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ENGLISH COLORECTAL CANCER SCREENING PILOT

Please note that primary care involvement includes all staff, including receptionists and practice managers.  The information in this pack is therefore aimed to be accessible and informative to all  groups, from administrative staff to medical staff.

WHAT IS THE PILOT?

Background

Evidence from randomised controlled trials of FOB (Faecal Occult Blood) testing demonstrated that implementing colorectal cancer screening can significantly decrease mortality and, in the long term, reduces the incidence of the disease. It is predicted that screening for colorectal cancer in the UK could save as many as 2,500 lives a year.

On the basis of this research evidence, the NHS ran a two year pilot scheme (2000-2002) to screen for colorectal cancer in people with normal population risk of the disease. There were two pilot sites, one in Coventry and Warwickshire in England, and the other in Fife, Grampian and Tayside in Scotland.  All men and women aged between 50 and 69, registered with a participating GP in each of these areas were offered screening for colorectal cancer.  

The aim of the pilot was to evaluate the feasibility, practicality and acceptability of colorectal screening prior to any decision being made to introduce a national screening programme.  

Why has the pilot been extended and what has changed?

An evaluation team has been appointed to carry out a full evaluation of the pilot to assess the feasibility of rolling this pilot out into a national programme.   Their final report goes to the Department of Health in February 2003 for consideration.

Initial findings of the evaluation have been encouraging.  It was therefore decided that while the Department of Health considers making colorectal cancer screening a national programme, the pilot sites should embark on a second round of screening to collate additional data.  Maintaining screening in your area will increase the public awareness of colorectal cancer screening and skilled screening staff will not be lost.

Funding of the second screening round has been secured from the English Department of Health; therefore it is no longer a UK initiative.  However, links with the Scottish site remain strong.

The patient pathway remains very similar to that of the first round, the full pathway is explained more fully later in this document (see Appendix I on page 6).

COLORECTAL CANCER

What is colorectal cancer?

Colorectal cancer is the second most common cause of cancer death in the UK.  About 35,000 people are diagnosed with colorectal cancer in the UK every year and about 16,000 die from it.  Between 60 and 65 out of every 100 people with colorectal cancer will die within 5 years of going to their doctor after symptoms of the disease have begun.  This poor level of survival is mainly due to the fact that the cancer usually presents with vague symptoms that are either ignored by the individual or lead to a delayed diagnosis by the doctor.

The large bowel is the last part of the digestive system where faeces is formed.  It has two parts:  the colon and the rectum, which lead to the outside of the body through the anus.

Before most tumours become cancers they exist for a long time as polyps on the bowel wall.  Polyps are like small spots or cherries on stalks.  If these pre-cancerous polyps are removed the risk of colorectal cancer may be reduced.  Not all polyps are pre-cancerous.

Colorectal cancer starts on the inside wall of the large bowel.  The tumour can grow there for several years before spreading to other parts of the body. 

People with colorectal cancer that is diagnosed before it has spread to other parts of the body have a good survival rate, but many symptoms of colorectal cancer do not start until the tumour has spread, making treatment and cure much more difficult.  This is why screening and early detection are so important.

What are the signs and symptoms of colorectal cancer?

A normal faecal occult blood test (FOBT) should not be taken as an indication that the individual has no risk of developing colorectal cancer in the future.  Cancers in the bowel do not always bleed and can bleed on and off, so an individual FOBT may not detect their presence, this is why it is important that people are aware of the signs that may be indications of colorectal cancer, even if their FOBT result was normal.

Some of the signs are:

· Repeated bleeding from the back passage or blood in the bowel motion.

· Persistent change in bowel habit (for 6 weeks) to looser bowel motions and/or needing to go to the toilet more than usual.

· Persistent change in bowel habit (for 6 weeks) to severe constipation.

· Severe colicky abdominal pain.

· Unexplained tiredness or weight loss.

Note: these symptoms do not definitely mean that a person has bowel cancer but they

should be taken seriously.

THE SCREENING PROCESS

What is screening?

Screening involves looking for evidence of abnormalities that may indicate disease (in this case colorectal cancer) before people notice signs of the disease.  The aim of cancer screening is to find the cancer at an early stage or a pre-cancerous stage.  Finding the cancers early improves a person’s chance of successful treatment.  

Screening cannot diagnose disease.  Finding an abnormal result in screening tests only means that there is a higher chance of that person having the disease being screened for.  Further tests are needed to make a confirmed diagnosis.

By taking part in screening, people can reduce their risk of dying from colorectal cancer by having it detected at an early stage.  No screening test is 100% effective so a normal result does not mean that an individual does not have or will never develop bowel cancer.  An FOBT does not guarantee that colorectal cancer will be detected if it is present, or that it can be treated successfully if it is identified. However an FOBT is currently the best means of detecting traces of blood long before the individual is symptomatic.

Screening for colorectal cancer helps to find the disease early but it is not fail-safe.  The test can be positive even when cancer is not present (false positive) and can be negative when a cancer is present (false negative). Colorectal cancers can bleed intermittently, which can lead to a false negative result.

