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AbstrAct
The colorectal services at The Royal Bournemouth 
Hospital needed to adapt to meet the extra demand on 
fast-track patient referrals to the outpatient department, 
as a consequence of the changes in the National Institute 
for Health and Care Excellence (NICE) guidance on cancer 
referrals in June 2015. Learning from other units, a 
telephone assessment clinic (TAC) triaging patients straight 
to colonoscopy was trialled. A Plan–Do–Study–Act (PDSA) 
methodology was used. A baseline study showed that 
fast-track colorectal patients referred from their general 
practitioner (GP) were taking on average 30 days until 
they received their colonoscopy. This quality improvement 
project focused on sending fast-track colorectal GP 
referrals through a straight-to-colonoscopy TAC. The 
results of this intervention showed an improvement from 
GP referral to colonoscopy. Both PDSA cycle 1 and PDSA 
cycle 2 showed an average of 24 days. This reduction of 
6 days was a promising improvement in a 62-day patient 
pathway, so funds were accessed to invest in a temporary 
full-time TAC nurse appointment to allow more data to be 
collected. PDSA cycle 3 showed a reduction of the average 
from referral to colonoscopy to 19 days and a reduction in 
the variation. This outcome will be sustainable, as the TAC 
role is now a permanent position.

Problem
In June 2015, the National Institute for Health 
and Care Excellence (NICE) published new 
clinical guidance for recognition and referral 
of suspected cancer.1 The new guidelines aim 
to increase the number of cancers diagnosed 
by the fast-track (2-week wait) pathway. The 
consequence of these changes will result in 
more fast-track referrals to secondary care, 
who need to be seen, investigated and start 
treatment within 62 days. This is the govern-
ment target for cancer waiting times, from 
GP referral to first definitive treatment. The 
guideline uses a concept of ‘risk threshold’ 
whereby if the risk of a patient’s symptoms 
representing a cancer is above a certain level, 
then action is warranted. Previously, this level 
was 5%, but the new guidelines have reduced 
this to one of 3%. Focusing on patients with 
suspected bowel cancer, the most commonly 
associated symptoms are change in bowel 
habit and bleeding.2 However, the new guide-
lines now incorporate more non-specific 
symptoms such as weight loss or abdominal 
pain and have reduced the age at which a fast-
track referral should be made.1 These changes 

will result in more patients being referred to 
the colorectal outpatient clinics who require 
investigating on a fast-track pathway. The 
consequence of these changes will also mean 
that routine patients will be affected and their 
appointments delayed.

This project is based at The Royal Bour-
nemouth Hospital. The Royal Bournemouth 
and Christchurch Hospitals NHS Trust 
provides healthcare for the residents of Bour-
nemouth, Christchurch, East Dorset and part 
of the New Forest with a total population of 
over 550 000, which rises during the summer 
months. The Royal Bournemouth Hospital 
is a 690 acute bed site, which includes 272 
medical beds, 6 coronary care unit beds, 7 
intensive treatment units and 8 high-depen-
dency units. There is a 24-hour accident and 
emergency department, which sees around 
80 000 patients a year. Looking at the demand 
on the colorectal outpatient department for 
The Royal Bournemouth Hospital showed 
that the service was already struggling to 
keep up with demand, prior to these changes 
being enforced. Therefore, something had to 
change to accommodate the extra demand 
on the service.

