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Radiographer Practitioner CT Colonography (CTC) Service  
Scheme of Work 


 
Introduction 
 
The CTC service provided by the Diagnostic imaging Department of Peterborough & 
Stamford Hospitals NHS foundation trust will be a Radiographer led service under the 
Guidance and direction of The Principal GI Advance Practitioner & the specialist GI 
Radiologist. 
 
Within the service suitably trained GI practitioners will be responsible for conducting CTC 
& Rectal Gastrografin contrast examinations. GI practitioners will also be responsible for 
the reporting the colonic aspects of CTC examinations, with extra viscera findings being 
reported independently by Consultant Radiologists. 
 
The performance and reporting of examinations will be undertaken in accordance with the 
scheme of work set out in this document. 
 
Vetting of CT colonography requests 
 
This may be performed by any trained member of the team. Requests will be reviewed and 
vetted for booking if the referral criteria are met. Routine surveillance scans for the 
colorectal team, BCSP and short term repeat examinations should be annotated in the 
comments box for 2 low dose scans. Any queries or requests outside the scope of these 
referral guidelines should be directed to Dr McKeown, however GI practitioners should 
attempt to gain extra information where appropriate to expedite the vetting process.  
 
Performing Examinations 
 
This can be undertaken by any suitably skilled and qualified GI Practitioner, having under 
taken the required training scheme, or a Consultant Radiologist.  The GI Practitioner will 
be acting as practitioner in authorising and justifying the examination under IRMER. 
Advanced GI practitioner will be authorised to choose the most appropriate scanning 
protocol for the individual patient, this may include the administration of IV contrast without 
rectal CO2 and the undertaking of appropriate staging scans following the identification of 
colonic carcinoma, ensuring all CT departmental protocols for such scans are adhered to. 
If the GI practitioner or advanced practitioner is uncertain as to the most appropriate 
scanning protocol they should seek advice from the Principal Advanced GI Practitioner, 
specialist GI Radiologist or the duty Radiologist.  
 
Note: Where a CTC examination requires intubation via a stoma this MUST be carried out 
by a Consultant Radiologist and not by an Advanced Practitioner.  
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Where a radiographer has been selected to as a Trainee GI Practitioner they can also 
undertake performance of CTC examinations under the supervision of a qualified 
Advanced GI Practitioner or Radiologist, as part of their initial training.  
 
 
 
The initial training, which will be recorded on a training checklist, will include: 
 


 Examination justification & contra-indications 


 Departmental & service protocols 


 Consenting process 


 Use of CO2 insufflation machine 


 Insertion of rectal tube 


 Administration of Buscopan 


 Scanning technique 
 
 
Following successful completion of this initial training the trainee GI radiographer will be 
allowed to perform CTC examinations within the following framework: 
 


 The first 35 CTC examinations performed by a Trainee GI Practitioner must be 
performed under the direct supervision of an allocated Advanced GI Practitioner 
mentor. The Trainee GI Practitioner must maintain a reflective record for each of 
these examinations (see attached pro-forma) in a clinic evidence log, which will be 
reviewed by their mentor. 


 


 If deemed competent, having completed 35 procedures, the trainee will then be 
allowed to perform CTC examinations without the need for direct supervision. 
However these examinations must only take place when there is a qualified 
Advanced GI Practitioner or specialist GI Radiologist available within the 
department at the time of the examination, to whom they can refer any difficulties.  


 


 Trainee GI Practitioner will only be able to undertake CTC examination without the 
above supervision requirements once they have completed a validated CTC course. 


 
Monthly audits of examinations will be undertaken to identify sub-optimal studies. Where 
results from these audits indicate that there is a statistically significant variation in the 
quality of scans by individual practitioners, which cannot be explained by factors outside 
the control of the practitioner, then actions will be agreed with the practitioner in order to 
provide support and training to improve performance. If, following such additional support, 
the practitioner’s performance does not improve then the GI Specialist Radiologist will 
discuss with the individual and the departmental management team their suitability to 
continue in the role of GI Practitioner. 
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Reporting of Colonic finding from CTC Examinations 
 
The specialist GI Radiologist, other suitably qualified Radiologists and the Principal 
Advanced GI practitioner are deemed competent to singly report the Colonic findings from 
CTC examinations. Single reporting of CTC studies will only be take place in exceptional 
circumstances where there is likelihood that the patients’ pathway will be severely affected 
by any delay awaiting a double report.  
 
All other GI Practitioner will participate in the double reporting of CTC studies. One of the 
practitioners involved in the double reporting process must be an advanced practitioner or 
specialist GI radiologist. All CTC scans performed under the Bowel Cancer screening 
programme must involve a specialist GI Consultant radiologist as one of the double 
reporters. 
 
The development of reporting competence by practitioners will be in accordance with the 
following route: 
 
 
Trainee GI Practitioner 
 
Once they have attend a suitably validated CT colonography training and reporting course 
reporting practice the trainee GI practitioner can commence their participation in the 
double reporting system.  
 
Initially they will begin by filling in a findings table on a reporting pro-forma (attached); 
comments about the examination can be added where necessary. The completed pro-
forma should be forwarded to the GI Specialist Radiologist or Principal Advanced GI 
Practitioner who will undertake the formal reporting process and provide feedback to the 
Practitioner, this process should be completed for the first 50 cases.  
 
The Specialist GI Radiologist, following discussions with the Advanced GI Practitioners, 
will then decide if the practitioner is sufficiently competent to undertake initial reporting on 
the CRIS system, which can then be double reported by an Advanced GI Practitioner or 
Radiologist.  
 
If deemed competent they will become a Junior GI Practitioner. If the practitioner is not 
deemed sufficiently competent the specialist GI Radiologist will provide feedback to the 
Practitioner and agree a continuing development programme with them and they will retain 
their trainee status. 
 
If, following such additional support, the practitioner’s performance does not improve then 
the GI Specialist Radiologist will discuss with the individual and the departmental 
management team their suitability to continue in the role of GI Practitioner. 
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Junior GI Practitioner 
 
Once deemed competent the Practitioner can complete a further 100 cases as 1st reporter. 
On completion of these cases the Practitioner will be audited for accuracy, including 
sensitivity and specificity. If a 95% accuracy rate is achieved at audit the practitioner will 
then be deemed an Advanced GI Practitioner and be able to double report all CTC 
examinations. 
 
If the practitioner does not achieve 95% accuracy rate the specialist GI Radiologist will 
provide feedback to the Practitioner and agree a continuing development programme with 
them and they will retain their Junior GI Practitioner status. 
 
If, following such additional support, the practitioner’s performance does not improve then 
the GI Specialist Radiologist will discuss with the individual and the departmental 
management team their suitability to continue in the role of GI Practitioner. 
 
Advanced GI Practitioner 
 
Advanced GI Practitioners can participate fully in the double reporting either acting as the 
primary or second reporter. Advanced practitioners can also vet CTC requests, within the 
CTC referral guidelines and dispense Gastrografin and/or Picolax bowel preparation if they 
have signed the relevant PGD.  
 
All Advanced GI Practitioners will be required to perform a minimum of 40 CTC 
examinations and report at least 100 CTC examinations annually and to undertake and 
record relevant CPD activities. An ongoing clinical audit will be undertaken, through which 
each Practitioner’s practice will be assessed for accuracy, sensitivity and specificity 
against agreed standards. 
 
If an Advanced GI Practitioner does not achieve 95% accuracy rate, based on the annual 
audit or if there performance through the year warrants concern the specialist GI 
Radiologist will provide feedback to the Practitioner and agree a continuing development 
programme with them. 
 
If, following such additional support, the practitioner’s performance does not improve then 
the GI Specialist Radiologist will discuss with the individual and the departmental 
management team their suitability to continue in the role of GI Practitioner. 
 
Double Reporting Process 
 
The technical performance and reporting style for all CTC reports should be in accordance 
with the ‘CTC Reporting Technical specification Protocol’ 
 
The following examinations will require that one of the reporters involved in the double 
reporting of the examination is the Specialist GI Radiologist, or in their absence the 
Principal Advanced GI practitioner or the Duty Radiologist: 
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 BCSP patient (must involve Dr McKeown or in her absence Dr Gruber) 


 Where there is unusual or equivocal colonic pathology identified. 
 
One of the Radiographers involved in the double reporting process must be an Advanced 
GI Practitioner’, experienced in the reporting of CT Colonography (i.e. have performed and 
reported over 100 examinations, whilst maintaining a 95% accuracy rate).   
 
Double reporting should be completed with each reporter working independently.  
Practitioner 1 should record a provisional report on CRIS as soon as practicable after the 
examination has been completed.  The images must then be reviewed by Practitioner 2 
who completes the double reporting process with one of the following outcomes: 
 


 If no significant differences are apparent the report can be placed in a relevant 
Radiologists basket to report the extra viscera aspects of the examination and verify 
the final report on CRIS. 


 


 If differences in the reports are evident, the Practitioners should discuss the 
examination and agree to a common report. The report can be placed in a relevant 
Radiologists basket to report the extra viscera aspects of the examination and verify 
the final report on CRIS. Discrepancies can be classified as follows: 


 
 Minor Discrepancies 
 


 Polyps or possible lesions of more than 5mm but less than 1cm 


 3 or more sub 5mm but over 3mm polyps. 


 Areas of extensive uncomplicated diverticular disease 


 Any complicated diverticular disease 
 
Major Discrepancies 
 


 Polyps or lesion of 1cm or larger 


 Colonic carcinoma 


 Strictures 


 Other significant omissions as confirmed by Specialist GI Radiologist 
 


 


 If the Practitioners still disagree, the advice of the Specialist GI Radiologist, or in 
their absence the Principal Advanced GI practitioner, MUST be sought. Their 
advice/opinion will be final and they will enter the final report on CRIS. 
 


 Where minor or major discrepancies in reporting are identified these must be 
recorded on the discrepancy spreadsheet in the CT colonography file held on the 
departmental ‘R’ drive.  
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 The service aims to achieve 
 


- 80% of all CTC lists initially reported on the day of the examination.  
-  
- 80% of all CTC lists double reported on the day of examination.  
-  
- The final report, including the extra viscera findings, reported within 10 


working days of the examination date. 
 


 Fast tracking of CT Colonography examinations; where Patients who have 
imminent Out-Patient appointment, or Patients with serious or previously unknown 
pathology. In these instances the whole double reporting process should be 
completed as soon as practicable after the examination.   


 


 If a cancer is identified at the time of imaging then a full contrast enhanced staging 
scan should be performed provided that there are no contraindications to contrast.  


 


 If a cancer is identified at the time of reporting then a staging scan should be 
booked as soon as possible for all patients under the age of 80.  
 


 In all cases of identified Colorectal cancer  Practitioners must follow the ‘Protocol 
for Newly Diagnosed Patients with Colo-Rectal Cancer’ 


 


 In-patient examinations.  CTC examinations are not classed as an acute diagnostic 
study and should not be routinely performed for in-patients. Where it is agreed due 
to clinical or social needs that a CTC examination should be undertaken as an in-
patient then the protocol for the performance of in-patient CTC examinations should 
be followed.  A record of the examination performed should be written in the notes 
of all in-patients, including a note to say that a formal report will follow.  This must 
clearly state the date and time of the examination, as well as the name and 
designation of the person performing the examination.  A provisional report should 
be placed on CRIS within 3 working day of being performed and should be verified, 
where practical, within 5 days of being performed. 


 
 
 
Protocol agreed by ……………………………… Dr B McKeown, Supervising Radiologist 


 
         Date …………………………..
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Example Only 


Radiographer Report on CT Colonography 
Radiographer –  


 
Patient –  
DIS 
 
Findings 


AREA 
 


SUP  # PRONE # TYPE SIZE Comment 


 
 


     


 
 


     


 
 


     


 
 


     


 
 


     


 
 


     


 
 


     


 
Comments / Provisional colonography report (delete as applicable) 
 
 
 
 
 
 
Requesting Info 
 
 
 
 
 
Final Report 
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Example Only 
Trainee GI Radiographer:  
 
CTC Clinical Training Log – No: 
 


Date Brief Clinical 
history 


Examination 
Overview 


Trainee’s analytical reflection: 
 
 
 
 
 
 
Supervising advanced GI Practitioner 
feedback: 
 
 
 
 
 
Action Plan: 


 


Assisted Unassisted Satisfactory Unsatisfactory 


    


 
 
Advanced GI Practitioner Signature: 
 
 
Date:  
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Example Only 


CTC Initial Training Checklist 
 


Trainee…………………………………. 
 


Activity Date  
Completed 


Read & understand all Department CTC protocols  


Read Buscopan medical data information for contra 
indications & drug interactions. 


 


Removed and replaced CO2 cylinder.  


Demonstrated use of all CO2 Insufflator controls.  


Written record of consenting process  


Undertake scanning protocols  


Read & understood all patient information  


Read & understood all relevant PGD’s  


Training on rectal catheter use  


All mandatory training up to date  


 
 


Initial training completed     
 
 
 
……………………………..     …………………………… 
Adv GI Practitioner     Date 
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LEEDS TEACHING HOSPITALS NHS TRUST 


CLINICAL RADIOLOGY  


 


WRITTEN SCHEME OF WORK FOR RADIOGRAPHER PRACTITIONERS 
UNDERTAKING CT COLONOGRAPHY (CTC) REPORTING  


 


 
This scheme of work is specific to those individuals designated as Radiographer Practitioner who have a defined role in 


the reporting of CT colonography. It is essential that all Reporting Radiographer Practitioners who undertake CT 


colonography reporting understand that they are responsible and accountable for their individual performance. The 


following written scheme of work should be used in conjunction with current and future statutory and professional 


codes to guide practice. 


 


1. The Radiographer Practitioner will have successfully completed a recognised Post Graduate course of study which 


includes training in the assessment and reporting of CT colonography. 


 


2. Radiographers should hold a PostGraduate Certificate in Radiographic Image Interpretation or equivalent. 


 


3. During an initial introductory period an agreed number of cases will be reported. These cases will be audited and, 


subject to a satisfactory review of performance (to be agreed locally), the radiographer will commence first line 


reporting. 


 


4. During their reporting sessions the reporting radiographer will report on patients referred from physicians within 


LTHT (out patients and in patients), GP’s, fast track patients and patients referred via the National Bowel Cancer 


Screening Programme. 


 


5. The reporting radiographer will perform vetting of referrals according to written referral guidelines and select cases 


that do not meet these guidelines for further discussion with a consultant GI Radiologist. 


 


6. The reporting radiographer will act as a point of reference for patient and clinical queries regarding CT 


Colonography examinations. 


 


7. A report will be only given pertaining to the colonic findings. All extra colonic anatomy will be reviewed and reported 


by a radiologist. 


 


8. In the advent of colonic perforation at CT colonography, the reporting radiographer can contact the on-call surgical 


team for review of the patient. This is in accordance with the departmental protocol for acute perforation at CTC. 


