
Sporadic Polyp and Post Colorectal Cancer Resection Surveillance in Average Risk Patients: Nurse Endoscopist Led Virtual Clinic Guidelines and Operational Policy

Introduction
This policy details the nurse endoscopist led virtual clinic for colonic surveillance in average risk patients post colorectal cancer and polypectomy (sporadic polyps), to ensure appropriate implementation of The British Society of Gastroenterology (BSG), Public Heath England (PHE) and and Association of Coloproctology Great Britain & Ireland guidelines (ACPGBI)1 . The virtual clinic will assist with planning the frequency and duration of surveillance colonoscopy in average risk patients post polypectomy and post cancer resection.
Colonoscopy is not without risk and endoscopists must assess patients accordingly to see if they are medically fit to undergo colonoscopy surveillance and if they consent to be placed on a surveillance programme. This protocol is only relevant for average risk patients diagnosed with sporadic premalignant polyps and/or post colorectal cancer resection. 
Background
Colorectal cancer (CRC) is a major cause of mortality in the United Kingdom: over 40,000 people are diagnosed and over 16,000 people die from the disease each year1. The vast majority of CRCs arise from premalignant polyps, a process that takes many years2. Endoscopic polypectomy is effective in reducing CRC incidence and mortality3. 
Some patients who have premalignant polyps (adenomas or serrated polyps) detected at colonoscopy are more likely to develop metachronous polyps or colorectal cancer4-6. Endoscopic follow-up of patients with such polyps is referred to as a post-polypectomy surveillance colonoscopy. Surveillance aims to detect and resect metachronous premalignant polyps and to detect lesions missed on the initial examination, thereby preventing cancer and reducing CRC mortality; however, no randomised trial has directly assessed the benefit of post-polypectomy or post-cancer-resection surveillance.
Premalignant polyps are common, occurring in about a quarter to a half of all people of screening age7-10, yet only about 5% of the population will develop CRC during their life; thus, only a minority of people with polyps will develop CRC, and thus the majority of people would not and hence cannot benefit from post-polypectomy surveillance. Indeed, it is an increasingly held view that the greatest benefit in terms of CRC prevention is derived from the initial polypectomy, rather than from subsequent surveillance. Studies have shown that it is possible to stratify the CRC risk and to identify cohorts of patients with a persisting CRC risk beyond index polypectomy11-12, yet even with current risk stratification, surveillance places a considerable burden on endoscopy services: between 10 and 20% of colonoscopies are performed for surveillance13.


Exclusion criteria
This policy is relevant to average risk patients found to have sporadic premalignant polyps at colonoscopy or those post colorectal cancer resection only, the following patient groups will not be included as they currently are part of specific surveillance programmes  managed seperately.
· Family history of cancer patient – under the care of Family Cancer Clinic.
· Lynch syndrome patients – under care of Family Cancer Clinic
· FAP and any polyposis syndromes – under care of Polyposis Registry

Operational Policy for Virtual Surveillance Clinic:
· The endoscopist who performs the colonoscopy and polypectomy is responsible for reviewing the polyp histology within 2 weeks, and acting on any non-benign findings.
· Patients diagnosed with polyps at colonoscopy/flexible sigmoidscopy  cannot be placed on an automatic recall for colonoscopy unless this is needed within 12 months for non-surveillance reasons i.e. polypectomy site check, polyp recurrence or residual polyps in situ.
· In the recall box on the Endovault report the option ‘recall to be decided after review in sproradic polyp and post colorectal cancer virtual clinic ‘ must be completed.
· Colonoscopic surveillance should be determined utilising the BSG/PHE/ACPGBI guidance (see table 1 below).
· The nurse endoscopist led virtual surveillance clinic will assess the histology of patients found to have premalignant at colonoscopy, utilising the guidelines to recommend patients to either have further surveillance or be discharged back to the GP.
· Average risk patients post colorectal cancer resection who have no other pre-malignant polyps will be recalled at 1 and 3 years post cancer resection. If polyps are detected, then they will follow the guidelines as for patients with sporadic polyps.
· The clinic will distribute a letter to both GP and patients advising them of the appropriate surveillance strategy, intervals or discharge. Letters will be uploaded to EPRO and a clinical note placed on GCIS.
· A CT virtual colonoscopy (CTVC) may be more appropriate for subsequent surveillance, especially if the patient had a technically difficult procedure, or has other relevant co-morbidities. This will be decided by the virtual clinic, and the GP advised to request this at the appropriate interval.
· In difficult cases, it may be decided that an outpatient review is needed before deciding on any surveillance. In this situation the outcome of the virtual clinic review will be communicated to the patient, GP and/or relevant consultant, to ensure an appointment is made.
· The outcome of the virtual clinic will be communucated to the endoscopy admin team, including the relevant surveillance recall code. The admin team will place the patient on the relevant trust database recall.
Definitions