The study’s aim was to establish safe systems 
to deliver compliance on 2-week waits (fast-
track) colorectal patients without detriment 
to other g patients and to reduce the average 
time for colonoscopy investigations from 30 
days to below 28 days in the next 6 months, by 
the introduction of a telephone assessment 
clinic (TAC), triaging fast-track colorectal 
patients straight to colonoscopy.

background
Since the Department of Health introduced 
mandatory targets in 2000, patients with 
suspected cancer are expected to be reviewed 
by a specialist within 2 weeks of presenting 
to their general practitioner (GP).3 The new 
NICE guidance now recommends that the 
risk of cancer should be lowered from a risk 
threshold of 5% to one of 3%.1 It is impos-
sible to predict the increase in fast-track 
colorectal patients referred under these new 
guidelines, but it is likely to increase beyond 
the current annual growth rate of 5%. The 
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existing system was already struggling with capacity versus 
demand for colorectal outpatient appointments, prior 
to the introduction of the new NICE guidance. Also, the 
cancer yield from this fast-track patient group is small, with 
the majority of cancers identified in patients presenting 
outside of the 2-week wait referral system.4 5 These 
patients would consequently be negatively impacted by 
the increase in fast-track patients and therefore would 
further delay in diagnosing their cancer.4 Therefore, a 
timely pathway from referral to investigation is needed to 
benefit all patients, as early diagnosis has been linked to 
improved survival.6

The initial outpatient appointment fulfils the require-
ment and consequently stops the clock with regard to the 
patient being seen within 2 weeks but slows the patient 
pathway and is often uninformative and unproductive 
for the patient.4 A straight-to-test pathway is common for 
other symptoms: rectal bleeding, iron deficiency anaemia 
and other surgical specialties like urology. In 2008, Dorset 
County Hospital set up a nurse-led colorectal telephone 
assessment pathway, which triaged patients straight to 
test. They successfully reduced time to diagnosis from 
23 weeks to 4 weeks with high GP and patient satisfac-
tion rates; however, this was in non-fast-track patients.4 
Similar telephone assessment services have been set up 
in Guy’s and St Thomas’ NHS Foundation Trust7 and has 
been described as best practice by the London Cancer 
Alliance.8

baseline measuremenT
In this project, three different measures were considered: 
process measures, outcome measures and balancing 
measures. The process measure was the number of days 
between GP referral and investigation (colonoscopy). The 
outcome measures were the number of patients referred 
to TAC, the number of patients referred for investiga-
tion and the number of patients diagnosed with cancer. 
The balancing measures were the number of potential 
outpatient clinic appointments freed up. The baseline 
measurement was the process measure of the number of 
days between GP referral and colonoscopy. Before any 
change was implemented, the average number of days 
between referral and colonoscopy for fast-track referrals 
was 30 days. So the baseline measure was 30 days, with a 
range of 6–78 days. During the project, patients who were 
referred to the TAC were recorded on a database by the 
colorectal secretary, and their information was updated 
by the colorectal team.

design
A safe and timely intervention was needed to allow fast-
track colorectal patients direct access to colonoscopy, 
thereby bypassing the already overstretched outpatient 
department. Several ideas were considered, and the 
medical gastroenterology team was also included in the 
discussions, as some of the complex referrals could be 
medical rather than surgical. The criteria for patients to 

be referred to the surgical or medical team were reviewed, 
but this would not reduce the referrals to the colorectal 
team enough for the existing outpatient clinics to accom-
modate and therefore was not a sustainable solution. 
Employing an additional colorectal surgeon was another 
option, but to attract a suitable candidate, a balanced job 
plan would only add a further two or three clinics a week, 
so two consultants would ideally need to be appointed. 
This would be too costly a solution. Following the example 
of other centres, an improvement project trialling a TAC 
to send colorectal fast-track patients straight to colonos-
copy was deemed to be a sensible cost-effective solution. 
The initial clinics would be run by a middle-grade surgical 
registrar, supervised by one of the colorectal consultants. 
This solution would ensure that patients get the appro-
priate test, without putting them at increased risk and 
allowing them to avoid the initial outpatient appoint-
ment, thereby speeding up the patient pathway. In the 
future, if the trial was successful, then the aim was to have 
the TACs run by a nurse specialist.