 


9. In the advent of a patient having an attack of acute angle glaucoma precipitated by an injection of Buscopan at CT 


colonography, the reporting radiographer can contact the on-call ophthalmology team for review of the patient. This 


is in accordance with the departmental protocol for the onset of acute angled glaucoma at CTC. 


 


10. The reporting radiographer will be able to sanction the CTC scan to be performed without the use of IV contrast if 


the patient’s eGFR is deemed to be too low. This is in accordance with the departmental protocol for low eGFR. 


 


11. The reporting radiographer may undertake CTC examinations on a patient via their stoma if clinically appropriate 


and required by the radiographers conducting the CTC list. 


 


12. In the advent of a CTC not being able to be performed due the failure of colonic insufflation then the reporting 


radiographer will be able to change the examination to a chest/abdomen/pelvis scan. If this is the case then a 


radiologist will report the entire examination as the intra-colonic lumen will not be able to be assessed. 


 


13. If a patient is deemed to be unfit for a CTC examination on their arrival to the department then the reporting 


radiographer will be able to change the examination to an abdomen/pelvis scan using their professional judgement. 


 


14. The report will be a description of the findings which may include diagnostic and pathological terms and may 


discriminate between normal and abnormal appearances. 


 


15. Recommendations for further imaging, when indicated, could form part of the descriptive report. 
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16. Recommendations on the further medical management or treatment of the patient should not be included. 


 


17. The radiographer should seek the opinion of a Radiologist where interpretation is likely to be complex. The 


radiographer should also seek the opinion of a Radiologist where a colon cancer is diagnosed, a complication of 


the procedure arises or where there is a participant in the Bowel cancer screening programme to facilitate urgent 


reporting of the case. 
 


18. Reports will bear the name of the Radiographer Practitioner. 


 


19. The findings of the examination can be disclosed to the patient. 


 


20. The Radiographer practitioner will generate reconstructed images as a part of the image interpretation process for 


any abnormalities detected to assist in reporting and further patient management.  


 


21. Radiographer Practitioners in this role should be aware of the local policies and procedures and their 


responsibilities relating to radiographic reporting. A job specific risk assessment should be performed for each 


individual who agrees to undertake this role. 


 


22. The principle of Radiographer reporting has been accepted by and agreed with the Trust. A register of 


radiographers who are appropriately trained and qualified to report according to this Scheme of Work will be kept 


by the Radiography Service Manager with line responsibility for the individual Reporting Radiographer. 


 


23. Each Practitioner is expected to perform a yearly audit project focussed on the CT Colonography service which will 


be presented to the authorising radiologist. 


 


24. This scheme of work should be reviewed bi-annually and updated accordingly. An updated copy should be issued 


to each Radiographer Practitioner with reporting responsibility and an additional copy will be place on the 


Radiology I drive. 
 


 


 


 


GOVERNING LEGISLATION/GUIDANCE 


 


Positive Identification of Patients Policy – LTHT Reviewed 2012 


Standards of Conduct, Performance and Ethics - HCPC 2008 


Standards of Proficiency - Radiographers - HCPC 2013 


Code of Professional Conduct  - SCoR 2013 


Team working in Clinical Imaging – SCoR 2012 


Preliminary Clinical evaluation and Clinical Reporting by Radiographers: Policy and Practise 


Guidance – SCoR 2013 
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CT COLONOGRAPHY 


 
Peterborough Hospitals 


 
 
CT Colonography (CTC) is the gold standard radiological examination of the colon.  The 
primary use is in the detection of carcinoma and polyps. It is a relatively high radiation dose 
examination and as such the risks must be considered and explained to the patient by the 
referrer, patient preference alone is not considered sufficient to refer for CT Colonography 
over conventional colonoscopy. 
 
It must be noted however that, as with all investigations of the colon, the bowel must be 
correctly prepared. Patients undergoing this procedure must therefore be able to tolerate 
this bowel preparation, in our practice oral Gastrografin, which is likely to cause extensive 
diarrhoea and may lead to electrolyte imbalance.  
 
The procedure involves the insertion of a rectal tube, inflation of the colon and the injection 
of Buscopan. The patient then has to be able to move into supine, prone and decubitus 
positions. Patients referred for CT Colonography must be able to do this.  
 
Some modification of bowel preparation and technique is used in patients with renal failure 
or a known allergy to Iodine.  Please inform the department when requesting if patients 
suffer from diabetes, renal failure or has an allergy to iodine. 
 
Patients who cannot tolerate bowel preparation or move on the table are not suitable for 
this examination.  A CT scan of the unprepared bowel with oral contrast can be performed 
as an alternative.  This only detects large advanced tumours.  
 
HOSPITAL REFERRALS ONLY - This examination is rarely suitable for in-patients as it is 
rarely successful during acute illness.  Requests should be made for out-patient attendance 
once the patient has been discharged from hospital.  If required, ward admission can be 
organised (by the referring team) for the duration of the bowel preparation. In the rare event 
that an in-patient CT Colonography is required, this should be discussed prior to requesting 
with either XXXXX Consultant Radiologist, XXXXXX, Consultant GI Radiographer or one of 
the Advanced GI Practitioners.  
 
Pre-requisite examinations: 
 
All patients referred for CTC must have undergone an examination of the rectum prior to 
referral. This can either be a digital rectal examination or sigmiodoscopy. The type of 
procedure and findings should be stated on the referral.  
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Age Considerations: 
 
Due to the relatively high dose of radiation involved in the procedure the following criteria 
will be implemented when considering acceptance of a CTC request: 
 


A. Patients under the age of 45 
Requests for CTC examinations for patients under the age of 45 will only be 
accepted where colonoscopy has been attempted and failed or where there are 
significant co-morbidities which would make CT Colonography a more suitable 
examination to colonoscopy. The clinical history provided should clearly state failed 
colonoscopy or outline the reasons why CT Colonography is considered more 
appropriate to Colonoscopy. 


 
B. Patients aged 45 to 65 


Requests for CTC examinations for patients in this age group should clearly state 
why they are unsuitable for Colonoscopy. Patient preference alone, whilst a 
consideration, is not in itself a valid reason for referral for CTC over colonoscopy.  


 
 
Indications for CT Colonography: 
 


1. Symptomatic patients in whom carcinoma is suspected: 


 Weight loss with anaemia, associated PR bleed or palpable mass related to 
the colon.  


 Iron deficiency anaemia of unknown cause (low haemoglobin and ferritin) 


 Change in bowel habit with abdominal pain.  


 Diarrhoea which is persistent for at least six weeks with a family history of 
bowel cancer. 
 


2. Failure of/ or incomplete colonoscopy for any reason. 
 


3. Patients with distal carcinoma to identify proximal synchronous tumours.  
 


4. Investigation of diverticular disease in the non-acute phase. 
 


 
CT Colonography is NOT indicated for the following conditions: 
 


1. The investigation of inflammatory bowel disease – endoscopy is required for this as 
colonography will only demonstrate late advanced stages. 
 


2. In our practice we do not offer colonography as a screening procedure for the 
detection of polyps.  Colonoscopy is preferred so that polyps can be removed or 
biopsied. 
 


3. Localised rectal symptoms. 
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Contraindications to Colonography: 
 


1. Acute abdomen. 
 


2. Colonic obstruction  
 


3. Acute diverticular disease where local perforation may have occurred, these patients 
can be investigated by colonography after the acute phase has been treated. 
 


4. Patients who are not fit for bowel preparation – please see note above. 
 


5. Physical weight limit – the CT scanner can only accommodate patients weighing up 
to 180 kilograms and with a maximum diameter of 65 cm. 
 


6. Recent abdominal surgery or deep endoscopic biopsy or polypectomy. CT 
Colonography can be performed after a suitable recovery period, normally 4 weeks. 
 


7. Possible toxic mega colon. 
 
 


   
 
XXXXXXX 
Consultant Radiologist 
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18 week patient 


 


Yes / No 
 


  
 
CT COLONOGRAPHY REQUEST 


 
Please complete all sections in full 


County Hospital 
X-Ray Department 


Weston Road 
Stafford 


ST16 3SA  


Surname: Forename: 
 


Please 
Indicate 
Mobility 


Walk Chair Trolley 


Unit No: NHS No: D.O.B: 
 


   


 
Referring 
Consultant 
 
 


 For women between the 
age of 12 and 55: is there 
any possibility of 
pregnancy? 
 
Please give LMP date 


 
Yes / No 
 
     /     / 


IP / OP 


Ward: 


Patient’s 
Home 
Address: 
 
 
 


 Is the patient over 25 Stone? 
 


Yes / No 


Tel. Home: Work: Mobile: 


Lower GI Investigation Guidelines 
 
Patient under 40:      refer for colonoscopy 
 
Palpable abdominal / pelvic mass:     CT 


 
Rectal bleeding; chronic diarrhoea; change in bowel habit with anaemia or bleeding: refer for colonoscopy. 
 
CTC. Colonography if:  poor performance status; contraindication to colonoscopy; incomplete colonoscopy; 
distal stricture; change in bowel habit without bleeding or anaemia 


 
 


Clinical Indications                         (completed by referrer) 
 


Clinical History including PMH 
 
 
 
 
 
 
 
 
 
Colonoscopy findings if undergone 
 
 
 
 
 
If clinical details are inadequate, requests will be returned 







M:\CTC live\CTC Colonography Request Form County.doc 


Is there a history of malignancy? State site, date and treatment (if not specifically mentioned above) 
 
 
 
 
 
 
 
 
 
 


Priority: 
 
Patient review 


Emergency 
 
 
     /     / 


Urgent Standard 2 Week cancer Pathway 
 
 


Bowel Preparation: 100mls Gastrografin and low residue diet as directed on diet sheet 
 
Contraindication to Gastrografin: 
 


 
1. 
 


 
Allergy to iodine (other than topical iodine) 


 
Yes 


 
No 


 
2. 


 


 
Hyperthyroidism 


 
Yes 


 
No 


 
3. 


 


 
Aspiration 


 
Yes 


 
No 


 
4. 


 


 
Fluid / Electrolyte imbalance 


 
Yes 


 
No 


 
 
Is there a history of previous contrast reaction? 
 
Does patient have a reduced mobility? 
(extra time allocated) 


 
        
       Yes / No 
 
       Yes / No 


 
 e-GFR= 
 
………… 


 
e-GFR was 
requested 
today and will 
be available 
by the date of 
the scan 
 
………………. 
 


Prescription for 100ml Gastrografin to be taken 1 day before procedure as directed 


 
 
 
Signature ……………………………………………………………. 


 
I have assessed my patient for this procedure and confirm that there is no contraindication or 
clinical reason why they should not receive the standard bowel diet sheet. 
 
 
 
Referring Clinician name…………………………….. Signature ……………………………………………… 
 
Date: ………………………………………. Bleep …………………………………. 
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Procedure for CT Colonoscopy – Bowel cancer Screening 


Programme 


 


1.0 Scope & Purpose 


This procedure applies to all practitioners leading or assisting with CT colonoscopy within the 


Clinical Imaging Department.  


 


Responsibilities 


Registered staff have a duty of care which cannot be delegated at any time. The individual 


practitioner must ensure they are competent to undertake the procedure to the standards 


within this document. The Team Leader is responsible for ensuring that sufficient and 


appropriate training is available. The Radiographer/ Radiologist acting as operator is 


responsible for ensuring adherence to Radiation Regulations. 


 


2.0 Related Documentation 


RCHT Patient Identification Policy 


RCHT Consent to Treatment/Examination 


RCHT Standards of Record keeping 


RCHT Infection Control 


RCHT Radiation Safety Policy 


If non-medical practitioner, Patient Group Directions 


Aftercare patient information sheet 


 


3.0 Equipment 


 


 Trolley 


 Injection tray x 2 


 Examination gloves  


 Protocol Insufflator 


 Tube set for use with Protocol Insufflator  
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 Non sterile gauze 


 Aqua Gel 


 Tape 


 5mls Sodium Chloride 0.9% 


 20mg Ampule of Buscopan (Hyocine N Butyle Bromide) 


 5ml syringe 


 2ml syringe 


 drawing up needle 


 filter needle 


 red bung 


 Sodium chloride syringe label 


 Aftercare leaflet 


 Large paper roll 


 Detergent wipes 


 Tubigrip 


 


4.0 Method 


4.1 Pre- procedure - equipment 


1. Clean scanner table mattress and pillow with soapy wipes 


2. Cover scanner table mattress with paper roll and cover pillow with clean pillow case. 


3. Clean Protocol machine with detergent wipes and attach tube set. 


 


4.1.1 Pre - procedure - patient 


1. Call patient from waiting room and take them into the CT prep room. Obtain positive 


identification as per RCHT Policy for Patient identification and confirm the patient is 


attending for CT Colonoscopy.  


2. Confirm that the patient has taken the bowel preparation as directed. 


3. Establish if there are any contraindications to the administration of Buscopan. 


4. Insert a Blue (22g) cannula using an ANTT technique. 


5. Cover cannula site with tubi-grip 


6. Show patient to the changing cubicle and ask them to change into a gown.  


Note all of the above may be performed in the CT scan room 
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4.2 Procedure 


 The radiographer will take the patient into the CT scan room, introduce themselves and 


explain their status 


 Complete CT checklist 


 Check the patient’s ID and confirm they are attending for a CT colonoscopy. 


 Check there is no possibility of pregnancy in women of child bearing age 


 Confirm that the patient has taken the bowel preparation as directed. 


 Establish if there are any contraindications to the administration of Buscopan  


 Obtain verbal consent for the procedure to take pace 


 Ask the patient to lie on the scanning table on their left hand side 


 Apply PPE – plastic apron and examination gloves. 


 Administer Buscopan in accordance with the PGD. 


 Insert the rectal catheter and tape in place to secure the position. 


 Remove examination gloves and wash hands. 


 Administer the appropriate amount of carbon dioxide using the protocol insufflator 


 Acquire the first sequence of images in the left lateral decubitus position. 


 If it is not possible for the patient to turn on their left side the images may be obtained in 


the right lateral position. 


 Review scout images to ensure that optimal colonic distension has been achieved. 


 If necessary insufflate more gas before continuing 


 In accordance with imaging protocols obtain low dose cross sectional images. 


 Review images and perform a ‘first read’. If a large polyp, colon cancer or significant 


extra colonic abnormality is demonstrated perform the supine series with IV contrast. A 


CT thorax should also be performed.  


 Turn the patient into the supine position. 


 Review scout images to ensure that optimal colonic distension has been achieved. 


 If necessary insufflate more gas before continuing 


 In accordance with imaging protocols obtain cross sectional images (with IV contrast if 


indicated) 
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 Check that images have been obtained with optimal bowel distension. If required 


additional low dose views should be obtained in an alternative position – either right or 


left lateral decubitus to ensure the bowel is fully distended. 


