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Survival of colorectal cancer is dependent on 
early diagnosis, and there are widespread 
differences in survival (McArdle, 1991; 

Holm et al, 1997; Mela et al, 1997; Eccersley et al, 
2003; Kelly et al, 2003; Thorne et al, 2006). Since 
the Department of Health (DH, 2000) introduced 
mandatory targets for the investigation of patients 
with suspected colorectal cancer in 2000—the 
2-week-wait scheme (2ww)—there have been 
concerns that the cancer yield from this pathway 
is low and that the majority of cancers (80%–
91%) are identified in patients presenting outside 
the 2-week referral system (Riesewyk et al, 2000; 
Hemingway, 2000; Jones et al, 2001; Clements, 
2002; Foster et al, 2002; Rao et al, 2006; Thorne 
et al, 2006).

Despite this, there has been an increase 
in the rate of 2ww referrals, which is likely to 
have a negative effect on the waiting times of 
the majority of patients with colorectal cancer 
who present via less urgent referral routes 
(Hamilton and Sharp, 2004; Thorne et al, 2006). 
Although there is as no evidence to suggest that 
this delay is significant in terms of long-term 
outcomes, continued implementation of a policy 
that identifies only 9%–14% of patients with 

colorectal cancer and is potentially detrimental 
to a significant number of patients seems 
counter-intuitive (Holm et al, 1997; Mela et al, 
1997; Kelly et al, 2002; Eccersley et al, 2003; 
Thorne et al, 2006; Rai and Kelly, 2007). The 
data show that, in some units, the 2ww route 
diagnoses only a small proportion (7%–10%) of 
the patients with colorectal cancer. A significant 
proportion of patients who were referred via this 
route (45%–54%) in the Trust and studied did 
not, in fact, satisfy the criteria for urgent referral. 
Some patients (82%) with cancer diagnosed via 
the non-2ww route were taking up to 6 months 
from referral to diagnosis. In addition, it was felt 
that the initial outpatient appointment (OPA), 
which merely seeks to tick the 2ww target, was 
bringing patients into hospital just to tell them 
that they needed a test. This was therefore 
deemed an unproductive initial hospital visit in 
most cases. These concerns and the increased 
waiting times for patients referred via routine 
channels led to the review of the referral pathway 
and the introduction of a nurse-led colorectal 
telephone assessment pathway (CTAP) for all 
patients with colorectal symptoms referred from 
GP (Figure 1).
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Getting started
Initial concerns lay with getting the referral 
pathway right for patients and GPs—the users of 
the pathway. The team worked hard to establish 
what GPs and patients wanted. A 6-month 
consultation period with local GPs and patients 
was then carried out. This involved visiting GP 
surgeries and talking to individual GPs and practice 
managers and at patients’ forums. Presentations 
to commissioners and clinical commissioning 
groups (CCGs) followed. The team could find no 
evidence of a similar service to prove its validity 
and needed to establish an external perspective.

Any reservations were soon quashed. GPs 
wanted an easy referral mechanism. They wanted 
patients assessed, diagnosed, and treated quickly 
and a pathway that was compatible with Choose 
and Book (CAB)—the NHS electronic referral 
service, which they were under increasing 
pressure from the CCG to use—for all referrals.

The patient forums that were visited and the 
completed questionnaires provided a useful 
perspective on what patients wanted from a 
colorectal pathway. They wanted:

 � To be quickly assessed after referral by their GP
 �An early diagnosis of cancer
 � Rapid treatment.
They also sought a service that was streamlined, 

with specialist advice, but that was mainly quick 
and convenient. Interesting, but perhaps not 
surprising, is that one of the most stress-inducing 
elements for a patient attending a hospital 
appointment was the need to find a parking 
space! This and the other points became a focus 
for decision making.