The project required engagement of a multidisciplinary 
team, which involved the improvement team, surgical 
team, medical team, service line managers, endoscopy 
department, administration, outpatient booking team, IT 
and the audit department. The patients referred to the 
colorectal team as fast-track patients would be contacted 
and asked if they would like a telephone assessment 
instead of the existing outpatient clinic appointment. If 
they agreed, they would be booked into a TAC slot and 
given an appointment time (30 min window) when they 
would be contacted by phone to assess their symptoms 
and then if deemed appropriate would organise a date for 
colonoscopy at the same time. This was felt to be sustain-
able in the long term, as the surgical registrar could be 
replaced with a nurse specialist in the future, thereby 
freeing up the surgical team to see other more complex 
patients in clinic and be available to operate in theatre. 
The intervention needed a medical practitioner, a private 
room with access to a telephone and a computer and the 
patient notes. The first trial was to run 4–6 TACs, with 
up to six patients per clinic, with a mix of morning and 
afternoons over several days to allow patients some flexi-
bility and choice. After the first two clinics, a meeting was 
arranged so any changes could be achieved quickly and 
introduced prior to the following clinics. Following this, 
a second trial would repeat the first trial and incorporate 
any changes learnt from the first trial. The second trial 
would be conducted by a nurse specialist and overseen 
by the surgical team. If successful, then a nurse specialist 
would be advertised and appointed to fill the role on a 
full-time basis and allow future sustainability.

sTraTegy
The baseline measurement for fast-track colorectal 
patients of days between GP referral and colonoscopy 
appointment was obtained from the hospital outpatient 
and endoscopy records. These data were covered from 
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January 2015 to October 2015 and the mean time from 
referral to colonoscopy was 30 days for fast-track patients 
seen in the outpatient clinic. The project’s SMART aim 
was to reduce the average time for colonoscopy investiga-
tions from 30 days to below 28 days in the next 6 months, 
by the introduction of a colorectal TAC, triaging fast-track 
colorectal patients straight to colonoscopy.

Plan–do–study–act (Pdsa) cycle 1 (november/december 
2015)
PDSA cycle 1 aims to set up a TAC for fast-track colorectal 
patients to be assessed and triaged straight to test if 
appropriate. The fast-track patients referred were tele-
phoned by the booking department and were informed 
of the trial of TACs and were asked if they were happy 
to be assessed by phone or alternatively be seen in the 
outpatient department. Once the patient agreed to the 
TAC, they were given a date and a time for the TAC. In 
the first cycle, there were four different TACs, with six 
patients booked per clinic. These clinics were run by a 
middle-grade surgical registrar. The surgical registrar 
was given information from an endoscopy preassessment 
nurse in the details of bowel preparation and preas-
sessing patients over a telephone consultation prior to 
conducting the TACs. The surgical registrar was also 
given access to the hospitals endoscopy booking service, 
so that after assessing the patient, he could book patients 
directly into a colonoscopy slot if required. Bowel prepa-
ration was posted to the patient. Each patient assessed via 
the TAC was sent a patient satisfaction survey to gather 
patient feedback on the intervention.

During this first PDSA cycle, 23 patients had a tele-
phone appointment. Two patients were uncontactable 
and did not answer their phones, and three patients were 
assessed as too complex to assess safely over the phone 
and rereferred to be seen urgently in the outpatient 
department. The mean number of days from referral 
to colonoscopy was 24 days. This was a reduction from 
the baseline measurement of 30 days but was a very small 
sample size. During this cycle, we learnt several points. 
The office arrangement worked well, with a telephone, 
computer and patient notes. Patients appeared keen to 
accept a telephone appointment, as no patients refused a 
TAC, and the results of the patient satisfaction question-
naires showed that patients were keen and approved of 
the new service, with 90.5% stating they were happy or 
very happy to receive a telephone appointment. The team 
thought a standard pro forma questionnaire for the TAC 
would be useful to guide the questions and document 
the patients’ answers and this could then be added to the 
patient notes. A patient database would be required for 
all the TAC patients, so that results and outcomes could 
be easily followed up. An unexpected outcome was that 
despite being asked about receiving a telephone assess-
ment, not all patients were expecting the phone call, as 
two did not answer their phones. Booking the patients 
too early into a colonoscopy slot required the patient to 
come in to hospital to pick up their bowel preparation, as 

posting it out may not get to the patient in the required 
time frame. Complex patients were rereferred back to 
the outpatient department and a referral process back 
into the outpatients’ system needed to be set up, so that 
unnecessary delays were minimised.