 


 


 


 A CT Thorax may be performed if indicated. 


 Wash hands and apply PPE – plastic apron and examination gloves. 


 Remove the cannula and apply dressing. 


 Change examination gloves 


 Ask the patient to turn onto their left hand side and remove the rectal catheter. 


 Remove PPE and wash hands 


 Help the patient from the scanner table. 


 Give the patient an aftercare leaflet  


 Advise the patient how and when they will get the results. 


 Assist the patient to the toilet and direct them to the changing cubicle. 


 Clean the scanner table and pillow with soapy wipes. 


 


 


5.0 Radiation Dose  


The Operator holds the responsibility for assuring compliance to the Ionising Radiation 


Regulations (1999) and IR(ME)R 2011.  


 


The radiation dose is documented on the CRIS system. Unexpected high doses of radiation 


must be reported to the team leader and RPS for investigation. 


 


6.0 Audit/ Monitoring 


  


How will this protocol/ 
procedure/guideline be 
monitored?  


 
Quality audit and patient survey 
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Who is responsible for 
the audit/monitoring and 
actions which may 
arise? 


 
 
 
Christine Bloor  


 
In which meeting will 
the results be reported/ 
discussed? 


 
Clinical Imaging Audit meeting. 


 
What is the frequency 
of the audit/monitoring? 


 


Annually  


 


 


7.0 Dissemination, Implementation and Access to this document 


The procedure should be implemented and disseminated through the department immediately 


following approval and will be made available on the shared drive. Access to this document is 


open to all. 


 


8.0 Process for Review 


The document is reviewed every 3 years unless practice dictates otherwise. 


 


 


 


9.0 References 


Department of Health (2007) Guidance on the establishment and use of “Diagnostic 


Reference Levels” (DRLs) as the term is applied in the Ionising Radiation (Medical 


Exposure) Regulations 2000 Department of Health, London 
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CT COLONGRAPHY PROTOCOL 
 
Note: Prior to daily commencement of scanning, perform machine warm-up and daily 


Quality Assurance test and log the results. 
 


1. Indication for procedure justified and valid request form. 


2. Prepare the room by filling the pump with the appropriate contrast agent, set 
the IV cannulation trolley, make the bed including pad and prepare the 
insufflation trolley. Check CO2 cylinder. Attach rectal intubation set to the 
insufflator and inflate and deflate balloon to reduce resistance prior to use. 


3. Meet and greet the patient, confirm their identity, and check that they have 
taken the preparation; ask them to get undressed and to go to the toilet 
before coming round to the CT scanner. Answer any questions the patient 
may have. 


4. When ready place the patient on the bed, explain the procedure and run 
through the CTC Assessment form. 


5. Offer patient an opportunity to ask questions and then request their 
permission to proceed. 


6. Check there are no contra-indications to IV contrast or Buscopan then insert a 
cannula. 


7. Administer the IV Buscopan (20 mg), and inform the patient that they may get 
a dry mouth and blurred vision for approximately 15 minutes. They must not 
drive until their vision returns to normal. 


8. Lay patient on left side and insert rectal tube, safely inflate the retaining 
balloon. 


9. Start CO2 insufflation, carefully observe the patient and the insufflator 
pressure / volume indicators. Stop insufflation and seek radiological advice if 
patient is in severe pain. This combined with a high pressure and low volume 
increases the risk of perforation possibly due to an obstructing tumour. 


10. Reassure the patient  


11. When approximately 2 litres of Co2 has been administered, turn the patient 
supine.  


12. If the patient complains that it is uncomfortable you should try and ask them 
to endure it for a few minutes (explain that we get better images if the bowel 
is fully distended). If necessary consider reducing the pressure. 


13. An indication that sufficient distension has been reached is when the digital 
pressure has stabilised (around 20-25mmHg, approximately 4 litres of CO2). 


14. Connect to IV pump, ensuring there is no air in connector tubing. Position the 
patient for the first supine scan, pad under knees or arms as required, arms 
above head inserted into the scanner. 


15. Perform topogram, check that there is sufficient bowel insufflation and that the 
area to be scanned is covered. 


16. Perform supine scan with IV contrast. 
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17. Review image dataset for identifiable signs of perforation (best on lung 
windows) STOP INSUFFLATION IF FREE AIR VISIBLE AND SEEK 
IMMEDIATE RADIOLOGIST ADVICE. 


18.  Assess for major pathology and perform colonic segmental insufflation rating. 


19. Discuss any critical findings with a Radiologist. Only perform unenhanced CT 
Chest under Radiologists guidance. Document the name of the authorising 
Radiologist on CTC assessment form. 


20. Reconstruct supine images. 


21. Turn the patient prone. Placing a pillow under the chest to prevent 
compression of the transverse colon. If the patient is unable to achieve the 
prone position then do the second scan in a left lateral decubitus position. 
Use a slide sheet folded in half if the patient has difficulties and help them to 
turn. 


22. Deflate the retaining balloon. Leave the syringe attached, after removing the 
plunger, to the rectal tube to ensure full balloon deflation. 


23. Maintain CO2 insufflation throughout the procedure (Extend) to ensure 
optimal image quality. Reduce pressure if absolutely necessary to alleviate 
patient discomfort, or give second dose of IV Buscopan.  


24. Prepare the pump and the IV trolley for the next patient. 


25. When reconstruction is complete perform low dose prone scan. 


26. Review image dataset for signs of perforation and check that all segments of 
the bowel have been demonstrated and adequately distended on at least one 
dataset 


27.  Reconstruct images. 


28. If further views are required perform low dose 3rd scan left lateral decubitus 
position for the right side of the bowel, or right lateral decubitus position for 
the left side of the bowel. 


29. Stop CO2 insufflation and press VENT, this actively reduces the intraluminal 
pressure and eases patient discomfort. 


30. Safely remove the rectal tube. 


31. Advise patient that they can resume a normal diet and should drink plenty of 
fluids to prevent dehydration. That the abdominal discomfort should subside 
as the body absorbs the CO2. If necessary take their routine analgesia to 
ease the pain. Give Buscopan aftercare leaflet if it was administered. 


32. Direct them to the toilet and allow them to get dressed. 


33. Confirm that they are feeling ok following the procedure. 


34. Remove cannula and cover site with a dressing secured with tape. 


35. Inform them how they will receive their results and allow them to leave. 


36. Ensure the completed CTC Assessment form is scanned onto CRIS 


37. Ensure all images are on PACS in the correct patient folder before processing 
the examination as complete on CRIS 
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CT Colonography (CTC) Examination Procedure 


  
1.  Performed as per clinical referral guidelines to include: 


 suspected colonic malignancy 


 Failed colonoscopy or barium enema 


 Patient too frail for alternate procedure 
 
2. Performed by: 


 Consultant Radiologist 


 Consultant GI Radiographer 


 Principal Advanced GI Practitioner 


 Advanced GI Practitioner 


 Junior GI Practitioner 


 Trainee GI Practitioner – under supervision of Consultant Radiologist or 
Principal/ Advanced GI practitioner 
 


Note: Where a CTC examination requires intubation via a stoma this MUST be 
carried out by a Consultant Radiologist and not by an Advanced Practitioner.  


 
3. Patient Preparation: 


 Faecal tagging –  100ml Gastrografin  


 Picolax, where patient contra-indicated for Gastrografin 


 Information leaflet 


 Consent Form 


 Aftercare sheet 
 


4. Resources requirement 


 CO2 insufflator machine with corresponding tubing and rectal catheter.  


 20ml Buscopan – 2ml syringe, drawing up needle and orange needle to give 
(unless cannula in situ)  


 KY/aqua jelly on gauze 


 Consent & record Form 


 Referral information 


 Aftercare sheet 


 Inco-pad & disposable roll placed on scanning table  


 IV contrast – if required. 
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5. Use of CO2 Insufflator 
 
5.1 Before use: 


 Open valve fully as indicated on lever on top of cylinder.  


 Plug machine in and check supply connection (back of machine) 


 Switch on – switch at back of machine 


 Look at gas supply level – ensure level is indicated in Green 


 If necessary change supply cylinder by closing valve fully and undoing 
connection.  Remove seal on new cylinder, line up connector and tighten nut.  
Open valve fully and listen for leaks. 


 
5.2 Connecting tubing: 


 To attach new tubing – push reservoir bag into place on right side of machine 
with tubing as indicated. Push white end of tube into port on front of machine – 
should click.  


 To detach old tubing – push top of silver connection on front of machine to 
release tube, now pull reservoir bag out from right side of machine. 


 New tubing bags stored in base of machine. (Further stock is kept in CT 
storeroom) 


 
6.        Performing examination (GI Practitioner or Consultant Radiologist) 
 
6.1 The GI practitioner will be responsible for all aspects of the examination. Where a 


Trainee GI practitioner conducts the examination it will be the responsibility of the 
supervising Advanced GI practitioner or Radiologist to ensure that the trainee 
complies fully with the following aspects of the procedure: 


 
6.2 Conducting the Examination 
 
 
6.2.1 A CTC consent form will be completed for each examination.  This will be checked 


by the GI Practitioner before commencing the examination.  This is to ensure that 
the bowel preparation has been taken and has had an effect and that other relevant 
medical history is taken into account. The GI Practitioner will be acting as the 
Practitioner authorising and justifying the examination under IRMER. 


 
6.2.2 The GI Practitioners will identify themselves to the patient prior to starting the 
 examination. 
 
6.2.3 The GI Practitioner will check the identity of the patient, ensure that they have had  


the procedure explained  to them and check their understanding before starting the 
examination. 
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6.2.4 It is the responsibility of the GI Practitioner to ensure that females of child-bearing 


age are not pregnant prior to starting the examination.  All of these patients must 
sign the declaration on the procedure record sheet. 


 
6.2.5 20mg/1ml Buscopan may be given IV following PGD and IV Buscopan protocol. If 


Practitioner is unable to give under PGD they should refer to a Consultant 
Radiologist to decide if drug can be given. If approved the Radiologist giving 
permission should sign consent & record sheet. 


 
6.2.6 Turn patient onto left side.  Introduce lubricated rectal catheter and inflate retaining 


balloon with 15 – 35 ml of air, using syringe supplied with tubing.  
 
 
6.2.7 Commence insufflation with pressure dial at between 20 & 25mmHg until pressure 


stabilised, then reduce to stabilised level. Move patient to 1st scanning position once 
pressure has stabilised and at least 1.8 litres of CO2 gas has been introduced.  


 
NOTE: where the patient has a known bowel hernia, caution should be taken whilst 


insufflating the bowel. If insufflation appears to be difficult, or the patient 
experiences excessive discomfort, the procedure should be stopped and the 
examination converted to a GIT study. 


 
6.2.8 Commence scanning sequences. Unless otherwise indicated in comments or 


vetting the first scan should be high dose supine, unless patients clinical history or 
mobility require alternative positioned scan. 


 
6.2.9 All subsequent scans should be lose dose, unless part of staging scan. Sufficient 


time should be left between each scan in order to ensure optimal distention of the 
bowel. 


 
6.2.10 Monitor volume readout on pump.  It will stop after giving 4 litres and then every 2L 


(so at 6, 8 etc.) You will need to restart by pressing the green button. Do not turn off 
the CO2 insufflator between scans – Bracco have advised that this will not improve 
patient comfort but will reduce optimal distention 


 
6.2.11 Where appropriate, deflate rectal catheter balloon on prone or other second scan to 


reduce the possibility of masking rectal pathology. If not deflated, document on 
consent form. 


 
6.2.12 If, following the first two scans, there are any areas of sub-optimal distension, which 


will preclude the ability to effectively report the study, then additional low dose 
scans should be performed. If there are exceptional circumstances which preclude 
you attempting a 3rd view then please record these on the consent form.  
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6.2.13 If colorectal cancer identified at time of review – undertake full staging scan with IV 


contrast. If allergy to iodine or low eGfR levels mean patient cannot have IV 
contrast plain chest scan should be undertake as alternative. 


 
6.2.14 Should events beyond the competency of the GI practitioner occur, or if the GI 


Practitioner has any uncertainties during the examination, advice should be sought, 
in the first instance, from the Consultant GI radiographer, Principal Advanced GI 
Practitioner or Specialist GI Radiologist. In the absence of these members of staff 
assistance should be sort from either another Advanced GI Practitioner or the Duty 
Radiologist. 


 
6.2.16 Scan finished. Stop insufflation and select vent function on insufflator to allow 


pressure to reduce to comfortable level for patient. Disconnect tubing, completely 
deflate retaining balloon and remove rectal catheter. Dispose of all tubing in clinical 
waste bin.  


 
6.3 Post Examination Procedures 
 
6.3.1 Explain aftercare and results process to patient and issue them with appropriate 


aftercare sheet. Patient should be directed to use toilet to evacuate CO2 gas. Once 
comfortable patients should be allowed to dress and be offered a hot drink before 
they leave department. 


 
6.3.2 Fully Complete CTC consent and record sheet & arrange for it to be scanned into 


CRIS system following the completion of the reporting process 
 
6.3.3 If the examination is abandoned for technical reasons i.e. faecal contamination, 


incontinence, or equipment failure, this should be recorded on CRIS and discussed 
with the specialist GI Radiologist with a view to alternative imaging.  The referring 
Clinician should also be informed either directly or in a limited report as a matter of 
course. 


 
6.3.4 Post process Examination on CRIS system, add either Ct abdomen/pelvis scan or 


Ct Chest/abdomen/pelvis with IV contrast, as appropriate, to CRIS request for 
reporting purposes.  


 
6.3.5 Ensure CO2 cylinder and pump are turned off at end of list.   
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7. Scanning patient (CT Radiographer) 
 
7.1  Ct scanning protocol: – GI Practitioner or radiologist will advise as to whether low 


 dose or standard protocol should be used for each individual scan. Use dedicated 
 Ct colon protocols. If contrast required use Protocol - Ct Colon + IV contrast. 


 
7.2  Once CO2 has been introduced do ‘Scanogram’  
 
7.3  Check with GI Practitioner/Radiologist that they are happy with level of insufflation 


 prior to starting acquisition scan. 
 
7.4  After each scan re-landmark and check with GI Practitioner/Radiologist patient 


 positioning and scanning protocol for next scan phase. 
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Standard operating procedure for CT Colonography scanning technique. 


 


This technique requires two fully trained CTC radiographers if running a list of 


patients. 


 


Arrival and preparation: 


 


- The patient arrives into the department and as is greeted and booked in by 


the reception staff. 


- The patient then proceeds to the CT waiting area where they are met by a 


member of staff and asked to change into a hospital gown. 


- The patient is then asked to complete a standard IV contrast questionnaire. 


- The patient is called into a cannulation room and is asked to confirm their 


name, address and date of birth. 


- The member of staff goes over the questionnaire with the patient in order to 


clarify any point that may need resolving, i.e. previous issues with IV contrast. 


