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In response to the recommendations following the Invited Service Review of the Colorectal 

Service at the Royal Liverpool & Broadgreen University Hospitals Trust, August 2018 
 
 
4.1 Recommendations for service improvement  
 
The following recommendations are considered important actions to be taken by the 
healthcare organisation to improve the service.  
 

1 It is strongly recommended that the Trust initiate a facilitated process to repair 
relationships in the Colorectal surgical team.  The planned mediation for two of the 
team should proceed without delay by a neutral professional mediator and should be 
a sustained process over several months.  

 
Response:   

 
Mediation has taken place and has been beneficial. 

 
2 In addition, avenues for team building should be explored and actioned.  

 
Response: 

 

 Off-site away days will be arranged for the colorectal unit. 

 It was agreed that regular, ideally weekly, Colorectal Unit Meetings would 
reconvene and these will be timetabled in all consultants’ job plans. These 
meetings will have clearly defined aims and an agreed agenda. 

3 The Trust should undertake a review of its Clinical Governance framework relating to 
Colorectal surgery in order to ensure that it can enable continuous improvement in 
the quality of services and safeguard high standards of care. Issues for specific 
consideration are outlined below.  These are to provide guidance only and are not 
intended to be an exhaustive list.  

 

 Attendance at MDT by registrars should be supported.  

 There should be dedicated time for discussion of colorectal cases.  

 Time within the Colorectal Cancer MDT should be protected for the 
discussion of patients with colorectal cancer.  Subspecialist MDT’s should be 
given adequate, additional time rather than compete for time with the 
colorectal cancer MDT itself.  

 Colorectal team meetings should be reinstated with clearly defined aims.  

 Attendance at M&M meetings should be strongly encouraged, if not 
mandated and attendance should be time protected. Additionally, current and 
recent morbidity data should be included in discussions in these meetings.  

 
Response: 

 

 MDTs are already well attended. Registrars are encouraged to attend and to 
present cases on a regular basis. 

 Consultants will be expected to attend the entire part of the meeting 
dedicated to discussing colorectal cases. 

 A record of all attendees will be kept. 
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 More time has already been allocated to the discussion of colorectal cancer 
patients. 

Colorectal Unit Meetings (see also item 2 above) 
 

 The agenda for these meetings will include discussion and recording of 
morbidity data eg complications such as leaks and VTE, the appropriate 
allocation of junior medical staff for that week and other Key Performance 
Indicators to be agreed.   

 Admin support will be provided for these meetings. 

 The output of the meetings will be reported to Care Group Clinical 
Governance meetings.  

Mortality & Morbidity Meetings  
 

 All consultants are expected to attend these meetings and they are already 
time-tabled in job plans.  An attendance list will be kept. 

 
4 The Trust should provide opportunity for team discussion on the two-week rule 

service and Surgery School to identify any reasons for varying support and ways in 
which it could be improved/refined.  

 
Response: 

 
Two-Week Rule 
 
There is an inequality in the number of 2 week rule patients included in each 
consultant’s clinic list. However, improvements have been made recently and it was 
agreed that consultants would continue to work towards sharing these patients 
equitably to avoid breaches. 

 
Surgery School 
 
Surgery School is an anaesthetist-led initiative which has recently been introduced. It 
was agreed that arranging surgery school slots at pre-op would be supported by all 
consultants.  

 
5 The Trust should explore options for introducing consultant Colorectal surgical cover 

at weekends.  
 

Response: 
 

This would be very difficult at present because of the impact it would have on 
Monday to Friday services. However,   a unified city-wide colorectal rota will be 
explored following the merge with Aintree in October 2019. 

6 Whilst Colorectal clinical leadership currently falls under General Surgery, the Trust 
should make it clear who, from the team, is the conduit for the Colorectal service. 

Response: 
 

REDACTED – S40(2), the Clinical Director of the Care Group, will ask for 
expressions of interest for the position of Colorectal Clinical Lead, initially for a three 
year period. Human Resources will support the recruitment process. 
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7 In order to allow it to monitor post-surgical leak rates, the service needs to collect 
denominator data. This information would have the potential to add value to 
discussion and learning, and to provide reassurance about the quality of the service 
or identify any issues at an early stage. In addition, the task of recording leaks could 
extend wider than surgeons.  

 
Response: 

 
A register of anastomotic leaks has been maintained for about 5 years following a 
serious incident involving an anastomotic leak. This register has resulted in more 
focus on preventing leaks and on optimising the management of the leaks. Since the 
register was introduced, the mortality rate of patients who suffer leaks has reduced 
markedly from about 30% to under 5%. 

To establish an anastomotic leak rate, the number of anastomoses performed also 
has to be counted. It was agreed that it would be beneficial to know the true leak rate 
but that collecting this information would require support from specialist nurses and 
admin staff. A review of how more support could be provided will be considered. 

4.2 Additional recommendations for consideration 

The following recommendations are for the healthcare organisation to consider as part of its 
future development of the service.  
 

8 The Trust should review current MDT recording processes and consider live screen 
recording and CNSs presenting cases routinely and formalising this role. 
 
Response: 

 
The live recording of decisions made at MDT is now in place.  Cases are presented 
either by consultants, registrars or clinical nurse specialists as appropriate. 

 

9 The Trust should consider whether there is a need for a dedicated Colorectal Clinical 
Lead as part of its review of clinical leadership for general surgical sub-specialties. 
 
Response: 

 
The Clinical Director will appoint clinical leads for the Colorectal Team, the Upper GI 
Team and the Hepato- biliary Surgery Team.  

10 The Trust should engage all of the consultant surgeons in working together to 
collectively formulate a plan to address the current laparoscopic surgery rate over the 
next year. 

Response: 
 

It was agreed that, with immediate effect, laparoscopic surgery will be offered to all 
suitable patients who will then be assigned to the appropriate surgeon. 

11 Following progression in team building for the surgical team, the Trust should 
consider exploring avenues for ensuring a unified team approach to the support 
provided to trainees. 
  
Response: 
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A reduction in the number of trainees has led to gaps in the rota for covering 
outpatients clinics, ward cover and assistance in theatre. At present registrars are 
assigned to particular consultants and are not encouraged to cross cover.  

It was acknowledged that the current consultant pairing arrangement had limitations 
and that a team-based approach may be preferable to ensure that the scarce 
registrar resource is directed to where it is most needed for patient safety. 

12 The Trust could consider introducing a policy for management of inflammatory bowel 
disease 

Response: 
 

It was agreed that the IBD policy would be updated. The new Colorectal Lead will 
work with the IBD lead, REDACTED – S40(2),, to develop the Terms of Reference, 
KPIs and the agenda  for a regular Inflammatory Bowel Disease MDT. The Clinical 
Director, REDACTED – S40(2),, will ensure that the infrastructure is provided to 
support this MDT.  

 

 