Pdsa cycle 2 (march/april 2016)
PDSA cycle 2 aims to set up a nurse-led TAC for fast-track 
colorectal patients to be assessed and triaged straight to 
test if appropriate. Having learnt from the previous PDSA 
cycle, during this cycle, an endoscopy preassessment 
nurse ran the TACs instead of a surgical registrar. The 
fast-track colorectal patients referred during this cycle 
were contacted by the booking team and asked if they 
were happy to be assessed via a nurse-led TAC. When tele-
phoning the patient to arrange a TAC appointment, the 
booking team confirmed the patient’s telephone number 
to be best reached on and gave them a time (30 min 
window) and date to be available for. During this cycle, 
there were four TACs set up, with six patients per clinic. 
These clinics were run by an endoscopy preassessment 
nurse specialist, overseen by a doctor from the colorectal 
team. Having learnt from the previous PDSA cycle, a 
patient database had been organised, and a fast-track 
referral process back to outpatients for complex patients 
had been arranged. A colorectal telephone assessment 
pro forma had been designed and was used for this cycle.

During this cycle, 21 patients had a TAC. Two patients 
failed to answer their phones, and three patients were 
rereferred to the outpatient department. The mean 
time from GP referral to colonoscopy was also 24 days. 
During this cycle, we learnt that the process works, 
patients are keen and engaged with the new clinic and 
the time between referral and colonoscopy was the same 
as in PDSA cycle 1. The team discussed the merits of this 
improvement project and was impressed by the initial 
results gained over the two PDSA cycles. Finding time for 
the same nurse to run further clinics was difficult due to 
the demands on the endoscopy department. So rather 
than running a third PDSA cycle of four more TACs and 
using the same preassessment nurse, the stakeholders 
decided that the initial results were promising, patients 
were engaged and the next step was to appoint a tempo-
rary nurse specialist on a full-time basis to run further 
colorectal TACs to gather more data. Funding for the 
position was attained, and an advert for the temporary 
role of a nurse-led TAC was posted.

Pdsa cycle 3 (January 2017)
A full-time nurse-led TAC was set up for fast-track 
colorectal patients to be assessed and triaged straight 
to test if appropriate. A specialist endoscopy preassess-
ment nurse ran four clinics a week, with 5–6 patients per 
clinic, giving a total of 14 clinics in January. Seventy-nine 
patients were referred through the TAC, and 64 required 
a colonoscopy. Fifty-nine patients had a colonoscopy as a 
fast track, and five patients were downgraded to routine. 
The mean time from GP referral to colonoscopy is 19 



4 Gregory C. BMJ Open Quality 2018;7:e000280. doi:10.1136/bmjoq-2017-000280

Open Access 

days, an improvement from the previous PDSA cycles. 
The variability was also reduced.

resulTs
Capacity and demand data were initially analysed to 
show that there was a problem with the current outpa-
tient system with regards to the number of patients 
referred and the number of available outpatient slots. 
Cancer data are routinely collected as there are strict 
targets on patients being seen, diagnosed and treated. 
The fast-track colorectal patient data were collected 
and analysed, looking at the time from referral to colo-
noscopy. These data were collected as baseline data to 
assess the time frame of patients seen via the traditional 
outpatient referral route. The same data were collected 
from the patients assessed by the TACs in PDSA cycles 
1, 2 and 3. These data were then analysed to determine if 
any improvement had occurred. The results showed that 
patients seen in the existing outpatient clinic had a mean 
of 30 days between GP referral and colonoscopy. During 
both PDSA cycles 1 and 2, this mean reduced to 24 days. 
In PDSA cycle 3, this mean reduced to 19 days, and a 
reduction in the variation was also noted. These data can 
be seen in the SPC chart below (see figure 1).