- An appropriately trained member of staff then cannulates the patient and then 


they return to the waiting room in order to be called in for the CTC. 


 


Before the scan: 


 


- The radiographer performing the examination asks the patient to confirm their 


name, address and date of birth. 


- The radiographer performing the examination asks the patient if they tolerated 


the bowel prep and the limited diet on the previous day. Also if they had read 


a copy of the patient information booklet that was sent out with their 


appointment letter. (If the patient did not take the bowel prep or follow the 


diet then a discussion between the radiographer and the supervising 


consultant radiologist must take place. This is in order to establish if the 


patient should be rebooked or if a routine Abdo/pelvis scan could be 


performed instead). 


- An explanation from the radiographer to the patient then follows describing 


what the scan entails. This includes: “A tube will be placed into your bottom in 


order to put some carbon dioxide gas into your colon, this makes you feel very 
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full and bloated but it distends your colon so that we can have a good look 


round.” 


- The patient is encouraged NOT to pass wind as the gas goes in as it needs to 


be within the colon for the examination. 


- The radiographer performing the examination informs the patient that they will 


have two injections through the cannula, the first is a drug called Buscopan 


which will relax the colon but not the patient as such. It can also give the 


patient a dry mouth (but a drink will be provided at the end of the examination) 


and that Buscopan can make the patients vision go slightly blurry for a few 


minutes but this does wear off. The patient MUST be informed “If you have 


any eye problems over the next 24 hours, if your eyes (or just one eye) 


becomes red, painful, feels to have a pressure build up and your vision 


becomes very blurry then you must seek urgent medical advice from 


your nearest A/E department. This is very rare but you must see 


somebody if you get any eye pain.” 


The second injection is of an x-ray dye which shows up your blood vessels on 


the CT scan, when it goes through the cannula it can make you feel warm, 


give you a metallic taste in your mouth and some people have a sensation 


that they need the toilet, this feeling lasts for up to two minutes and then 


disappears quickly. It will not make you ‘have an accident’. 


- The radiographer performing the examination informs the patient that they will 


have at least two scans, one with the patient on their back and one with them 


on one of their sides. In some cases it may be necessary for a third scan to be 


performed on the opposite side if all of the colon has not been demonstrated 


on the first two scans. If a third scan is needed then a second injection of 


Buscopan should be administered as standard procedure. 


- The radiographer performing the examination once again runs through the 


contrast questionnaire clarifying any concerns. 


- The patient is informed of how they receive their scan results. 


- The patient is then given the opportunity to ask any questions they may have 


regarding the scan. 
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Tube insertion: 


 


- The patient is turned into a left lateral decubitus position on the scanning 


table. 


- The scanning table is brought up to a comfortable working height for the 


radiographer performing the examination in order to assess the patient’s 


anus. 


- A Protocol Touch administration set with a small catheter and retention cuff is 


connected to the Protocol Touch insufflator. The other end of the 


administration set is coated in a lubricating jelly and inserted into the patient’s 


anus. The administration set is inserted no further than the blue line that is 


marked on the tubing. 


- 15ml of room air is administered into the retention balloon on the end of the 


tubing in order to keep the tubing in place throughout the first scan. 


- In female patients the patient must be asked if the tubing feels like it is in their 


anus and not the vagina.  


 


Buscopan: 


 


- When the tubing is in place then Buscopan can be administered through the 


cannula.  


- The radiographer performing the examination must ask the patient if they 


suffer from Myosthenia Gravis or Porphoria. If the answer to this is yes then 


NO Buscopan should be administered and the supervising consultant 


radiologist should be informed. 


- The radiographer performing the examination must ask the patient if they 


have any heart problems prior to Buscopan injection. If the answer is yes then 


clarification must be attained. 


Heart attack within the last 6 weeks: Seek advice from supervising 


consultant radiologist. 


Angina: 


Mild - Never uses GTN spray or uses very rarely. OK to administer 


Buscopan. 
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Moderate - Uses GTN spray twice a week when walking/exercising. OK to 


administer Buscopan, make sure the patient has their GTN spray to 


hand. 


Severe/unstable - Uses GTN spray every day or has used it on the day of the 


examination. Seek advice from the supervising consultant radiologist. 


Heart failure: If stable - OK to administer Buscopan  


If symptoms worsening over last few weeks / months: Seek advice from 


supervising consultant radiologist. 


 


- Dose: 20mg/1ml. This dose can be repeated, at the discretion of the 


radiographers running the list, if there are persistent areas of colonic 


spasm or collapse on both the supine and decubitus scan to a maximum 


dose of 40mg. 


 


Colonic Insufflation: 


 


- When the tubing has been sited and Buscopan administered then colonic 


insufflation can begin. The pressure setting on the Protocol touch should be 


set to 20mm/Hg. 


- It takes approximately 0.3litres of CO2 to fill the administration set before it 


reaches the patient, after this amount then the patient may start to experience 


the sensation that they need to pass wind but the radiographer should 


encourage the patient to hold on to the gas. 


- After approximately 1.0litre of CO2 has been administered the patient is 


turned into a supine position on the scanner table and the radiographer 


should start to palpate the patient’s abdomen in order to assess the CO2 


filling the colon. A hand should be placed over the caecum to assess 


distension. 


- When the patient states that they feel distended and the abdomen feels tight 


then the CO2 setting should be reduced to 15mm/Hg. 


- When the colon is fully distended there is a ‘ready to scan’ icon on the 


Protocol insufflator, this can be used as a backup to the radiographer 


palpating the patient’s abdomen but is not to be used as a definite indicator of 


colonic distension. 
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- The pressure limit should not routinely exceed 15mm/Hg when the 


radiographer leaves the scan room. 


- If the radiographer is having difficulties insufflating the colon, it may be that 


the patient has a hernia that could need reducing, or has had previous colonic 


surgery that the radiographer may be unaware of. If problems with 


insufflation continue the radiographer should seek advice from the 


supervising consultant radiologist. 


- When the colon is fully distended the patient is moved into the scanner at the 


level of the diaphragms and a topogram of the abdomen and pelvis is 


obtained. 


- If the colon looks adequately distended on the topogram then the supine scan 


can be undertaken with IV contrast (providing there are no contraindications 


to this). If the colon appears to be under distended then more CO2 may need 


to be administered through the rectal admin set and a further topogram 


obtained when the patient feels distended.  


 


 Scan protocol (Supine run): 


 


Slice: 1.0mm 


Kernal: B10f very Smooth 


Window: Abdomen 


FoV: 380mm 


Effective mAs: 100  


kVp: 120 


Acquisition: 64 x 0.6mm 


Care dose: On  


Approx scan time: 9 seconds 


Delay: 65 seconds after IV contrast  


 


Scan from diaphragms to below anal margin in a single volume. 


 


Reviewing the supine scan and second run positioning: 
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- When the scan is complete the radiographer must reconstruct the raw data 


into 1mm slices. When this has been done the radiographer must trace the 


colon from the anal margin to the caecal pole to in order to assess if the colon 


is fully distended. If there are areas of colonic spasm on the supine run then 


the patient must be turned into a suitable position to distend that segment on 


the next run i.e. if the sigmoid and descending colon is collapsed then the 


patient should be turned into a right side down decubitus position in order for 


the left hemi colon to distend. Where the patient has had incomplete 


colonoscopy this should ensure that the non-visualised segments of the 


colon are particularly well distended. 


- Whilst reviewing the supine scan the second radiographer should attend to 


the patient to check that they feel well after the IV contrast.  


- The patient should be disconnected from the injector pump and brought back 


through the scanner. 


- The second radiographer should then consult with their colleague to decide 


on the best position for the patient to turn into in order to assess the colon. 


- When the patient is in the desired decubitus position, the rectal balloon should 


be deflated of the 15ml of room air, this is so that any low rectal pathology will 


not be missed due to the insufflation of the balloon. 


- Further CO2 should be administered via the rectal tubing if there are areas of 


colonic spasm on the supine scan. Once again the patient’s abdomen should 


be palpated to make sure that the colon is distending. 


- The pressure may need to be turned to 20 once again in order to insufflate the 


colon, when the desired amount of CO2 has been reached the pressure 


should be returned to 15mm/Hg. The pressure limit should not exceed 


15mm/Hg when the radiographer leaves the scan room. 


- The decubitus scan can then be acquired. 


 


Scan protocol (Decubitus run): 


 


Slice: 1.0mm 


Kernal: B10f very Smooth 


Window: Abdomen 


FoV: 380mm 
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Effective mAs: 50 (This is performed as a low dose scan)  


kVp: 120 


Acquisition: 64 x 0.6mm 


Care dose: Off (Unless the patient is very obese or has numerous metallic 


prostheses / surgical implants) 


Approx scan time: 9 seconds 


Delay: 6 seconds  


 


Scan from diaphragms to below anal margin in a single volume. 


 


 


Reviewing the decubitus scan and doing a third run? 


 


- When the scan is complete the radiographer must reconstruct the raw data 


into 1mm slices. When this has been done the radiographer must trace the 


colon from the anal margin to the caecal pole to in order to assess if the colon 


is fully distended. 


- If there were areas of spasm on the supine run then these colonic segments 


must be interrogated to make sure that they have fully distended on the 


decubitus run. If they have not a further dose of Buscopan should be 


administered at this point and the patient to be turned into the opposite 


decubitus position to the second run. More CO2 should also be administered 


to the patient to try and distend this (these) areas. 


- It may only be necessary to do a limited run for the third scan. i.e. If the 


segment in spasm is in the sigmoid colon then scan from the iliac crests to 


below the anal margin. If the segment is spasm is in either hepatic or splenic 


flexure then scan from diaphragms to iliac crests. 


- If, after a second injection of Buscopan and a third run there are still 


persistent areas of colonic spasm (that have not opened on any of the 


three runs) then the radiographer should seek advice from the 


supervising consultant radiologist. 


 


Pathology: 
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- If there is a colonic lesion (A polyp greater than or equal to 2cm or a possible 


malignant tumour of any size in the colon or elsewhere in the abdomen or 


pelvis) present on the CT Colonography scan images the radiographers 


running the list have the authority to scan the chest without the need for 


consulting the supervising radiologist first. 


- If the radiographers are unsure as to a particular colonic segment then 


they should seek advice from the supervising consultant radiologist 


before the chest is imaged. 


 


 


Completion of imaging: 


 


- When all the images have been obtained and the radiographer is happy that 


no more imaging needs to be done then the CO2 can be turned off at the 


insufflator. 


- The rectal administration set can be disconnected from the Protocol Touch 


and removed from the patient’s anus whilst they are still in a decubitus 


position. 


- If the patient feels well and has no side effects from either IV contrast or IV 


Buscopan then the cannula can be removed. Pressure should be applied to 


the area where the cannula was sited to stop the flow of bleeding. If the 


patient takes anticoagulants then this may need to be done for a few minutes. 


 


After care: 


 


- The radiographers running the list should assess the patient to make sure 


they are well after the scan has been completed. 


- A hot drink and a biscuit should be offered to the patient before they leave the 


scan room. If a patient wants a drink this can be made and the patient can 


return to the waiting room to have their drink. 


- The patient should be informed that they can now eat and drink normally / 


return to their normal diet. 


- Remind the patient of how to obtain their scan results. 


- Remind the patient if they have any eye problems to consult a doctor. 
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- The patient can be directed to the toilet if so needed. 


- Advise the patient to have their drink and a biscuit before they get dressed, if 


they fell well after this then they can get dressed and leave the department. 


Post processing / Administration: 


 


- When the patient has left the scan room the radiographers can post process 


the patient details on the CRIS system. 


- Scan in all relevant documents onto CRIS. 


- Complete paperwork for all on-going CTC audits. 


- If there are any complications with the examination then a DATIX form must 


be completed online. 


 


 


Bowel Cancer Screening Patients (BCSP) 


 


These patients will be clearly marked that they have followed the BCSP 


pathway on CRIS. These patients MUST NOT be administered IV contrast as 


routine. Only if pathology is demonstrated on the first scan should the use of 


IV contrast be considered. Seek advice from supervising consultant 


radiologist if unsure. 
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Chaperoning policies 


Example of Sample Notification for Display from Trust policy document Appendix. 


 


 


Policy includes; The right of patient and for staff to request a chaperone present 


The role of the Chaperone 


Intimate examinations /procedures 


Exclusions to being a chaperone – Not a relative or volunteer etc. 


Documentation if chaperone declined or unable to offer for justifiable practical reasons 


References and Bibliography to support policy  
 
The Royal College of Obstetrics and Gynaecologists (2002) Gynaecological Examinations: 
Guidelines for Specialist Practice: Appendix A "Intimate Examinations".  
 
The Royal College of Radiologists (2005) Standards for Patient Consent Particular to 
Radiology  
 
Royal College of Nursing (2007) Chaperoning – the role of the nurse and the rights of 
patients: guidance for nurses. London. Royal College of Nursing  
 
Department of Health (2005) Mental Capacity Act. London  
 
CM6298 (2004) Committee of Inquiry independent investigation into how the NHS handled 
allegations about the conduct of Clifford Ayling. Department of Health  
 
General Medical Council (GMC) (2006). Maintaining Boundaries: Supplementary Guidance. 
GMC [online]. Available from:  
http://www.gmc-uk.org/guidance/ethical_guidance/maintaining_boundaries.asp  
 


Nursing and Midwifery Council (2008). Advice by Topic: Chaperoning. Available from: 


http://www.nmc-uk.org/Nurses-and-midwives/Advice-by-topic/A/Advice/Chaperoning/ 



http://www.nmc-uk.org/Nurses-and-midwives/Advice-by-topic/A/Advice/Chaperoning/
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STAFF SUMMARY 


The purpose of this policy is to describe the process and responsibilities relating to 
chaperoning patients within Leeds Teaching Hospitals Trust. 


It applies to all healthcare professionals who perform examinations, investigations 
or clinical recordings and staff members who will perform the role of a chaperone. 


The remit of the policy is to ensure, that patients’ privacy and dignity are maintained 
at all times, through using chaperones as required. It also aims to ensure processes 
are in place to safeguard the interests of all parties that are involved. 


This policy will be implemented within each Clinical Service Unit (CSU) through an 
agreed communication and implementation plan led by CSU Triumvirates. The 
ratified policy will be made available to all staff via the LTHT intranet and the Leeds 
Health Pathways, and will be reviewed two years after publication 
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1. PURPOSE 


The purpose of this policy is to provide guidance for the suitable use of chaperones and 
the procedures that should be in place to enable access to appropriate, competent 
chaperones.  


This policy will apply to all staff groups who perform procedures, examinations, clinical 
recording or care across all Trust sites. This policy applies to the use of chaperones with 
infant, child or adult patients. 
 
This policy will be available via the Trust internet and stored on the Leeds Health 
Pathways web pages 


2. BACKGROUND/CONTEXT  


The Ayling Inquiry (2004) stated that there was a need for each NHS Trust to determine its 
chaperoning policy, make this explicit to patients and to resource it accordingly. 