The team wanted to diagnose all patients 
with bowel cancer in a more timely fashion, 
reduce wait times (18-week pathway), increase 
capacity by avoiding unnecessary outpatient 
appointments, streamline the patient journey, 
manage a persistent surge in the number of 
referrals, and provide a flexible service that could 
respond to peaks in demand.

The next step was to use existing assets. These 
included an experienced colorectal consultant 
nurse (who was also a nurse endoscopist) and 
an electronic booked admissions programme for 
endoscopy, enabling appointment times to be 

Figure 1. The colorectal telephone assessment pathway (CTAP) has been in use since 2008.

*All appointments/investigation dates and times are chosen by patient at time of the telephone assessment;  
TAC: Telephone assessment clinic; CAB: Choose and Book; CT: computerised tomography; OPA: outpatient appointment

Patient sees GP

GP refers patient to TAC on CAB 
electronically (available within  

10 days)

Referral assessed and triaged 
by nurse consultant

Patient has telephone assessment*

Rectal bleed clinic* Colonoscopy* CT scan Discharged Outpatient clinic*

Tests/Treatment/
DischargeOPA if serious pathology found OR discharged if normal/

benign pathology with management advice; process 
managed by nurse consultant
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given to patients at the first contact. Thus, in May 
2008, the CTAP was introduced.

Colorectal referral options
On introducing the CTAP, there were three points 
of access to the colorectal service for GPs:

 � 2ww/fast-track referrals to the central, rapid 
access cancer team
 �Direct access on CAB to rectal bleed clinics 
(RBC), including flexible sigmoidoscopy
 �CTAP on CAB.

CTAP 
A formal, scheduled telephone clinic for all 
colorectal referrals to the service (other than the 
2ww and direct-access RBC) was set up. The 
referral criterion was all non-2ww colorectal 
referrals that the GP considers appropriate to refer 
for a colorectal assessment. All the referrals are 
triaged by the consultant nurse or, in her absence, 
a colorectal clinical nurse specialist (CNS) under 
the supervision of a colorectal consultant surgeon 
and according to a previously agreed protocol.

If patients request a face-to-face appointment 
or are assessed as unsuitable for a telephone 
assessment (e.g. they have learning disabilities, 
are hard of hearing, non-English speaking, or 
frail and elderly), they are offered an outpatient 
appointment in pre-reserved slots. If, for clinical 
reasons, patients need an outpatient review, 
they too are redirected from the telephone 
pathway to outpatients. These may be patients 
with complex clinical needs or proctological 
symptoms, where endoscopy should be deferred 
or is inappropriate.

The data from the unit show that telephone 
assessment is appropriate in 88% of all referrals. 
These patients are then sent a letter confirming 
their appointment time once it has been booked 
on CAB via their GP. Confirmation of 2 telephone 
numbers, where appropriate, is requested and 
patients are informed that they will be called 
within 30 minutes of their appointment time to 
allow for the inevitable overrunning of clinics on 
occasions. If patients do not answer (DNA) or 
are not contactable, a letter is sent and copied 
to their GP asking them to call in to rebook an 
appointment. If there is no response within 
2 weeks of the letter being sent, they are referred 
back to the GP. Because of patient choice and the 
flexibility of a telephone call, the DNA rates are 
low as opposed to those in a clinic appointment.

During the CTAP, a clinic proforma is completed. 
This includes a clinical assessment based on GP 
information and a series of questions asked by 
the nurse to the patient. This includes the first 
stage of the endoscopy preassessment. The 
second and full endoscopy preassessment is then 
carried out over the telephone by a member of 
the endoscopy preassessment team. The most 
appropriate outcome/test for the patient is then 
booked, in accordance with a protocol. An 
explanation of the chosen test is given to the 
patient, including risks, benefits, and alternatives.

Benefits of CTAP
Introducing this pathway immediately eliminated 
wait times for all non-fast-track referrals. Some 
patients had been waiting up to 13 weeks. This 
was the main driver for the implementation of 
the CTAP and where many of the patients with 
colorectal cancer were sitting undiagnosed.