The outcome measures showed that a total of  
44 patients were referred to the TACs in the first two 
cycles: 23 patients in PDSA cycle 1 and 21 patients in PDSA 
cycle 2. In both PDSA cycles, two patients failed to answer 
their phones and therefore were rereferred through the 
existing outpatient system. Another three patients in both 
cycles were also rereferred to the outpatients’ depart-
ment as their symptoms were deemed too complex to be 
assessed and safely sent to test via the TAC. Patients can  
cancel/change three appointments during the fast-track 
process, before they are no longer considered to be a fast 

track. There were two patients during PDSA cycle 1 who 
repeatedly cancelled their appointments and refused 
to undergo a colonoscopy when first referred. Their 
results were omitted from the subsequent analysis. From 
the patients assessed via the TACs, only one patient was 
found to have a cancer. In PDSA cycle 3, 79 patients were 
referred through the TACs, with five patients being down-
graded to routine. Fifty-nine patients were given a colo-
noscopy as a fast-track patient. No patients in this cycle 
missed their TAC appointment. The number of patients 
successfully assessed via the TAC in PDSA cycle 3 were 
79. This represents the balancing measure of how many 
outpatient slots were freed up by the new TAC now run 
by a specialist nurse.

lessons and limiTaTions
There were many lessons learnt during this project. 
Slower progress was made than initially anticipated, as 
multiple departments needed to be engaged and assisted 
with the design and implementation. Close liaison with 
the endoscopy department and booking team was vital to 
ensure available appointment slots to book into from the 
TAC. A database for the TAC patients needed to be avail-
able to allow easy and safe follow-up. A referral system 
back to outpatients needed to be arranged, so patients 
were not delayed, if their symptoms/circumstances 
were too complex to be assessed safely via TAC. There 
were times of immense frustration, as the initial TACs 
were conducted over a period that included Christmas 
and also the junior doctors’ strike, so some clinics were 
cancelled and some appointments delayed. This was frus-
trating as it was out of our control and may have affected 
the data collected. The process may have been made 
more efficient by choosing a permanent surgical staff 
grade to run the initial clinics, rather than the surgical 

Figure 1 Statistical process control chart.



 5Gregory C. BMJ Open Quality 2018;7:e000280. doi:10.1136/bmjoq-2017-000280

Open Access

registrar, as the registrar had a fixed timetable and leave, 
with strict training requirements, so booking clinics were 
difficult. The preassessment nurse running the second 
PDSA cycles also had other work commitments, so again 
a different member of staff may have been a better alter-
native to start with.

The main limitations to this project was that only two 
small PDSA cycles were carried out initially. Therefore, the 
data set was very small, and the conclusions were limited. 
Ideally, further cycles would have been carried out earlier, 
but this was difficult to achieve. However, a reduction of  
6 days from referral to colonoscopy in a 62-day pathway 
was a promising start and worth further investment. 
Rather than train another temporary member of staff to 
run further trial clinics, the decision to appoint a nurse 
specialist to run the clinics was agreed. The funding for 
this appointment was from charitable money, and so 
there was a delay in further data collection until this 
position had been filled.