Guidance from the Royal College of Nursing (RCN) (2002) states that all patients should 
have the right, if they wish, to have a chaperone present during an examination or 
procedure, treatment or care irrespective of organisational constraints or settings in which 
they are carried out. 


The General Medical Council (GMC) (2003) recommends that whenever possible medical 
practitioners should offer the patient the security of having an impartial observer (a 
“chaperone”) present during an intimate examination even if you are the same gender as 
the patient. 


Patients can find some consultations, examinations, investigations or procedures 
distressing and may prefer to have a chaperone present in order to support them. It is 
good practice to offer all patients a chaperone for any consultation, examination or 
procedure where the patient feels one is required. 


Any consultations or procedures involving the need to undress, the use of dimmed light or 
intimate examinations involving the breasts, genitalia or rectum may make the patient feel 
particularly vulnerable. The intimate nature of many nursing, midwifery and medical 
interventions, if not practised in a sensitive and respectful manner, can lead to 
misinterpretation and occasionally allegations of sexual assault or inappropriate 
examinations. 


In these circumstances a chaperone can act as a safeguard for both patient and clinician.  


This policy sets out guidance on the use of chaperones within Leeds Teaching Hospitals 
NHS Trust and is based on recommendations from the General Medical Council, The 
Nursing and Midwifery Council, NHS Guidance and the findings of the Ayling Inquiry 
(2004). 


This policy has been developed with the aim of producing a co-ordinated approach to the 
use of chaperones during consultations, examinations or procedures carried out within 
Leeds Teaching Hospitals NHS Trust. It should be used in conjunction with existing 
guidance from Professional Bodies and with reference to:  


Heath Records Management Policy 
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Whistle Blowing Policy 


Mental Capacity Act 2004 


Adult/Children Safeguarding Polices 


Consent Policy 


This policy applies to all staff working in the Trust who may be involved in examining or 
undertaking clinical procedures as well as those who may be asked to chaperone patients. 


 
3. DEFINITIONS 


Chaperone  


There is no common definition of a chaperone and the role varies according to the needs 
of the patient, the healthcare professional, and the examination or procedure being carried 
out. It is recommended that a staff chaperone is available for all intimate examinations but 
it is acceptable for a friend, relative or carer to be present during a procedure if that is the 
wish of the patient.  


The role of the staff chaperone may vary according to the clinical situation and can 
include:  
 


 Providing the patient with physical and emotional support and reassurance  


 


 Ensuring the environment supports privacy and dignity  


 


 Providing practical assistance with the examination  


 


 Safeguarding patients from humiliation, pain, distress or abuse  


 


 Providing protection to healthcare professionals against unfounded allegations of 
improper behaviour  


 


 Indentifying unusual or unacceptable behaviour on the part of the healthcare 
professional  


 


 Providing protection for the health care professional from potentially abusive patients  
 


Staff chaperones should be:  
 


 Sensitive and respectful of the patient’s dignity and confidentiality  


 


 Be familiar with the procedures involved in routine intimate examinations  


 


 Be prepared to ask the examiner to abandon the procedure if the patient expresses 
a wish for the examination to end  
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 Be prepared to raise concerns if misconduct occurs and report this via the Datix 
system  


Intimate examinations include examination of the breast, pelvic floor, perineum, vagina, 
rectum and male genitalia. Intimate procedures include catheterisation for example. 
Patient's perceptions of an intimate examination may extend beyond this and particular 
regard should be taken of social, ethnic and cultural perspectives. 


Clinical recording is an umbrella term that includes photography, video and audio 
recording. 
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4. POLICY EFFECT 
 


 CHAPERONING OF PATIENTS 
 


 It is good practice to offer all patients a staff chaperone for any consultation, 
examination or procedure where the patient feels one is required. 
 


Clinicians are advised to request a member of the healthcare team to act as a staff 
chaperone when undertaking any intimate examinations or procedures 


 All patients, regardless of age, gender, ethnic background, culture, sexual orientation 
or mental status have the right to have their privacy and dignity respected (RCN, 2002). 


 


 Patients should be encouraged to accept the presence of a staff chaperone during 
intimate examinations or procedures. 


 


 If a patient prefers to undergo an examination/procedure without the presence of a staff 
chaperone this should be respected and their decision documented in their clinical 
record. This may, on occasions, apply to intimate examinations. 


 


 In order for patients to exercise their right to request the presence of a staff chaperone, 
a full explanation of the examination, procedure or treatment to be carried out should 
be given to the patient. This should be followed by a check to ensure that the patient 
has understood the information and gives consent. 


 


 To protect the patient from vulnerability and embarrassment consideration should be 
given to the staff chaperone being of the same sex as the patient wherever possible. 


 


 Patient's perceptions of the intimacy of an examination may extend beyond that of the 
understanding of the healthcare professional, particular regard should be taken of 
social, ethnic and cultural perspectives. A staff chaperone should also be available 
during all such examinations to support the patient and health care professional. 


 


 During the examination the examiner should:  


 Be courteous at all times  


 Offer reassurance  


 Keep all discussion relevant to the examination and avoid unnecessary personal                      
comments  


 Remain alert to any verbal and non verbal signs of distress from the patient  


 Respect any requests for the examination to be discontinued  
 


 The need for a staff chaperone may extend beyond this at the patient's, carer's or 
health care professional's request and include patients who are sedated, 
anaesthetised, confused or have learning disabilities.  
 


 If a patient refuses to have a staff chaperone present during an examination or 
procedure that may warrant a chaperone ( for example intimate examination), it should 
be at the discretion of the health professional whether they perform the examination or 
not. It may be pertinent to offer an alternative chaperone. This could be a family 
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member or a friend if that is more acceptable to the patient, and there are no clinical or 
safeguarding reasons which would make this inappropriate.  The patient should be 
informed of the consequences of the examination or procedure not being performed. A 
record of their refusal should be made within the patient's notes or investigation report 
and the examining health professional ensure that a health colleague is made aware of 
any un-chaperoned examinations that take place. 


 


 If a staff chaperone is not available and there is an urgent or acute need to carry out an 
examination, or speed is essential in the care or treatment of the patient, an 
assessment should be made in collaboration with the patient, their parent, or carer, 
whether or not to continue. If it is imperative to continue with the procedure every 
attempt should be made to locate a chaperone, consent must be obtained to continue 
the procedure without. This should be documented within the patients’ medical notes or 
investigation report. If the assessment identifies that a chaperone is required then it 
may be pertinent to delay the procedure.  


 


 Appendix A provides a checklist for consultations involving intimate examinations, 
investigations or clinical recording.  


 The role of the staff chaperone is to protect the interests of the patient and the 
professional by providing impartial observation of procedures, examinations, 
investigations or care. See appendix B. Where two members of staff are involved in a 
procedure, for example in the anaesthetic room, one of them could fulfil the role of a 
chaperone; this may help to maintain the patient's privacy and dignity.  


 In order to maintain the confidentiality of the relationship between health care 
professional and patient, the need for a chaperone will normally end once the physical 
examination or procedure has been completed. Confidential doctor or healthcare 
professional communication with the patient should then take place on a one to one 
basis after the examination or procedure has taken place. 


 
4.1  Preparation for the role  


Staff chaperones need to be appropriately prepared for the role; this can be achieved 
locally within clinical teams with reference to this policy. A staff chaperone does not need 
to be a registered health care professional, but the use of administrative or clerical staff 
should be avoided. See Appendix C for suggested additional training. Additional training 
may be necessary in specialist areas and this should be identified by the appropriate 
multidisciplinary team. 
 


4.2  Consent 
 


Consent is a patient’s agreement for a health professional to provide care. Before health 
care professional’s (HCP) examine, treat or care for any person they must obtain their 
valid consent. 
There is a basic assumption that every adult has the capacity to decide whether to consent 
to, or refuse, proposed medical intervention, unless it is shown that they cannot 
understand information presented in a clear way. Staff must refer to the relevant consent 
and mental capacity policy in relation to this.  
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Staff need to be mindful that by attending a consultation it may be assumed that a patient 
is seeking treatment. However, before proceeding with an examination it is vital that the 
patient’s valid consent is obtained. This means that the patient must have capacity/ be 
Gillick competent to make the decision. They must have received sufficient information to 
take it and not be acting under duress. 
 
When patients do not have the ability to consent for themselves the HCPs should 
undertake an assessment of mental capacity and make the decision in the patient’s best 
interests in line with the Mental Capacity Act 2005 and Trust Policies. This must be 
documented in the patient’s notes.  
 


For any procedure where consent is required prior to intimate examinations or procedures 
staff should refer to the Trusts Consent Policy. 
 
In the case of any victim of an alleged sexual attack, valid written consent must be 
obtained for the examination and collection of forensic evidence. In situations where abuse 
is suspected, great care and sensitivity must be used to allay fears of repeat abuse. 
Healthcare professionals should refer to the LTHT Safeguarding Children 
Policy/Safeguarding Adults at Risk Policy or advice can be sought from the Safeguarding 
Children team on 23937 or the Adults Safeguarding team 66964. 
http://lthweb/sites/safeguarding 


  
4.3   Issues Specific to Religion, Ethnicity or Culture 


The ethnic, religious and cultural background of patients must be taken into account and 
may have particular significance to intimate examinations. For example, some patients 
may have strong cultural or religious beliefs that restrict being touched by others. 
Wherever possible, particularly in these circumstances, a same sex healthcare practitioner 
should perform the procedure 
 
It would be unwise to proceed with any examination if the healthcare professional is 
unsure that the patient understands due to a communication barrier. If an interpreter is 
available they may be able to double as an informal chaperone. Health care professionals 
should assess in each circumstance if this is appropriate.  In an urgent or acute situation, 
every effort should be made to communicate with the patient by whatever means available 
before proceeding with the examination. 
 


4.4   Issues Specific to Learning Disabilities / Mental Health Problems 
For patients with learning disabilities and/or mental health problems who lack capacity to 
consent the health professional should ensure they follow this policy. If the person requires 
a familiar person with them during the procedure for reassurance the health professional 
needs to consider if this is appropriate in order to safeguard the person who is potentially 
vulnerable. It is recommended there is a staff chaperone present as well as the familiar 
person. 
 
All decisions and discussions must be clearly documented in the clinical records as per 
current health records management policy. The level of understanding of the person 
should be clarified and consent obtained or best interest decision made regarding 
examination as per Trust and National guidance.  
 



http://lthweb/sites/safeguarding
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A careful, simple and sensitive explanation of the technique is vital in these circumstances. 
These patient groups are more at risk of vulnerability and as such, will experience 
heightened levels of anxiety, distress and misinterpretation.  
 
Patients who resist any intimate examination or procedure must be interpreted as refusing 
to give consent and the procedure must be abandoned. In an urgent or acute situation, the 
healthcare professional should use professional judgment and where possible discuss and 
seek advice from members of the relevant specialist teams.  
 


4.5  Chaperoning children under the age of 16 and young people 
The role of a staff chaperone working with infants, children and young people is to respect 
their privacy and dignity regardless of age, sex or culture. 
During the examination, investigation or clinical recording of children under 16 years, there 
should be a staff chaperone present in addition to the patient and their parent or carer. It is 
recognised that there may be occasions when it is not always be possible to have a staff 
chaperone in addition to a patient or carer. This should be explained to the child’s parents 
or carer, a decision taken whether to proceed and documented accordingly.  Children and 
their parents, carers or guardians must receive age appropriate explanations of the 
procedure in order to obtain the child’s co-operation and understanding.  
 
If a minor presents in the absence of a parent or guardian, the healthcare professional 
must ascertain if they are capable of understanding the need for examination and to 
consider safeguarding concerns. In these cases it would be advisable for consent to be 
secured and a staff chaperone to be present for any examination.   


Young people aged 16 and 17 are deemed to have the capacity to consent in most cases 
as per the Mental Capacity Act. Please refer to the LTHT Consent to Examination or 
Treatment Policy for further information. 


 http://nww.lhp.leedsth.nhs.uk/common/guidelines/detail.aspx?ID=1857  


4.6   Mental Capacity 


There is a legal presumption that every adult has the capacity to decide whether to 
consent to or refuse a proposed medical intervention, before proceeding with an 
examination it is vital that the patient’s valid consent is gained. This means that the patient 
must: 


 Have capacity to make the decision. 


 Have received sufficient information and 


 Not be acting under duress 
 


Staff should refer to all the relevant Trust Consent and Mental Capacity Act policy and 
guidance in all situations relating to any adult who does not have capacity. If in doubt 
contact the safeguarding team for advice. 
 


4.7    Lone Working 
Where a healthcare professional is working in a situation away from other colleague’s e.g. 
home visit, out-of-hours activity, the same principles for offering and use of chaperones 
should apply. Where it is appropriate family members/friends may take on the role of an 
informal chaperone only. In cases where a staff chaperone would be appropriate, i.e. 



http://nww.lhp.leedsth.nhs.uk/common/guidelines/detail.aspx?ID=1857
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intimate examinations, the healthcare professional would be advised to reschedule the 
examination to a more convenient location. However, in cases where this is not an option, 
for example due to the urgency of the situation or because the practitioner is community 
based, then procedures should be in place to ensure that communication and record 
keeping are treated as paramount. If after consultation with the patient the decision is 
made to go ahead with an examination/procedure without the presence of a staff 
chaperone this decision should be documented in the patient’s clinical or investigation 
record. 
 
Healthcare professionals should note that they are at an increased risk of their actions 
being misconstrued or misrepresented if they conduct intimate examinations where no 
other person is present. 
 


4.8  Midwives 
Midwives should, when chaperoning patients, practice within their Code of Practice. 
Therefore the Policy recognises that the “relationship between the Midwife and the mother 
is unique and that providing verbal consent has been undertaken and documented, then 
the use of a chaperone is not always appropriate”.  
 


4.9  During examination/procedure 
There should be adequate facilities provided to enable the patient to get undressed in 
private, and suitable coverings should be available to protect the patient’s dignity. Only the 
part of the patient’s body that is being examined should be exposed and for the shortest 
time possible.  
 
The examination or procedure should be performed in a closed room or a well screened 
area, with no interruptions for example phone calls or messages. Once the patient has 
undressed there should be no delay in commencing the examination or procedure.  
 
During the examination or procedure, the staff chaperone should be able to offer 
reassurance, be respectful of the patient’s privacy and dignity at all times and avoid any 
irrelevant discussion or personal comments.  
 
The staff chaperone should always remain alert to verbal and non-verbal signs of distress 
from the patients.  


If an intimate examination or procedure involves contact with blood or body fluids then the 
appropriate personal protective equipment (PPE) should be used. 
(http://nww.lhp.leedsth.nhs.uk/common/guidelines/other_versions/671.doc). Ensure hand 
hygiene is performed before and after any contact with the patient. 