Once set up, patients can frequently be 
scheduled onto the telephone clinic, and they 
would have their test 2 weeks later. Waiting times 
to investigation were decreased from 10 weeks 
to 3 weeks for all non-fast-track referrals. The 
electronic endoscopy booking system allowed 
the team to see available colonoscopy slots and 
enabled the immediate booking of patients, 
giving them a date for their colonoscopy at the 
time of their telephone appointment.

Telephone clinics provide an extremely flexible 
service as there is minimal set up required. There 
is no outpatient room required, no medical 
records input for note pulling (only referral letter 
required), and no supporting clinic nurse. This 
enables the service to respond flexibly to peaks 
in referrals, e.g. national media bowel cancer 
awareness campaigns.

As the service is consultant nurse-led, referrals 
receive a high-quality and appropriate triage, 
with a consistent approach that GPs learn to 
trust and can depend on, raising the profile of 
the service over time. Being a nurse-led service 
also means that patients receive high-quality 
counselling, whether that be health promotion, 
diet and lifestyle advice, management of 
symptoms or risk, benefits and alternatives to 
different investigations.

Another driver behind setting up the service 
was to incorporate safe preassessment of a 
patient’s suitability for a colonoscopy. During the 
telephone assessment, patients are assessed in 

Berrino F, De Angelis R, Sant M 
et al (2007) Survival for eight 
major cancers and all cancers 
combined for European adults 
diagnosed in, 1995-99: results 
of the EUROCARE-4 study. 
Lancet Oncol 8(9): 773–83

Clements DM, Swarnkar K, 
Pritchard GA, Stamatakis JD 
(2002) The ‘2-Week Wait’ 
applies to only one third of 
cases of Colorectal Cancer. 
Colorectal Dis 4(Suppl 1): 48, 
PO25

Department of Health (2000) 
Referral Guidelines for  
Suspected Cancer. http://
tinyurl.com/ohttato (accessed 
18 September 2014)

Department of Health (2011) 
Improving Outcomes:  
A Strategy for Cancer. http://
tinyurl.com/pw4jyat  
(accessed 18 September 2014) 

Eccersley AJ, Wilson EM, Makris 
A, Novell JR (2003) Referral 
guidelines for colorectal cancer-
do they work? Ann Roy Coll 
Surg Engl 86(5): 402

Foster G, Lightfoot T, Fitzgerald 
P (2002) Cancer fast track 
appointments: help or 
hindrance? Colorectal Dis 
4(Suppl 1): 48, PO23



Gastrointestinal Nursing   vol 12 no 8 October 2014    45

clinical
©

 2
01

4 
M

A
 H

ea
lth

ca
re

 L
td

terms of their risk and suitability for colonoscopy. 
Comorbidity, social support, sedation risk, 
and management of bowel preparation are 
all assessed as part of the service. High-risk 
patients with comorbidity then receive a further 
telephone assessment by an endoscopy nurse 
to ensure safety, e.g. stopping of appropriate 
medication (as per National Patient Safety 
Agency (NPSA) guidelines) or management of 
anticoagulation therapy.

Bowel preparation is sent out to patients by 
post after an assessment has been carried out, to 
determine patient risk factors and suitability. This 
forms part of the overall telephone assessment 
and is a crucial element of the pathway to 
ensure patient safety. To comply with these 
guidelines a ‘patient group directive (PGD) for 
the supply and/or administration of medications 
to patients who require bowel preparation prior 
to lower gastrointestinal endoscopy’ is adhered 
to. This was written and agreed by the team 
of gastrointestinal and colorectal clinicians and 
pharmacists and signed off by the Trust’s drugs 
and therapeutics committee. 

An explanation on the safe use of bowel 
preparation is given to the patient, both at 
the CTAP appointment and the telephone 
endoscopy preassessment appointment. This 
is carried out by a member of the endoscopy 
preassessment nursing team a few days after the 
CTAP. The nursing team also sends out the bowel 
preparation according to the PGD on which they 
would have received training and be signed off 
as competent.