The strengths of this project are that patient feedback 
from questionnaires was very positive and showed they 
liked it, with 86% of patients happy to have a further 
TAC appointment if necessary. The mean time in days 
from referral to colonoscopy in cycles 1 and 2 was 24 
days. This was a reduction of 6 days from the baseline of  
30 days from the existing outpatient referral process. 
The sample size of this initial project was small, and 
therefore the significance of the difference is limited, as 
previously mentioned. However, the project was able to 
continue and obtain further data from the availability of 
charity money to fund a temporary full-time nurse-led 
TAC role. Once appointed, further data were collected 
in PDSA cycle 3. In this cycle, the average time between 
referral and colonoscopy had reduced to 19 days with 
a reduction in variation also, suggesting an improve-
ment had been achieved. The cost of appointing a new 
nurse specialist to the role is more than offset with 
the time freed up for the surgical team to see more 
complex patients in outpatients and more theatre time 
to operate on patients. The team was pleased with these 
preliminary results, and following this, the TAC nurse 
role has now been made a permanent position, allowing 
sustainability of the improvement.

The project focused on fast-track colorectal patients 
at The Royal Bournemouth Hospital. Future roll out of 
the TAC could be to include all colorectal referrals, not 
just fast-track patients. Once enough data have been 
gathered and the benefits shown, then maybe other 
surgical disciplines could think about which patients 
could be assessed by telephone. The medical gastroen-
terology team, who was involved in the beginning of the 
project, has shown some enthusiasm for the project and 
is thinking of ways it could benefit their patient popula-
tion. The urology department are also interested in this 
project. Thinking outside of the Royal Bournemouth 
Hospital, perhaps other hospitals could also gain from 
introducing this concept.

conclusion
The problem facing the team was that the colorectal outpa-
tient department in The Royal Bournemouth Hospital 
had an imbalance between the capacity and demand. 
This was predicted to get worse when the changes in 
NICE guidance were implemented and the colorectal 
service needed to adapt to manage the situation. Looking 
at other hospitals and patient journeys, many other 
units used nurse-led TACs4 7 8 and sent patients straight 
to test,9–11 with good results. It therefore seemed intro-
ducing a similar clinic at The Royal Bournemouth for 
the fast-track colorectal referrals was a good intervention. 
The improvement in reduction in time between referral 
and colonoscopy is in keeping with other studies.4 9–11 
The use of straight-to-test colonoscopy has been well 
documented in the literature.9 10 It has been shown to be 
safe, cost-effective and efficient, freeing up unnecessary 
first outpatient appointments and allowing early defini-
tive diagnosis with prompt treatment or discharge back to 
primary care.9 Cancer survival rates are linked to prompt 
detection and treatment, and any delay in diagnosis 
and treatment leads to decreased survival.6 9 Although a 
significant delay has been reported to occur before GP 
referral,6 any subsequent delay in the treatment pathway 
adds to the overall mortality. It is therefore important that 
the interval between a patient’s presentation and their 
diagnosis/treatment of colorectal cancer should be as 
short as possible.3 12 Therefore, an improvement project 
that can shorten a patient pathway from presentation to 
diagnosis is worth investing in.

Acknowledgements Mr Robert Howell, clinical lead for the colorectal MDT and 
colorectal consultant at The Royal Bournemouth Hospital. Geraldine Sweeney, 
Improvement Programme Manager, Improvement Programme Team, The Royal 
Bournemouth Hospital. Jo Pritchard, Senior Improvement Information Analyst, 
Improvement Programme Team, The Royal Bournemouth Hospital. Marion Lynch, 
Programme Director, Wessex School of Quality Improvement, Associate GP Dean 
Oxford Deanery & Deputy Medical Director for NHS England South. 

Contributors The project was a multidisciplinary team effort. Robert Howell 
supervised the telephone assessment clinics. Geraldine Sweeney contributed to 
planning the project. Jo Pritchard assisted with the data interpretation and SPC 
charts. CG coordinated and submitted the project.

Competing interests None declared.

Ethics approval Ethical approval was not required since it was an improvement 
project. The patient satisfaction questionnaires were approved by the hospital audit 
department.

Provenance and peer review Not commissioned; internally peer reviewed.