 
4.10  Record keeping 


Poor communication between a health professional and a patient is often the root of 
complaints and incidents.  
 
Details of the examination/event requiring presence of staff chaperone (including the 
presence or absence of a chaperone and their details (which includes full name, 
designation and contact number) must be documented in the patient’s medical/nursing 
record, outpatient record or investigation report system. The notes should also record, 



http://nww.lhp.leedsth.nhs.uk/common/guidelines/other_versions/671.doc
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along with any relevant discussion if a staff chaperone has been offered, but declined by 
the patient. 


 
If a patient refuses to have a staff chaperone where the situation warrants one, this should 
be documented in their notes along with the reason for their refusal. The patient should be 
informed of the consequences or possible alternatives as well as the effects on, or delays 
to, treatment or diagnosis. If an examination is to take place without a staff chaperone this 
should be discussed with a health colleague and the reason for carrying out the 
examination without a chaperone clearly documented in the patient case notes. The 
documentation should include the details of the health colleague with whom the discussion 
has taken place with. 


  
5.      ROLES & RESPONSIBILITIES 


5.1  Role of the Chief Executive 


 The Chief Executive is has overall accountability for ensuring that the Trust meets its 
obligations in respect of delivering care to our patients that is of a high quality with an 
emphasis on ensuring privacy, dignity and safety. The Chief Executive devolves the 
responsibility for monitoring and compliance to the Chief Nurse and Chief Medical Officer. 


5.2.  Role of the Chief Nurse/Deputy Chief Executive and Chief Medical Officer 


The Chief Nurse and Medical Director are responsible for ensuring that Trust staff uphold 
the principles of chaperoning and that appropriate policies and procedures are developed 
maintained and communicated throughout the organisation in co-ordination with other 
relevant organisations and stakeholders. 


5.3  Role of Medical Director and Nurse Director (Operations) 


The Medical Director and Nurse Director (Operations) are responsible for ensuring 
implementation of this policy in Clinical Service Units (CSUs).  


5.4  Clinical Director, Head of Nursing (or Head of Profession) and General Manager 


The Clinical Director, Head of Nursing (or Profession) and General Manager are 
responsible for ensuring that the requirements of this policy for the chaperoning of patients 
during examination are managed within their CSU and that staff are aware of, and 
implement, those requirements. 


5.5 Lead Clinician, Matron and Business Manager 


The Lead Clinician, Matron and Business Manager are responsible for ensuring that 
chaperoning principles are communicated and implemented within their areas of 
responsibility. 


Lead Clinicians and Matrons will take a leading role in the implementation of this policy 
and any associated training within their clinical areas. Lead Clinicians and Matrons will 
also take a leading role in the investigation of incidents arising from chaperoning of 
patients. 


5.6  Role of Senior Sister, Charge Nurse, Lead for Medical Illustration, Lead AHP 


It is the role of the Senior Sister, Charge Nurse, Lead for Medical Illustrations or the Lead 
for Allied Healthcare Professions to locally implement this policy. They should make 
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provision for mechanisms to be in place to ensure that their staff have read and 
understood this policy, publicise the chaperone check list, and to ensure that strategies are 
in place to ensure that training is available to assist with the implementation of this policy. 
Any incidents relating to the chaperoning of patients must be reported via the Trust’s 
incident reporting system 


5.7 Role of staff who undertake the procedure or who are taking the chaperone role 
Staff who are undertaking examinations, investigations or clinical recording are 
accountable for their own actions Staff must be familiar with the content of this policy and 
adhere to the guidance within. All staff should report any incidents relating to the 
chaperoning of patients via the Trust’s incident reporting system. The member of staff’s 
line manager and the manager of the ward or department must be informed of the incident. 


 
6 EQUALITY AND DIVERSITY STATEMENT  


This policy has been assessed for its impact upon equality. The equality analysis can be 
seen Annex 1.  


The Leeds Teaching Hospitals NHS Trust is committed to ensuring that the way we 
provide services and the way we recruit and treat staff reflects individual needs, promotes 
equality and does not discriminate unfairly against any particular individual or group. 


7 CONSULTATION AND REVIEW PROCESS 
This policy was circulated for review to: 


 Chief Nurse Team 


 Heads of Nursing and Professions 


 Matrons 


 Nurse Consultants 


 Clinical Directors 


 Lead for Medical Illustration 


 AHP Leads 


 Patient Experience Team 


 Safeguarding Team  
 
This policy will be reviewed two years after its publication date, by the Head of Nursing for 
Professional Practice, Clinical Standards & Patient Safety 
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Appendix A  


Checklist for consultations involving intimate examinations, investigations or 
clinical recording 
 


1. Establish there is a genuine need for an intimate procedure and discuss this with 
the patient (and their parent or carer where appropriate). Explain to the patient (and 
their parent or carer where appropriate) why the intimate procedure is necessary 
giving opportunity for questions. 


2. Establish there is a genuine need for a staff chaperone and discuss this with the 
patient prior to the procedure taking place. 


 
3. Offer the use of a staff chaperone; if offer is declined then this must be documented 


in the patient’s notes. If a staff chaperone has been refused a healthcare 
professional must decide whether to continue with the procedure without, or to 
abandon the examination or procedure. If it is decided to carry out an examination 
without a chaperone this should be discussed and documented. 
 


4. Children should be given the opportunity to have parents present if they wish during 
the whole procedure. If a child does not wish a staff chaperone to be present during 
an intimate examination then the parents can act as chaperones if this is deemed in 
his/ her best interest, ensuring that the role is fully explained and consent sought 
and recorded. 
 


5. Where there are safeguarding concerns, and where it would not be appropriate for 
a family member to act as the chaperone, this should be explained to the family 
(and patient if appropriate) and a staff chaperone should always be present. 


 
6. Obtain and document consent prior to the procedure and be aware that consent 


may be withdrawn during the procedure. In the case of the withdrawal of consent 
the procedure will be discontinued. 


 
7. Offer the opportunity for the patient to talk in private with the staff chaperone prior to 


the procedure. 


8. Maximise privacy and dignity at all times with the use of gowns/drapes. Do not 
assist a patient in removing of clothing unless you have clarified with them your 
assistance is required. 


9. During the procedure give the patient explanations. Keep all discussions relevant 
and avoid personal comments. 


10. If a staff chaperone was present document their role and identity (name and job 
title) in the patients records. 


11. Record any other relevant issues and escalate concerns immediately following the 
examination, this may include the completion of an incident form (Datix). 
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Appendix B 
  
The Role of the Staff Chaperone 
 
The role of the staff chaperone is to protect the interests of the patient and the professional 
by providing impartial observation of intimate procedures, examinations, investigations or 
care.  
A staff chaperone is a health care worker that is specifically trained for the role, for 
example a registered or unregistered member of the Nursing, Midwifery, Allied Health 
Professional or Medical team. A friend or family member can be present during the 
procedure or examination to act as a source of comfort and support for the patient. 
 
 
Staff Chaperones will: 


 


 maintain patient’s privacy and dignity 


 where possible, be the same sex as the patient 


 provide comfort and reassurance to patients 


 assist patients with dressing and undressing if required (see appendix A - no 6.) 


 ensure that there is no undue delay prior to examination once the patient has 
removed any clothing 


 help to prevent vulnerable patients from being abused 


 help to protect health care professionals against false allegations of misconduct or 
sexual abuse 


 assist the health care professional to complete the procedure, examination, clinical 
recording or delivery of care, when appropriate 


 assist the healthcare professional to position the patient for the procedure, using 
appropriate moving and handling techniques 


 be experienced in the specialty and aware of the normal procedures for examination, 
treatment and care 


 have the ability to take appropriate action and highlight  concern, either during or 
immediately after the event 


 have an understanding of cultural, ethical and religious diversity 


 ensure that the full name and job title of the chaperone as well as a record of the 
procedure is documented in the patients notes by the practitioner undertaking the 
examination/procedure.
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Appendix C  
 
Suggested additional training may include: 


 


 What is meant by the term chaperone / the purpose and function of a chaperone 


 What is an “intimate examination”/an understanding of the procedure or 
examination, during which they are chaperoning 


 The rights of the patient /the ability to take appropriate action and highlight concern 
(this may include stopping an examination or procedure) 


 Their role and responsibility e.g. advocate, the appropriate conduct during intimate 
examinations 


 The ability to take appropriate action and how to raise a concern (this may include 
stopping an examination or procedure)  


 An understanding of cultural, ethical and religious diversity 


 Disability awareness 


 Knowledge of this policy 


 Access to support from professionally registered staff 


 A basic awareness of the Safeguarding Adults at Risk and Children policies 
 
 


Additional training may be necessary in specialist areas and this should be identified by 
the appropriate multidisciplinary team. 
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Appendix D 
 
Suggested Wording for Patient Letters 
Suggested wording to be included in patients letters and any signage to inform patients 
and carers with regards to the Leeds Teaching Hospitals approach to chaperoning of 
patients 


 
CHAPERONE POLICY 
The Leeds Teaching Hospitals NHS is committed to providing a safe, comfortable 
environment where patients and staff can be confident that best practice is being followed 
at all times and the privacy, dignity and safety of everyone is of paramount importance. 
 
All patients are entitled to be accompanied during a consultation, examination, 
investigation or clinical recording where they wish. This person may be a family member or 
friend. There may be times when you are asked to leave an area (during X Rays or other 
treatments for example) but staff will explain this to you.  On occasions you may prefer a 
chaperone to be present, i.e. a member of staff. 
 
Wherever possible we would ask you to make this request at the time of booking 
appointment so that arrangements can be made and your appointment is not delayed in 
any way. Where this is not possible we will endeavour to provide a chaperone at the time 
of request. However occasionally it may be necessary to reschedule your appointment.  
 
Your healthcare professional may also require a staff chaperone to be present for certain 
consultations or procedures in accordance with our chaperone policy. 
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POLICY FOR THE CHAPERONING OF PATIENTS 


DURING EXAMINATION, INVESTIGATION OR CLINICAL RECORDING 
 
Annex 1 
Equality Analysis 


 
This form: 


 can be used to prompt discussion when carrying out your 
analysis 


 should be completed either during the assessment process or 
following completion of the assessment 


 should include a brief explanation where a section is not 
applicable  


 


CSU: Nursing  
 


Service area: Nursing  


Lead person: Head of Nursing: 
Professional Practice, Clinical Standards 
and Safety 
 


Date: January 2016 


 


 
1. Title: Policy for the Chaperoning of Patients during examination, investigation or 
clinical recording 


 
Is this a: <Tick as appropriate> 
 
Change to an existing Strategy / Policy                           New Strategy/policy         
 
 
Change to Service / Function                                            Other                
 
 
If other, please specify: 
 


 


 
2.  Members of the assessment team   
 


Name Organisation Role on assessment team  
e.g. service user, manager of service, 
specialist 


Deborah Smith LTHT Project Nurse 


Georgina Duncan LTHT Lead Nurse 


Tim Whaley LTHT Lead Professional MCA/MHA 


Karen Sykes LTHT Head of Safeguarding  


Penny Dutton LTHT Radiology Head of Profession 


 
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3.  Summary of strategy, policy, service(s) or function(s) being assessed:   


 
The purpose of this policy is to provide clarity governing the Leeds Teaching Hospitals 
NHS Trust (LTHT) approach to the chaperoning of patients.  
It applies to all healthcare professionals who perform examinations, investigations and or 
clinical recordings. 
The effect of the policy is to ensure, through appropriate use of chaperones, that patients’ 
privacy and dignity are maintained at all times and also to safeguard the interests of all 
parties that are involved. 


 


 


4. Scope of the equality analysis: 
(complete - 4a if you are assessing a strategy, policy or plan and 4b if you are assessing a 
service, function or event) 


4a.  Strategy, policy or plan   
(please tick the appropriate box below) 


 
The vision and themes, objectives or outcomes 
 


            


 
The vision and themes, objectives or outcomes and the supporting 
guidance 
 


 


 
A specific section within the strategy, policy or plan 
 


 


Please provide detail: 


 
The scope of the equality analysis is the Policy for the chaperoning of patients during 
examination, investigation or clinical recording. 


 


4b. Service(s), function(s), event (please tick the appropriate box below) 


 
The whole service  
(including service provision and employment) 
 


            


 
A specific part of the service  
(including service provision or employment or a specific section of 
the service) 
 


 


 
Procuring of a service 
(by contract or grant) 
 


 


 


 


 


 


 


 


 
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Please provide detail: Delivery of care to patients 


 
 


 
5. Fact finding – what do we already know 
 
Make a note here of all the information you will be using to carry out this analysis. This 
could include: previous consultation and involvement, national and local research, results 
from customer satisfaction surveys, equality monitoring data and staff and patient surveys.  
 
It is recommended that you obtain equality monitoring data for your service or business 
area, e.g. patient and/or workforce profiles 
 


 
 
Chaperones are provided for patients within the Trust under the predecessor policy. 
Equality monitoring data on the use of Chaperones is not currently available. 
 
 


 


Are there any gaps in equality and diversity information: 
Please provide detail:   
As above 
 
 
 
 
 


What actions will you take to close the gaps: 
Please provide detail:  
Identify how data may be obtained going forward to report as part of Equality and Diversity 
information monitoring. 


 


6.  Wider involvement – have you involved groups of people who are most likely to    
     be affected or interested in the policy or proposal? 


 
          Yes                                 No  
 


If you ticked no, please state why not and indicate what evidence you are relying on to 
inform this analysis: 
 
 
 
 
 
 
 
 
 


 
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7.  Who may be affected by this activity?   
(please tick all relevant and significant protected characteristics and stakeholders that 
apply to your strategy, policy, service or function)  
 


 
Protected characteristics 
 
            
              Age                                                    Carers                                 Disability  
             
 
            Gender reassignment                   Race                                 Religion or belief 
                                                                                                                                                                                                                
 
              Sex (male or female)                       Sexual orientation            Other 
                                                             
 
(for example – marriage and civil partnership, pregnancy and maternity, social class, 
income, unemployment, residential location or family background, education or skills level) 
 


If you answered Other, please specify: 


 
This policy is relevant to all groups of patients and healthcare staff. 


 
Stakeholders 
 
                   


                  Patients                                           Carers                             Trade Unions 
 
 
                 Partners                                           Employees                      Suppliers 
           
 
                Other  
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
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If you answered Other, please specify: 


 
 
 


 


8.  Analysis of impact   
Using the information you have gathered including feedback from any engagement 
activities, consider whether the evidence highlights potential for differential impact (positive 
or negative) in relation to the protected characteristics and stakeholders  
 


8a. Will this activity help to advance equality of opportunity? 


Support equality of access to healthcare. 


What actions will you take to maximise any positive impacts? 


 
Sharing of good practice. 
 


8b. Could this activity potentially have a negative impact? 


 
Potential to delay treatment if appropriate chaperone not immediately available.  
 