For patients not suitable for home bowel 
preparation, inpatient admission is arranged. 
These patient numbers are small and often relate 
to those coming to the renal unit for preparation.

The setting up of this service immediately freed 
up surgeons’ time to see more complex cases in 
clinic, implying that a different patient group also 
had its waiting times decreased. It also meant that 
the surgeons were doing fewer clinics per week 
and were able to swap this for operating time. 
This proved the financial benefit of the CTAP for 
the Trust and CCG.

Perhaps, the most rewarding outcome of 
setting up the CTAP has been the positive 
feedback from GPs and patients. Interim patient 
and GP questionnaires and surveys revealed very 
high satisfaction rates from both groups (see right 
of page for feedback).

Disadvantages/risks
The CTAP model fits perfectly for patients being 
triaged to endoscopy; however, triaging patients 
to radiology can prove to be more difficult. 
Local radiologists are keen for patients to 
undergo formal clinical face-to-face assessment 
prior to booking any radiological investigation. 
Where colonoscopy is deemed inappropriate 
and a computerised tomography (CT) scan or 
colonography is the preferred investigation, an 
outpatient appointment may be required first.

This may of course vary between Trusts, the 
protocols within radiology departments, and 
relationships of teams. Local negotiation and 
discussions among multidiscipinary team (MDT) 
members is vital for a smooth and workable 
pathway before implementation.

With a telephone assessment service, a patient’s 
first physical assessment is over 2  weeks away. 
No individual is likely to dispute that further vital 
information is gained at face-to-face assessment. 
However, this pathway has been designed to 
address the issues involved in diagnosing a 
patient majority quickly, safely, and efficiently, 
and therefore, the benefits outweigh any possible 
risks in triaging lower risk patients straight to test. 
To some extent, this does rely on high-quality GP 
referrals—much of our groundwork and feedback 
to GPs reiterates how the success of this pathway 
is heavily dependent on high-quality referrals. 
This will be discussed in more detail later.

In achieving its objectives for non-2ww 
patients, the CTAP then began to offer a superior 
service to these patients over that provided 
for 2ww referrals. This is because the service 
allows patients to be first seen in the most 
appropriate setting (after the telephone triage) 
rather than adding in an unnecessary outpatient 
appointment into the patient’s pathway. As most 
Trusts try to accommodate their 2ww referrals in 
any outpatient slot that stops this clock, it means 
that these patients are not necessarily first seen/
assessed in the most appropriate setting, but 
merely one that avoids a breach. DH guidance 
for 2ww referrals states that the clock only stops 
at the date the patient is first seen and not first 
assessed, so introducing this pathway for 2ww 
referrals was complicated. Advice from the DH 
was sought, but more evidence was requested. 
Understandable concern was expressed about 
setting a precedent and that some units might 
introduce a ‘telephone call’ by a (non-clinical) 

❛What a great 
service. Why are 

more NHS services 
not run like this? 

I did not have 
to take a day 

off work for an 
appointment and 

I did not have 
to worry about 

parking at  
the hospital❜

❛A quick, efficient, 
slick, one-stop 

service. I felt 
so much better 

after speaking to 
the nurse on the 

phone and  
I am not nearly 

as anxious about 
having my 

colonoscopy as  
I was❜

❛My GP referred 
me and within 

days I had  
a telephone 

assessment and  
a date for my 
colonoscopy. 

Really excellent, 
patient-focused 

service❜
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administrator to tick the 2ww box, interpreting 
‘telephone assessment’ in its loosest terms.