The following definitions are used in these guidelines:
Serrated polyp: the umbrella term used to describe hyperplastic polyps, sessile serrated lesions (SSL), SSLs with dysplasia (SSLd), traditional serrated adenomas (TSA) and mixed polyps. 
Premalignant polyp: the term includes both serrated polyps (excluding diminutive [1-5mm] rectal hyperplastic polyps) and adenomatous polyps. It does not include other, benign polyps such as post-inflammatory polyps.
Advanced serrated polyp: a serrated polyp of at least 10mm in size or containing any grade of dysplasia.
Advanced adenomatous polyp: an adenoma of at least 10mm in size or containing high-grade dysplasia. Note – international definitions also include tubulovillous or villous histology, but these are not part of the UK definition. 
Advanced colorectal polyp: the term includes both advanced serrated polyps and advanced adenomatous polyps.
Advanced neoplasia: this term has been used historically to describe the combination of advanced adenomas and colorectal cancers. The GDG feels that the term is outmoded, firstly because it does not include lesions from the serrated pathway, and secondly because it combines 2 entities that have very different clinical significance.


Table 1: Post-polypectomy surveillance recommendations by age
	Colonoscopy findings
	High-risk criteria
	Low-risk (premalignant polyp[s] but no high-risk criteria)
	No polyps

	Within national bowel screening age range or within 10 years of lower age limit
	Colonoscopy after 3 years
	Participate in national bowel screening when invited
	Participate in national bowel screening when invited

	More than 10 years younger than national bowel screening lower age limit
	Colonoscopy after 3 years
	Consider colonoscopy after 5 or 10 years, individualised to their age and other risk factors

	Participate in national bowel screening when invited

	At least 75 years old, or if life expectancy <10 years
	In general, no colonoscopic surveillance recommended
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Appendix 1 

Dear Patient 
This letter comes to you from the endoscopy department. We have recently reviewed your medical records regarding your previous colonoscopy and polyp findings. Based on new national guidelines, undergoing a further colonoscopy is more likely to cause harm than result in any benefit for you. We therefore would not recommend further routine colonoscopy procedures.
If you are between the ages of 60-74 you will still be invited to take part in the NHS Bowel Cancer Screening Programme, which involves returning a stool test kit every 2 years, and we recommend that you continue to participate in the screening programme. 
It is important to be aware of any unusual bowel symptoms lasting for more than 3 weeks, such as:
· change in bowel habit
· bleeding from the back passage
· abdominal pain
· a lump in your abdomen
· unexplained weight loss
If you experience any of these symptoms, please arrange an appointment with your GP.
If you have any questions or concerns please either see your GP or contact the polyp clinic on XXX or by email to XXX
Yours sincerely,

Dr X
Consultant gastroenterologist
Clinical lead for endoscopy
X NHS Trust

Appendix 2
Surveillance Recall Codes:
- BP18: Sporadic polyp 12 month or less recall (e.g. site check post EMR; incomplete polypectomy)
- BP19: Sporadic polyp >12 month recall
- BC19: Post colorectal cancer 1 year recall
- BC20: Post colorectal cancer >1 year recall
- BS18: Family History 2 year or less recall
- BS19: Family History >2yr recall
- BF19: Polyposis
- BU18: IBD high risk 12 month or less recall
- BU19: IBD non-high risk >12 month recall
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