 
 
 


What actions will you take to mitigate any negative impacts? 


 
Review implementation of policy at six months with Heads of Nursing and review incidents 
on datix. 


 


9.  Will this activity promote strong and positive relationships between the different         
groups/communities identified? 


 
                 
                 Yes                                                  No 
 


 


10.  Could this activity be perceived as benefiting one group at the expense of 
another? 


 
                 Yes                                                 No 
 


 


 


 


  
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Please provide details: 


Action required: None identified 
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11. Equality Analysis Action Plan 
(insert all your actions from your analysis here, set timescales, measures and identify a lead person for each action) 


 


Action 
 


Timescale Measure Lead person 


Review impact of 
implementation of policy 
 
 
 
 


Annual Sept 2017 -2018 Feedback from Heads of 
Nursing and datix incidents 
regarding Chaperoning 


Head of Nursing: Professional 
Practice, Clinical Standards 
and Safety 
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12.  Monitoring progress for the actions (please tick) 


 
            As part of Service Planning performance monitoring 
 
                  As part of Project monitoring 
 
                  Update report will be agreed and provided to the appropriate board  
                  (please specify which board) Patient Experience Sub-Committee 
             
                  Other (please specify) 
 


 


14. Governance, ownership and approval 
State here who has approved the actions and outcomes from the equality analysis  


Name Job Title Date 


   


 
For use by the Equality Analysis sub-group 
 


1. Governance, ownership and approval 
State here which members of the Equality Analysis sub-group have approved the 
actions and outcomes from the equality analysis  


Name Job Title Date 


 
 


  


 


2. Publishing 


 
Date copy received by Equality Team 
 


 


 
Date published 
 


 


 
If the EIA relates to a non MfS change, please send the completed equality 
analysis to the Equality Analysis sub-group via Elizabeth Alarcon-Rhodes at 
Elizabeth.Alarcon-Rhodes@leedsth.nhs.uk  


 


Approval; This Equality Analysis has been reviewed and approved by the Equality 


and Diversity Manager. 


Name Job Title Date 


Emma Judge Equality and Diversity 


Manager 


 


 


 


 


 
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Annex 2 - Plans for Communication and Dissemination of Policy 


 


Title of document: Policy for the Chaperoning of Patients during examination, 
investigation or clinical recording 


Approving 
Group/Committee 


Executive Directors 


Date Approved: 22 February 2016 


 


Target Audience 


E.g. staff groups 
or stakeholders 


Objective Action Person 
Responsible 


Target 
date 


For staff who 
undertake intimate 
examination, 
investigation or 
clinical recording, 
or are acting as 
chaperones during 
the afore 
mentioned-This 
may include those 
below. 


i)know of the 
policy’s existence,  


ii)understand its 
purpose, and  


iii)understand their 
role in 
implementation. 


 


Disseminate to CSU 
Triumverate teams and 
Medical Illustration 


Head of 
Nursing for 
Professional 
Practice,  


Clinical 
Standards & 
Patient Safety 


March 
2016 


 


Each CSU 


Medical Staff 


Nursing Staff 


 


For all staff to be 
aware of the policy 
and its contents 


To disseminate to each 
CSU on publication 


CSU 
management 
team  


 


March 
2016 


 


AHPs 


 


 


For all staff to be 
aware of the policy 
and its contents 


To disseminate 


on publication 


CSU 
management 
team  


 


March 
2016 


Medical Illustration 


 


 


 


For all staff to be 
aware of the policy 
and its contents 


To disseminate on 
publication 


Lead for 
Medical 
Illustration 


 


March 
2016 


All LTHT Staff To have only the 
current version 
published on LHP 


Removal of out of date 
policy from LHP Upload 
of a new policy will 
trigger the retrieval of 
previous versions 


Lead for LHP March 
2016 
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Annex 3 - Checklist for the Review and Approval of Policy 


To be completed by the Serving Officer for the Approving Committee and attached to the 
policy/procedure when submitted to the appropriate committee for consideration and 
approval. 


 Title of document being reviewed:  
Yes/No/ 
Unsure 


Comments 


1. Format and Content   


 Is it in the correct format? Yes  


 Is the staff summary clear and adequate? Yes  


 Are the intended outcomes clearly described? (the 
Policy/Procedure Effect)  


Yes  


 Is there a Definitions section giving an explanation of 
key terms used. 


Yes  


 Is there an Equality Analysis signed off by the Head 
of Equality and Diversity (Policies Only) 


Yes  


2. Approval   


 Has an appropriate governance group reviewed and 
supported the document prior to submission for 
formal approval?  


No Not required as it has been 
reviewed, and widelyconsulted 
on, in detail prior to last 
approval. 


 For HR Policies only, has the TCNC approved the 
document? 


N/A  


 If it is a clinical policy/procedure has it been reviewed 
by the Clinical Guidelines Group?  


N/A  


 Has it been reviewed by internal audit for counter 
fraud?  


No Previous version March 2014 
was assessed 


3. Dissemination and Implementation   


 Is there a communications plan to identify how it will 
be communicated and implemented? The 
Communications Team can help you with advice. 


Yes  


4. Process to Monitor Compliance and Effectiveness   


 Is there a monitoring table setting out measurable 
standards or KPIs together with  clear monitoring and 
reporting mechanisms (to ensure there is assurance 
of implementation) 


No There is no formal mechanism 
for review of compliance 
mentioned in the Policy, other 
than review of incidents 
relating to chaperoning, by 
Specialties 


5. Review Date   


 Is the review date in 2 years? If not is there a justified 
reason? 


Yes Proposed as Febraury 2018 


If the document needs urgent approval before all of the above are satisfactorily 
addressed, please bring this to the attention of the appropriate committee so 
conditional approval can be given. 
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Protocol for Reporting Adverse incidents during CTC 
Examinations as part of the Bowel Screening Programme. 


 
 
 
 
All staff involved in performing CT Colonography examinations must be 


aware of all areas where problems may occur. These include; 


 


• A patient’s eligibility for imaging. 


• Information and consent processes. 


• Reactions to spasmolytics, bowel preparations, or intravenous contrasts. 


• Radiation dose. 


• Safety of patients during the procedure. 


• Quality of examination technique. 


• Referral of patients for investigations outside imaging (e.g. endoscopy). 


• Interpretation and recording of results. 


• Communication of results to individuals. 


• Audit and performance monitoring. 


• Staff induction and training procedures. 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


 


 


Review of imaging procedures 
Define the problem 
• Has the exact nature of the problem been identified? 
• What are the possible consequences for the individuals involved? 
• How long has the issue been a problem? 
• Has the issue been identified following previous reviews? 
• Have concerns been raised following previous screening audits? 
• Does the problem relate to the imaging procedure, its interpretation, or the 
reporting of the procedure? 
• Does the problem lie with the process, individual clinician(s), or the local 
multidisciplinary team? 
Is there a risk to patients? 
 
 
Is there a risk to patients? 
• Have all the patients who may have been affected been identified? 
• Have they been informed (where necessary)? 
Guidelines for Managing Incidents in the NHS BSCP 32 


NHS BCSP Publication No 07 
• Does the problem relate only to screening patients, or are there wider 
implications for other patients undergoing imaging? 
• Have measures been taken to prevent further risk to patients while the problem is 
being investigated? 
• Is it safe for imaging to continue? (Or for any individual involved in the imaging 
process to continue?) 
Establish imaging processes 
• What are the usual parameters and protocols for screening-related imaging? 
• Are these in line with national guidance? 
• Were they followed? 
• Was adequate information provided prior to imaging? 
• Were the radiology staff adequately trained to perform screening-related 
imaging? 
Multidisciplinary discussion (if appropriate) 
• According to national guidance and local protocols, should the case(s) have been 
discussed at MDT? 
• Did MDT discussions take place? 
• If so, when, and at what stage? 
• Are there written records? 
• Was all previous history reviewed? 
• Who was present, and were all core members present for the whole meeting(s)? 
• What were the final decision(s)? 
• Were the treatment decision(s) appropriate, and do they comply with national 
guidelines? 
• Were the decision(s) followed in each case? 
• If not, were any reasons given? 
• Has there been an audit of the implementation of MDT decisions? 
Possible methods of investigation 
• Establish timeline and progress for each affected patient(s). 
• Review local policies and procedures. 







 


 


• Review case notes. 
• Review training policies and records. 
• Review records of MDT discussions/attendance at MDT. 
• Talk to members of the MDT. Is there effective communication within the team? 
• Where available, review QARC data for the service. 
• Where available, review previous QA reports. 
Reporting the outcome of the investigation 
• Report in writing to the QA director. 
Feedback and lessons learnt 
• What lessons can be learnt? 
• Who will benefit from the lessons learnt? 
• Feedback to the NHS BCSP national office. 
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1.0 Policy Purpose 


The purpose of this policy is to define the correct procedures that all staff should follow 


for the following: 


 
• Colonic perforation during CT colonography (CTC)  


 
Colonic perforation during CT colonography (CTC) is a recognised complication, occur-
ring in approximately 1 in 3000 cases. This information is provided to all patients in the 
patient information which accompanies the appointment details, and is restated at con-
sent, immediately prior to the procedure.  
A radiologist or suitably qualified radiographer should review the 2D images before the 
patient leaves the department. If colonic perforation is suspected, the patient should be 
given an appropriate explanation, and should receive re-assurance.  Instructions in the 
document should be followed.   
Pneumatosis coli is an incidental and benign finding which can be seen in up to 1 in 
1000 cases.  However, most cases are asymptomatic.  
 
  


2.0 Action 


1. If perforation is identified or suspected during the examination, discontinue 
insufflation and remove the administration tube from the insufflator, allow the 
colon to deflate, and then remove the rectal tube from the patient. 


 
2. Even if the patient is well and asymptomatic of perforation, call a radiologist, 


if they are not already in the scanning suite, to examine the patient and the 
images acquired.   


 
3. If at NPH call a nurse from room 2 recovery suite to take patient observa-


tions (pulse, BP, sats etc.)  
  


4. Obtain venous access if the patient is not already cannulated. 
 
5. If perforation is confirmed, the radiologist will contact the referring consultant 


(or if non-surgical referral, an appropriate surgical consultant) to arrange a 
timely surgical assessment. If one is unavailable then the on-call surgical 
registrar on 07789935664. 


 
6. The patient should be transferred onto a trolley, and taken to the interven-


tional suite recovery room, or other suitable private area, for monitoring 
whilst awaiting surgical assessment. 


 
7. IF at CMH. 


Call on duty site practitioner to arrange transfer to NPH and arrange nurse to 
be with patient. Surgical on call team at NPH to be informed of transfer of pa-
tient. Patient kept in recovery bay at CMH. Nurse to be provided by hospital. 


 
8. If perforation is identified after the patient has left the department, the CTC 


reporting consultant for that session will review the images and a member of 
the team will contact the patient to assess their condition. The patient will be 
advised to attend A/E at NPH/Ealing (by emergency ambulance if appropri-
ate). 
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9. Session CTC reporting consultant will contact surgeon/ surgical team as ap-


propriate as above (see section 5). 
 


10. If referral is from Bowel Cancer Screening Programme notify SSP/lead as 
soon as possible to enable completion of Adverse Incident report. 


 
11. IF AT EALING 


In the event of colonic perforation in an outpatient, this is confirmed with the 
radiology consultant on duty.  
Action points 1 and 4 will then be followed. 
The surgical registrar (bleep 376)/ consultant is bleeped and the patient  ad-
mitted through A&E. 
 
 
For in-patients, the referring clinician is informed and the event documented 
in the patient notes. 
 


 
 12. If pneumatosis coli is detected on a CTC, a member of the team should contact 
the patient immediately to enquire regarding symptoms. If the patient is asymptomatic, 
then this is likely to be a benign finding of no clinical consequence. This should be 
documented in the patient’s report/ noted. However, if the patient is symptomatic, then 
action point 5, 8 and 9 should be followed with appropriate documentation in the notes/ 
report.  


 
  


3. Action post procedure  


3.1 Documentation 
 
The perforation/ pneumatosis and action taken should be documented on the refer-
ral form and scanned to PACS, and also noted in the radiology report. Additionally 
this will be documented as an adverse incident on the CTC database (unless at 
Ealing). 
 
Follow up and outcome must be documented by the Service Manager, or senior 
CTC radiographer. 


  
3.2 Patient Management 
 
This will be in accordance with the clinical team’s assessment of the patient. 


 
 
 


4.0 MINOR AMENDMENT LOG 
 


• The amendment must be written clearly on each copy of the SOP in red 
ink. 


• ‘Correction Fluid’ e.g. Tippex must not be used. 
• The amendment must be authorised by one of the signatories of the 


SOP 


• Ten or less amendments can be made before the procedure is revised. 
• Major changes must result in immediate review of the procedure. 
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5.0 SOP Review 
 


• This SOP will be reviewed every 2 years or as and when amendments to the 
applicable legislation or Trust systems warrant immediate revision. 
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Managing Complications in Patients Undergoing CT Colonoscopy 


 


Recognition and management of hypoglycaemia 


Hypoglycaemia occurs when the blood glucose level falls below 4 mmol/l with or without 


symptoms. 


Symptoms include: 


 Sweating 


 Hunger 


 Pallor 


 Headache 


 Odd behaviour – confusion, aggression 


 Weakness 


 Drowsiness 


If you suspect a patient is becoming hypoglycaemic or a patient tells you they are diabetic 


and feeling unwell then a peripheral blood glucose MUST be performed using the approved 


hospital blood glucose meter. 


All episodes of hypoglycaemia MUST be treated even if symptoms are not present. 


If the blood glucose level is <4mmol/l 


Give: 


4-5 Glucotabs – these can be found in the orange Hypo Box on the crash trolley. 


Or alternatively one of the following: 


 3-4 heaped teaspoons of sugar dissolved in a non-milky drink 


 150-200mls of pure fruit juice 


 90-120 mls Lucozade original 


 150-200mls sugary, fizzy drink 


Repeat peripheral blood glucose after 10 minutes. If the blood glucose has not risen to 


>4mmol/l then repeat the treatment. If after the second treatment the blood glucose does 


not rise to a level >4mmol/l then the patient must be reviewed by the emergency medical 


team. 


If the peripheral blood glucose level is >4mmol/l give follow up treatment with long acting 


carbohydrate – 2 plain biscuits with tea or coffee. 
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References: 


Clinical Guideline for the Care of People with Diabetes: The Management of 


Hypoglycaemia in Adults. RCHT 2015 


 


Managing Colonic Perforation 


The radiographer performing the CT Colonoscopy examination must review the 2D images 


before the patient leaves the scanning suite. If a perforation is suspected due to the 


patient’s clinical condition, or identified on imaging, the radiographer must contact the 


consultant radiologist covering the CT department who will review the images, contact the 


emergency surgical team and issue an urgent report. Out of hours (6pm – 8pm) the on call 


registrar should be contacted. 