Outcomes
Is CTAP safe?
Since the service was set up in May 2008, more 
than 4000 patients were assessed via this route up 
until November 2012. A database was kept from 
the outset, recording data such as referral type, 
presenting symptoms, outcome of CTAP, tests 
results, diagnosis, and treatment. The following 
data indicate the success of this nurse-led service:

 � Patients sent straight to test (mainly 
colonoscopy)=87%
 � Patients assessed within 3  weeks of referral 
(unless patient choice)=98%
 � Patients investigated within 3 weeks following 
CTAP (unless patient choice)=95%
 � Patients assessed, investigated, given treatment 
and advice, and returned to GP (no follow-up 
required)=77%
 �Adverse events due to errors in triage=0
 �Cancer breaches from CTAP=0
 � Patients re-referred who then had cancer=1 
(this patient had declined investigation at 
initial assessment).
Regular patient and GP surveys were sent 

out and these reported overwhelming support, 

preference, and satisfaction for the CTAP over 
and above that of a more conventional pathway, 
as described in the ‘benefits’ section (Box 1).

The motivation for setting up this service was 
to ensure equal access to services for all patients 
referred with colorectal symptoms. Inevitably, 
patients referred and assessed via the CTAP are 
diagnosed with other colorectal conditions. 
Wherever possible, all CTAP patients requiring 
colonoscopy are booked on to the consultant 
nurse’s own colonoscopy lists and appropriate 
advice and treatment is given post procedure.

Where this does not happen, or where a 
nonendoscopic investigation is requested, patient 
safety and appropriate management are dealt with 
via a weekly virtual (paper) results clinic, where 
all test results for these patients are returned to 
or looked at by the consultant nurse and acted 
upon. This enables patients with conditions such 
as inflammatory bowel disease (IBD) or coeliac 
disease that require diagnosis upon histological 
confirmation via the virtual clinic, to be informed 
and an onward referral to the gastroenterologists 
made. This has proven to be a quick, efficient and 
robust process of managing patients’ results and 
onward referral safely (Box 1). 

Time to diagnosis
When assessing whether or not this is a service 
that could be adopted locally, consider the 
existing service and whether or not this will offer 
patients a superior pathway to that already in 
place. It may be helpful to re-explore the initial 
reasons for implementation, remembering that, 
historically, nonurgent referrals were taking up to 
23 weeks to receive a diagnosis from the time of 
referral from GP.

As alluded to above, patients referred and 
assessed via the CTAP are diagnosed after a 
median of 4 weeks, whereas 2ww referrals can 
take up to 6 weeks to diagnose owing to delays 
from not seeing and assessing patients in the most 
appropriate setting at the first appointment, but 
merely meeting the 2ww target. It is important to 
analyse the local waiting times, weighing up the 
risks and benefits to change.

Adopting the CTAP principles
The CTAP described in this paper was set up in 
an average-sized district general hospital in a 
relatively rural area on the south coast of England, 
with a population of 220 000. There were very 

Box 1. Information GPs should provide for all referrals
Is the patient unsuitable for a telephone assessment (i.e. hard of hearing, does 
not speak English, has learning difficulties, doesn’t have a telephone, etc.)?

Results of all recent relevant blood tests

Results of all recent relevant stool tests

Results of abdominal and rectal examination done in surgery

Past medical history and list of all current prescription medication, especially 
anticoagulatants, diabetic medication, etc.

Patient’s ability to complete bowel preparation at home

Patient’s social situation, i.e. does he/she live alone, have local support, etc.

Patient’s state of mobility 

GPs should inform patients of the services’s benefits:

Streamlined pathway that enables patients to be assessed quicker and in a 
manner more convenient and flexible to them

Patient still assessed by a colorectal specialist

Telephone call can be taken in privacy of patient’s home

Patient assessed quicker than if seen face-to-face in clinic

Investigated quicker and given suitable appointment time immediately

Reduces unnecessary appointments and making lots of trips to the hospital

Responsive to patient’s needs and is flexible and convenient

If problem is identified, time to treatment is quicker
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few issues in relation to managing a multiracial 
community, with little need for interpreters or 
managing patients’ cultural differences that 
might be difficult to assess via non-face-to-face 
contact. Nor were there issues in managing a 
transient city population, and most patients 
understood their local health provision well. 
Moreover, geography determined that a defined 
number of GP surgeries referred to the service 
and most were well-established practices with 
good relations with the acute Trust.