Open Access This is an Open Access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited and the use is non-commercial. See: http:// creativecommons. org/ 
licenses/ by- nc/ 4. 0/

© Published by the BMJ Publishing Group Limited. For permission to use (where 
not already granted under a licence) please go to http://www. bmj. com/ company/ 
products- services/ rights- and- licensing/

references
 1. National Institute for Health and Care Excellence. Referral guidelines 

for suspected cancer: NICE guideline NG12, 2015.

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://www.bmj.com/company/products-services/rights-and-licensing/
http://www.bmj.com/company/products-services/rights-and-licensing/


6 Gregory C. BMJ Open Quality 2018;7:e000280. doi:10.1136/bmjoq-2017-000280

Open Access 

 2. Hamilton W, Sharp D. Diagnosis of colorectal cancer in primary care: 
the evidence base for guidelines. Fam Pract 2004;21:99–106.

 3. Department of Health. The NHS Cancer Plan: a plan for investment, a 
plan for reform. London: DH, 2000.

 4. Watson H. Colorectal telephone assessment pathway: setting up a 
nurse-led service. Gastrointestinal Nursing 2014;12:41–8.

 5. Thorne K, Hutchings HA, Elwyn G. The effects of the two-week rule 
on NHS colorectal cancer diagnostic services: a systematic literature 
review. BMC Health Serv Res 2006;6:1–5.

 6. Foot C, Harrison T. The Kings Fund: How to improve cancer survival. 
Explaining England’s relatively poor rates, 2011.

 7. Watson H. London Cancer Alliance. Guy’s and St Thomas’ NHS 
Foundation Trust: a colorectal telephone assessment/ straight to 
test pathway (CTAP) for the initial assessment of colorectal referrals. 
2014 http://www. londoncancer. org/ media/ 89221/ stt- at- guys- and- 
stthomas- dec- 14. pdf (accessed 28 Sep 2015).

 8. London Cancer Alliance. Leading on colorectal best practice 
commissioning, 2013.

 9. Beggs AD, Bhate RD, Irukulla S, et al. Straight to colonoscopy: the 
ideal patient pathway for the 2-week suspected cancer referrals? 
Ann R Coll Surg Engl 2011;93:114–9.

 10. Mukherjee S, Fountain G, Stalker M, et al. The ‘straight to test’ 
initiative reduces both diagnostic and treatment waiting times 
for colorectal cancer: outcomes after 2 years. Colorectal Dis 
2010;12:e250–e254.

 11. Hammond TM, Fountain G, Cuthill V, et al. Straight to test. Results of 
a pilot study in a hospital serving an inner city population. Colorectal 
Dis 2008;10:569–76.

 12. Association of Coloproctology of Great Britain and Ireland. 
Guidelines for the management of colorectal cancer. London: ACGBI 
Declaration of interests Dr Claire Gregory is an anaesthetic trainee 
who is undertaking a quality improvement fellowship funded by the 
Wessex Deanery, 1996.

http://dx.doi.org/10.1093/fampra/cmh121
http://dx.doi.org/10.12968/gasn.2014.12.8.41
http://dx.doi.org/10.1186/1472-6963-6-43
http://www.londoncancer.org/media/89221/stt-at-guys-and-stthomas-dec-14.pdf
http://www.londoncancer.org/media/89221/stt-at-guys-and-stthomas-dec-14.pdf
http://dx.doi.org/10.1308/003588411X12851639107917
http://dx.doi.org/10.1111/j.1463-1318.2009.02182.x
http://dx.doi.org/10.1111/j.1463-1318.2007.01419.x
http://dx.doi.org/10.1111/j.1463-1318.2007.01419.x

	Improving colorectal cancer referrals
	Abstract
	Problem
	Background
	Baseline measurement
	Design
	Strategy
	Plan–Do–Study–Act (PDSA) cycle 1 (November/December 2015)
	PDSA cycle 2 (March/April 2016)
	PDSA cycle 3 (January 2017)

	Results
	Lessons and limitations
	Conclusion
	References


