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Harcourt House

Harcourt Avenue

Southend-on-Sea

Essex

SS2 6HE

FAO: All NHS South East Essex GPs

1 July 2009

Dear colleagues

Re: Eastwood Surgery Community Endoscopy Services

You may be aware that there have been some problems in the use of the Choose & Book system in making referrals to the community endoscopy service provided by Eastwood Surgery.

Whilst we are expecting these problems to be resolved shortly, as an interim measure, Dr Zaidi has installed a dedicated fax and phone line to receive referrals into their endoscopy service.
The Eastwood Surgery community endoscopy referral numbers are:

Secure Fax:





01702 529 375

Referral appointment phone line:

01702 524 984
Yours faithfully,

Dave Fazey

Programme Manager

PBC & Service Re-design



Referral guidelines for Community Endoscopy Service

These guidelines are to help clinicians to make appropriate referrals to community endoscopy services.  The aim is to ensure high quality care and avoid unnecessary risk.  Appropriate referral also makes best use of available resources for those who can benefit from the investigation. 
As new research outcomes become available, the guidelines will need to be updated to best practice standards.

Referral guidelines for upper Gastro-Intestinal endoscopy

Immediate referral to Secondary care
· Significant acute GI bleeding.

Urgent referral (within 2 weeks) to community endoscopy service
1. Patients of any age with dyspepsia who present with any of the following should have an urgent referral for endoscopy or referral to a specialist in upper gastrointestinal cancer:

· chronic gastrointestinal bleeding 

· progressive dysphagia 

· progressive unintentional weight loss 

· persistent vomiting 

· iron deficiency anaemia 

· epigastric mass 
2. Patients aged 55 years and older with unexplained and persistent recent-onset dyspepsia
.
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3. Patients presenting with the following, even in the absence of dyspepsia, should have an urgent referral for endoscopy or referral to a specialist in upper gastrointestinal cancer:

· dysphagia 

· unexplained upper abdominal pain and weight loss, with or without back pain 

· upper abdominal mass 

· obstructive jaundice (depending on clinical state). 

and consider urgent referral for:

· persistent vomiting and weight loss in the absence of dyspepsia 

· unexplained weight loss 

· iron deficiency anaemia. 

4. Consider urgent referral for patients with unexplained worsening of their dyspepsia who are known to have any of the following risk factors:

· Barrett's oesophagus 

· dysplasia 

· atrophic gastritis (pernicious anaemia) 

· intestinal metaplasia 

· peptic ulcer surgery more than 20 years ago. 
(See the NICE clinical guideline CG27 on referral for suspected cancer and the NICE clinical guideline CG17 on dyspepsia.)
Non-urgent referral to community endoscopy provider
British Society of Gastroenterology recommendations and expert advice suggest non-urgent referral for:

· patients with liver disease, to detect oesophageal varices 

· patients who have resistant H.pylori infection with worsening of dyspepsia 

· post-treatment (6 to 8 weeks) endoscopy for gastric ulcer and bleeding duodenal ulcer 

· coeliac disease, for confirmatory biopsy 

· Barrett's oesophagus surveillance 

· follow-up of oesophageal ulcer (8 weeks). 
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Guidelines for referral for Colonoscopy

Introduction

Any patient who is referred for colonoscopy must be sent a colonoscopy patient information leaflet prior to the procedure; this provides the patient with information about the procedure and possible complications. 

Patients having colonoscopy require full bowel preparation.  This must be taken into consideration for elderly patients or those with co-morbidity who may require in-patient care. 
Special precautions are needed for patients taking clopidogrel and warfarin who are at risk of bleeding if therapy is performed; it is essential to discuss management with the endoscopy unit at least two weeks before planned procedures.

Contraindications to colonoscopy
Contraindications are relative – please discuss with a gastroenterology consultant in case of doubt.  
· Severe acute colitis

· Suspected or confirmed perforated viscus

· Colonic obstruction.

· Severe cardio-respiratory disease.