It is acknowledged that the factors described 
above are not necessarily the case for the 
majority of colorectal services across the country. 
It is therefore important to consider that, with 
regards to CTAP, ‘one size does not fit all’. 
However, in 2012, dissemination work for CTAP 
began through NHS Improving Quality, and it has 
become apparent that there are crucial principles 
that can be adopted by teams, once a service 
review has taken place. 

Discussion
The service redesign was implemented to decrease 
time to diagnosis for all patients with colorectal 
cancer. The improvement was introduced after 
consensus and agreement between the referring 
GPs and the clinical and non-clinical staff who 
provide the service, and has been driven by the 
staff. This CTAP means that patients using this 
service have their diagnosis established and 
discussed at their first visit to the hospital; for 
others, at least one visit to outpatients (the initial 
unproductive visit) was avoided. 

More importantly, these results were achieved 
without additional resources, as this was simply a 
service redesign. The advantages that ensued, in 
particular the freeing up of surgeons to operate, 
meant that the Trust was in fact generating 
income from this change (Table 1).

The standard pathway of an initial clinic 
appointment that generates tests still has a place; 
however, this CTAP makes better use of scarce 
time and facilities in secondary care. It is possible 
that this pathway leads to overinvestigation of 
some patients and that if seen face to face and 
clinical examination performed, a particular 
investigation might not have been requested. 
However, this is not likely to be the case in 
many patients, and if the UK is to compete with 
Europe in terms of the number of early (treatable) 
diagnosis of cancer found, we have to increase 

the numbers of patients we investigate (Berrino 
et al, 2007).

Finally, there is increasing pressure to exclude 
cancer in all patients referred, due to the 
inevitable consequence of the litigious climate in 
which we now work. Developing this pathway 
for all colorectal referrals, including 2ww referral, 
has been proposed, but goes against existing DH 
guidance. Permission has been given via an NHS 
Improving Quality initiative to perform a pilot for 
a CTAP for 2ww referrals, which is underway.

Conclusion
The DH’s Improving Outcomes Strategy (2011) 
states that as part of its major focus on tackling 
late diagnosis in cancer, ‘GPs require better 
access to key diagnostic tests so that, where 
the two-week wait pathway is not appropriate  
but there are symptoms which require 
investigation, this can be done easily’. CTAP 
achieves exactly this.

It is evident that for non-2ww referrals, the 
CTAP is both quicker to diagnosis and safe. It 
would be preferable to receive all colorectal 
referrals via this pathway, to enable earlier 
diagnoses, and provide equality for all patients 
diagnosed with colorectal cancer. In line with the 
recommendations of the Francis report (2013), 
this pathway avoids the neglect of quality in the 
pursuit of avoiding breaches and reaching targets. 
The approach is innovative for the NHS and 
through NHS improvement quality programmes 
is being disseminated nationally. GN
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Note 1 For examples of a CTAP ‘How to Guide’, business case, 
guidelines, patient information, protocols, and clinic proforma, 
please contact harriet.watson@gstt.nhs.uk.

Note 2 The author left the unit being described in 
November 2012, but the service continues at Dorset County 
Hospital NHS Foundation Trust under the lead colorectal 
nurse who was trained to take over management of the CTAP 
service. The author has now set up a CTAP at her current Trust.

Table 1. Nurse-led telephone clinic vs consultant clinic costs

Consultant nurse-led telephone 
triage clinic appointment

Consultant-led face-to-face 
appointment

£100 local tariff (inclusive of MFF) £152 (£120+27% MFF)

A preassessment at a more cost-
effective tariff

Source: Rutherford and Watson, 2013; MFF: Market forces factor
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