Screening for colorectal cancer has four stages:

1. FOBT

2. Results from FOBT

3. Discharge or retest or Colonoscopy

4. Results of colonoscopy and possible referral for barium enema if the colonoscopy was incomplete

Please refer to Appendix 1 for a diagram of the patient pathway.

How will people be screened?  

Individuals living within the pilot areas may be made aware of the programme through the local media. All men and women living within the pilot area and aged between 50-69 will be invited to participate in the pilot scheme.  They will automatically be sent a test kit through the post.  Anyone over the age of 69, living in the pilot area who is also registered with a participating GP, can request a kit directly from the screening unit (they will not be sent a kit automatically).

Details of individuals who will be invited to participate will be gathered from the local Health Authority databases.  You will be given the opportunity to see and amend the lists for your practice before invitations are sent out, although this is not mandatory.  The individual carries out the test in his or her own home.  The FOBT is a simple test that looks for occult (invisible) traces of blood in faeces.  The pack comes with full instructions about how to use the test.  The pilot has considered the possibility that some individuals will complete the test incorrectly.  There is the facility within the programme to send out second test kits to all who require them. Copies of all the letters and leaflets that may be sent to your patients are included in this pack.

Possible Results and what they mean.

Normal Results

A normal result means that no blood was found in the samples provided on the FOBT.
No screening test is 100% effective so a normal result does not mean that the patient does not have or will never develop bowel cancer.

Individuals with a normal result will be notified of their result in writing and discharged from the screening programme.  They will not hear from the screening unit again unless a third round of screening takes place.  No plans for a third round are currently in place.

Abnormal results

An abnormal result is not a diagnosis of cancer. It is only suggestive of blood in the bowel motion. All individuals with abnormal results will be offered a colonoscopy to examine the whole of the large bowel.

Technical fails/spoilt kits and Repeat FOB Testing

If the findings from an FOBT is unclear (i.e. a weak positive) or the kit was spoilt or unreadable (technical fail or spoilt) for whatever reason, then individuals will be asked to repeat the test.  They will be sent a second FOBT by the screening unit with full instructions of how to complete the test.

FURTHER INVESTIGATIONS

Colonoscopy 

If the first FOBt provides a strong positive result and/or the repeat FOBt shows blood again the individual will be invited to an appointment with a nurse to discuss the possibility of having a colonoscopy.

A completed colonoscopy is the most reliable test for colorectal cancer as it can detect about 95% of tumours.  The procedure may be a little uncomfortable for the individual, who will be sedated and may be given a pain killer.

Before colonoscopy the bowel is cleaned using bowel preparation.  During the procedure a long flexible tube called a colonoscope, which has a tiny camera on the end, is passed into the large bowel through the anus.  Once inside, the camera allows the doctor to see any tumours or polyps, which can then either have a sample taken or be removed completely as part of the colonoscopy procedure.  Any samples of tissue removed during the colonoscopy will be examined to find out whether they are malignant or not.

On average, only one in ten individuals with a positive FOBt will be found to have cancer following this procedure. About three out of the ten will have a polyp, which if removed may prevent the development of a cancer.

In some cases it is not possible to carry out a complete colonoscopy. In these cases the individual will be invited to have a barium enema.

Double Contrast Barium Enema (DCBE)

The DCBE detects between 85-95% of colorectal cancer. Bowel cleansing is required as in colonoscopy. The bowel is partially filled with a liquid barium suspension and then distended with a little air. A series of films are then taken to show the thin mucosal coating of barium within the air distended bowel. This allows any tumour to be visualised in detail.  No sedation is required.
How safe are these tests?

There is some risk involved in colonoscopy.  Serious complications are rare when the procedure is carried out by an experienced and skilled operator.  Perforation or severe haemorrhage can occur in approximately 1 in every 1,000.  If either of these happen, the individual may need emergency abdominal surgery.  Very occasionally death can result from this kind of complication, in about 2 out of every 10,000 examinations.

Complications from DCBE are very rare, approximately 1 in 9000 procedures.  The mortality rate for DCBE is approximately 1 in every 56,700.

APPENDIX I – The Screening Pathway

























APPENDIX II – Contact List

	England
	Information
	Tel. No.

	Screening Unit

(Laboratory & administration office)
	Colorectal Screening Unit

Hospital of St Cross

Barby Road

Rugby

CV22 5PX
	Freephone Helpline

0800 7838042


Note: Specialist Nurses can be contacted via the Screening Office.

Useful Organisations 

	Name of Organisation
	Tel. No.

	Cancer BACUP
	0808 800 1234

	Colon Cancer Concern
	Infoline: 020 7381 4711

	Beating Bowel Cancer
	020 7892 5256

	Cancerlink
	0800 132905


Useful Websites

	Organisation
	Web Address

	NHS Cancer Screening Programme
	http://www.cancerscreening.nhs.uk

	Cancer BACUP
	http://www.cancerbacup.org.uk

	Colon Cancer Concern 
	http://www.coloncancer.org.uk

	National Screening Committee
	http:// www.nsc.nhs.uk/
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