The trust 
had looked at training staff to act as interpreters on a bank basis.  End of life information was 
available for patients. 
 
Concerns 

• Three of the five designated surgeons were doing less than the required minimum number of 
procedures with curative intent per annum.  The number of new cases per annum, 
approximately 250, would be expected to lead to sufficient surgical work for all five colorectal 
surgeons to carry out 20 curative procedures per annum.  

• The team needs to identify its total surgical workload.  The trust and the network need to 
review this information and take a view as to whether, given the volume of complex colorectal 
surgery being performed by the different surgeons in the team, the issue of some doing less 
than the designated number of 20 curative procedures per annum can be continued.  

• The CNS vacancy needs to be filled.  The team should review the way in which CNS time is 
spread between the two sites.  The CNS presence at Central Middlesex is relatively low 
although this is partly compensated by the highly experienced stoma nurses. 

• A review of a sample of case notes showed a number of problems, listed below, and the trust 
should carry out an audit of a substantial number of medical records to confirm the extent of 
this clinical governance problem: 
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