· Large abdominal aortic aneurysm

· Recent myocardial infarction

Referral guidelines and timing for colonoscopy in symptomatic patients

Immediate referral to Secondary care:

· Treatment of bleeding from such lesions as vascular malformation, ulceration, neoplasia, and polypectomy site.
· Melaena after an upper GI source has been excluded at endoscopy.
Urgent referral to community endoscopy service provider
Patients aged less than 40 years with rectal bleeding and a change in bowel habit towards looser stools/and or increased stool frequency do not usually need urgent referral. 
Constipation (infrequent passage of hard formed stools) is not an indication for colonoscopy.  Alternating constipation and diarrohea is rarely a symptom of organic colonic disease. 
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A family history of colorectal cancer or inflammatory bowel disease (IBD) or severe symptoms with abnormal baseline blood tests (to suggest IBD) may prompt urgent referral. 

Indication for urgent referral for suspected lower gastrointestinal cancer

	Sign, symptom or combination

	Age threshold

	A right lower abdominal mass consistent with involvement of the large bowel.
	All ages

	A palpable intraluminal rectal (not pelvic) mass on PR examination. 

	All ages

	*Unexplained iron deficiency anaemia:
In men (Hb < 11 g/dl and non-menstruating women (Hb <10g/dl).
In pre-menopausal women
In pre-menopausal women with lower GI symptoms, a strong family history of colorectal cancer (one affected first degree relative < 45 years old, or two affected first degree relatives). 
	All ages
Over 50 years

Less than 50 years

	Rectal bleeding persisting for 6 weeks or more.
	Over 60 years


	Change in bowel habit to looser stools and/or more frequent stools persisting for 6 weeks or more WITHOUT rectal bleeding.

	Over 60 years

	Rectal bleeding WITH a change in bowel habit towards looser stools and/or increased stool frequency persisting 6 weeks or more.

	40 years and older


*Colonoscopy in these patients should be done in conjunction with an upper GI Endoscopy and distal duodenal biopsies or serology for coeliac disease.  BSG Guidelines (1) recommend that celiac serology and urine testing for blood is performed in all patients with iron deficiency. 

Routine referral to community endoscopy service
Indications for routine colonoscopy for investigation of symptoms include: 

· Investigation of either unexplained chronic diarrhoea (6 weeks or more) or rectal bleeding in those between 40 and 60 years. 
(In patients under 40 years the yield of flexible sigmoidoscopy and colonic biopsy is not substantially different from colonoscopy.
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Flexible sigmoidoscopy is the preferred investigation for functional bowel disease in patients with chronic diarrhoea and atypical symptoms). 
Referral for Flexible Sigmoidoscopy:

Flexible sigmoidoscopy is generally indicated as a diagnostic procedure for:

· Evaluation of suspected distal colonic disease when there is no indication for colonoscopy.

Flexible sigmoidoscopy is generally not indicated when diagnostic colonoscopy is indicated.
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Appendix 2
Patient Pathways:

Scenario 1:
Non-emergency referral to community endoscopy service provider (CESP) with routine outcome
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Appendix 2 (cont.)

Scenario 3:
No suspicious lesion found on initial endoscopy but pathology result suggests unsuspected malignancy
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Scenario 2:  Non-emergency referral by GP to community endoscopy service provider but procedure suggests serious pathology.  
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� As outlined in NICE Clinical Guidelines


�  In the referral guidelines for suspected cancer (NICE Clinical Guideline no. 27), ‘unexplained’ is defined as ‘a symptom(s) and/or sign(s) that has not led to a diagnosis being made by the primary care professional after initial assessment of the history, examination and primary care investigations (if any)’. 


In the context of this recommendation, the primary care professional should confirm that the dyspepsia is new rather than a recurrent episode and exclude common precipitants of dyspepsia such as ingestion of NSAIDs. 


‘Persistent’ as used in the recommendations in the referral guidelines refers to the continuation of specified symptoms and/or signs beyond a period that would normally be associated with self-limiting problems. The precise period will vary depending on the severity of symptoms and associated features, as assessed by the healthcare professional. In many cases, the upper limit the professional will permit symptoms and/or signs to persist before initiating referral will be 4–6 weeks.