 


Managing severe abdominal pain 


If the patient experiences severe abdominal pain during the procedure, the gas insufflation 


should be stopped and the images reviewed. If no cross sectional images have been 


acquired then a scout view should be performed to establish the presence of a stricture or 


obstruction. 


If the patient experiences severe abdominal pain after the procedure, they should be 


reassured, made comfortable on a trolley and encouraged to ‘pass wind’. Pulse, blood 


pressure and oxygen saturation monitoring should be performed and recorded. If the pain 


does not settle or there are concerns about the clinical observations inform the consultant 


radiologist covering the CT department, or registrar between 6pm and 8pm, who will review 


the images to exclude perforation and clinically assess the patient. If abdominal pain 


persists then specialist clinical review by the surgical team should be arranged. 


 


Managing vaso-vagal attacks & cardiovascular complications 


Early signs/symptoms: 


 Light-headedness 


 Nausea 


 Feelings of being extremely hot or cold 


 Confusion 


 Uncomfortable feeling in the chest 
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 Patient looks pale & sweaty 


 


Stop the scan immediately, turn off the gas and detach the insufflation tube from the 


insufflation machine allowing the rectum to deflate. 


Bring the scanning table out of the scanner, gently remove the pillow and wedge from 


behind the patients head and raise their legs. Reassure the patient and explain what is 


happening. 


If the patient does not recover within a few minutes monitor blood pressure, pulse and 


oxygen saturation and seek advice from the consultant radiologist covering the CT 


department or registrar between 6pm and 8pm.  


If the patient deteriorates and there is significant concern call the emergency medical team 


ext 4444 immediately or the crash team ext 2222 


If the patient recovers, check blood pressure, pulse and oxygen saturation are within normal 


limits before resuming the examination. Reassure the patient and ensure they are happy to 


continue. 


 


Managing Extravasation 


Follow local protocol: 


CI.MED.05 Clinical Imaging Protocol ‘Clinical Guideline for the management of 


Extravasation of Radiographic Contrast Agents.  


Available electronically on Q pulse 


 


Managing Anaphylaxis 


Follow local protocol: 


CI.MED.PPG.07 Managing Contrast Reactions in Imaging 


CI.EXT.RCHT.12 Clinical Guideline for the Treatment of Anaphylaxis in Adults and Children 


Available electronically on Q Pulse 
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Management of Complications during CT Colonography (CTC) 


 


 


 


 All members of the CTC team must be trained to recognise complications 


arising before, during, and after procedures.  


 


 The CTC team must follow clearly documented and recognised protocols 


for managing complications such as:  


 


- Cardiovascular symptoms (including angina, hypotension, and 


bradycardia). These may accompany vasovagal attacks and can result 


from the use of hyoscine butylbromide.  


- Anaphylaxis.  


- Contrast extravasation or haematoma at the cannula site if intravenous 


contrast medium has been given.  


- Severe abdominal pain.  


- Colonic perforation.  


 


Resources, including resuscitation and monitoring equipment and 


appropriately qualified and trained medical and nursing staff, must be 


available to manage immediate complications. 


It is the duty of all staff to be aware of the location of all emergency 


equipment in the event of a complication. 


 


Radiographers who administer intravenous contrast medium or hyoscine 


butylbromide must do so in accordance with a locally written Patient Group 


Directive. 







 
 


 


 


 


 


 


1. Management of Cardio vascular symptoms 
2. Management of adverse reaction to the administration of intra venous 


contrast. 
3. Management of Anaphylaxis 
4. Management of Contrast extravasation or haematoma 
5. Management of severe abdominal pain 
6. Management of perforation 


 
 
 
 
Management of Complications 
 
 
 


1. Management of Cardio vascular symptoms 
 
All patients are reviewed by a Consultant GI Radiologist supervising the list who 
undergo annual Basic life support training.  
 


2. Management of adverse reaction to the administration of intra 


venous contrast; 


Patients should remain in the CTC department for at least 15 minutes after 


injection with intravenous contrast medium, and for at least 30 minutes if they are 


at increased risk of anaphylaxis. If a cannula has been inserted and an adverse 


event is anticipated, the cannula should remain in place until the patient is ready 


to leave the department.  


A 


 
Nausea / vomiting 


The  patient is to be reassured, IV access retained and observed, and radiologist 


notified. 


 







 
 


 


Mild scattered “hives” / urticaria 


Routine treatment is not necessary.  Inform radiologist. 


 


Severe generalised urticaria  


Retain IV access and observe. Inform radiologist. Consider IV piriton and 


hydrocortisone with close observation. If any deterioration then consider Iv/Im 


adrenaline. 


 


More serious symptoms 


E.g. Difficulty with breathing, fitting, loss of consciousness. 


Summon Crash Team by dialling    2222 


Establish basic life support until help arrives.   


Inform radiologist immediately 


   


 


 
3. Management of Anaphylaxis  
 
 
Speed of treatment in anaphylaxis affects the outcome. It is therefore essential 


that first responders know the essentials of anaphylaxis treatment including 


airway management, assessment of breathing and circulation.  All Radiologists 


are familiar with administration and doses of Iv/im adrenaline (IM preferable 


0.5mls 1in 1000 repeating after 5 mins if no improvement). The crash team will 


also be contacted at this point and IV fluids and  oxygen administered. 


 


 
4.Management of extravasation or haematoma 


  
Observation of the injection site should limit the amount of possible extravasation 


or haematoma.  Should this occur the injection must be immediately stopped.  


Limited therapy such as compression over the puncture site or gentle 


manipulation of contrast back towards the needle may provide some patient 







 
 


 


comfort. If the patient is discharged home with compression bandages then they 


should be reviewed the following day in the department to ensure there is no 


progression to skin necrosis. 


 
Extravasation of a full bolus of contrast during a CT Procedure may require an 


urgent referral to Plastics. 


Inform Supervising Consultant Radiologist. 


Document within patients formal report 


 
 
 
 
 
 
5. Management of severe abdominal pain 
 
 Ensure no more air is administered. 


 Images are reviewed to ensure a perforation has not occurred. 


Give patient a warm drink and monitor progress. 


Patient may be monitored by nurses  in recovery area. 


 


6. Management of perforation.  


 


Colonic perforation is a recognised complication of CTC and occurs in 1 in 3000 


examinations.  


A radiologist or appropriately CTC trained radiographer should review the two-


dimensional scan images to check for perforation before the patient leaves the 


scanning suite. If a perforation is detected inform the Supervising Consultant 


Radiologist immediately. They should contact the appropriate surgical team to 


request a timely clinical assessment and admission. Most  colonic perforations 


can be managed conservatively.  
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CTC Reporting Technical Specification 


 
Introduction 
 
In order to ensure consistency of reporting the following technical specification should be 
used for the reporting of all CTC studies performed in the Peterborough & Stamford 
Hospitals NHD Trust Diagnostic Imaging department, whether reported by Trust staff or 
sub contracted to out-side providers. The specification is based on the European Society 
of Gastro-Intestinal and Abdominal Radiologists (ESGAR) 2nd consensus statement on CT 
Colonography and the requirements of the bowel cancer screening programme (BCSP). 
 
Equipment Specification 
 


 All reporting of CTC colonic findings should be reported using Toshiba Medical 
Reporting workstations. 


 


 All reporting of CTC findings should be reported using Vital ‘Vitrea’ 2 reporting 
software Version 4.1.2.0 or above. 


 


 Where reporting is sub contract to an outside provider they will need to 
demonstrate, to the Trust’s satisfaction, that any alternative equipment they wish to 
use for reporting purposes is equivalent to the equipment stated above. 


 
Reporting Parameters - general 
 


 Images should be reviewed in both multi-plainer 2D format and 3D format. Where 
appropriate Endo-luminal 3D fly through images and/or virtual barium enema 
images should also be reviewed. 


 


 Images to be reviewed on the CT Colon windowing setting, this can be combined 
with review on the Soft tissue window setting dependent on the reporter’s 
preference. However, all measurements of identified pathology MUST be 
undertaken on the CT Colon window setting. 


 


 Initial image review should be undertaken without the assistance of CAD. Where 
CAD information is available a secondary review with CAD enabled should be 
undertaken in all cases. 
 


 All measurements of pathological findings should be recorded in millimetres 
 


 


 Snapshot’ screen shot images of significant pathology should be taken and    
exported to the PACS system. 
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Report Format 
 


The style of the report should be concise, clear and easily understood. The standardised 
reporting phrases recorded as reporting shortcuts on the CRIS system (see appendix A) 
should be used wherever possible.  
 
The report should contain all of the following information: 
 


1. Demographics and clinical history (populated from CRIS system) 
 


 Name, date of birth and District number of patient. 


 Details of the referring clinical history for the procedure 


 Date of examination 
 


2. Technique 
 


 State whether faecal tagging or non-faecal tagging technique used. 


 State use of anti-spasmodic, including route of administration and quantity 
given. Where a spasmodic is not given the reason for non-administration 
should be stated. 


 Document number of scan e.g. dual/triple and positions e.g. supine, prone 
etc. 


 State whether IV contrast has been used. 
 


 
3. Quality of Study & limiting factors 


 
3.1 Limiting factors 
 
Any limiting factors which affect the quality of the study should be identified and 
recorded. Limiting factors may include, but are not limited to the following: 
 


 Sub optimal distension, where the colon is not distended on at least two 
views, of all or sections of the colon. 


 Adherent faecal residue. Any residual un-tagged faecal matter which does 
not move position between scans and which may obscure or mimic 
pathology. 


 Artefacts. Breathing, movement or other artefacts which cause image 
deterioration. 


 
The possibility of such limiting factors reducing the ability to identify subtle 
pathology should also be stated. 


 
 
 
 







 
 


CAUTION: You must refer to the intranet for the most recent version of this policy. 


Diagnostic Imaging Local Procedural Document  
Related to Radiographer led CT Colonography Service Policy  Page 3 of 11 
Version 7   Issued June 2017                  Reviewed: 10/17   Review Date: 10/18 


 
3.2 Quality of study 


 
Studies should be categorised into one of the following: 


 


 Good - Target lesion can be very reliably identified or excluded.  


 Adequate - Target lesion can be reliably excluded.  


 Poor - Target lesion cannot be reliably excluded - includes procedures which 
are subsequently amended to GIT 48Hr GG + IV scans. (Please indicate 
cause)   


o Poor Distension  
o Poor Bowel preparation 


 
The quality of the scan should be defined by the Advanced GI practitioner 
undertaking the double reporting of the scan, unless single reporting by a radiologist 
of principal GI practitioner is undertaken, and not by the primary reporter. 


  
4. Anatomical or physiological variations 


 
Where anatomical or physiological variations are present these should be recorded. 
Examples of such variations are given below: 
 


 Enlarged IC valves, of fatty attenuation. 


 Incompetent IC valves, allowing large quantities of CO2 gas to reflux into 
small bowel. 


 Long/Tortuous colon. 


 Redundant loops of sigmoid colon. 


 Inverted caecum 
 


5. Report findings. 
 
5.1 General 


 


 Where no colonic pathology is identified the following phrase should be used 
to summarise the finding: 


 
“No colonic carcinoma, colonic polyps or other significant colonic pathology 
identified” 


 


 Where pathology is identified it should be reported in order of significance, 
commencing with the presence of any colonic tumours. Where there are no 
tumours or polyps’ present, but less significant pathology is identified, the 
following phrase should be entered at the start of the findings section of the 
report: 


 
“No colonic carcinoma or significant polyps identified” 
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Where findings are equivocal, as to their potential to be malignant, this should be 
clearly stated.  


 
5.2 Colonic Carcinoma 
 
The length of lesions should be measures and stated in the report. An estimate as 
to the extent to which the lesion occludes the lumen should be given. Descriptive 
terms should be used to further categorise the tumour, such as: 
 


 Minimally elevated <3mm 


 Polypoid 


 Saddle shaped 


 Obstructing 


 Annular 
 
The presence or not of synchronous lesions in addition to the primary lesion 
identified should be included. The anatomical portion of the colon, in which the 
carcinoma is present, should always be stated. 
 
5.3 Polyps 
 
All polyps should be categorised as follows, dependent on their morphology with the 
associated code included in the report and on the reporting spreadsheet: 
 


 PEDUNCULATED (Ip) Stalk between polyp and underlying mucosa  


 SEMI-PEDUNCULATED (Isp) Broad-based, base narrower than top but no 
stalk   


 SESSILE (Is) No stalk - base & top of lesion have same diameter. Height at 
least the 2.5 mm  


 FLAT - slightly elevated (IIa) Height less than 2.5mm  


 FLAT – slightly elevated with depressed centre (IIa/c). Height less than 
2.5mm  


 
In line with NICE, ESGAR and BCSP Guidelines all polyps should be reported at 
CTC in accordance with their size: 
 


 Polyps 5mm or larger – all polyps over 5mm should be reported. 
 


 Polyps of 3mm but less than 5mm – should not be reported unless there 
are 3 or more polyps present. The following phrase should be inserted into 
the report following the description of such polyps: 


 
“However, as per NICE guidelines, there is a high false positive rate for 
polyps of less than 5mm identified on CTC”.  
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 Polyps of less than 3mm – the likely presence of such polyps should not be 
reported as they are below the diagnostic accuracy level for CTC. 
 


 The position of the polyp within the colon should be reported using the 
following descriptive terms, dependent on it position: 


 
(a) Polyps in the rectum, sigmoid and descending colon – to be reported 


as a distance in cm from the Ano-rectal verge. 
 


(b) Polyps at the splenic or hepatic flexure – to be described as to 
whether they are on the oral or anal aspect of the flexure. 


 
(c) Polyps in the transverse, ascending colon – to be described in relation 


to which third – proximal, mid or distal. 
 


(d) Polyps in the caecum – to be described in relation to the IC valve – 
inferior, superior or opposite. 


 
 
The following summary codes should be used in the report and on the reporting 
spreadsheet: 
 
 


Cx Inadequate study 


C1 Normal, benign lesion or polyps < 5mm 


Low risk  
C2 1 – 2 adenomas, both small (< 1cm) 


Intermediate risk  
C3a 3 – 4 small (< 1cm) polyps 
C3b > 1 polyp  ≥ 1cm  
C3c Indeterminate stricture 


High risk  
C4a ≥ 5 small (<1cm) Polyps   
C4b ≥ 3 polyps at least 1 ≥ 1cm 


C5a Colon mass, characteristic of  malignancy 
C5b No tumour additional to colonoscopy findings 
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5.4   Intra-colonic Findings Suspected/Characteristic Benign  
 


 Sub-mucosal lipoma - Defined as a sessile polyp of fatty attenuation. The 
size of a lipoma should be measured across its base where it attaches to the 
mucosa. 


 Diverticulosis – see section 5.5 


 Diverticular stricture - Diverticular strictures are found within areas of 
diverticular disease. The stricture usually has tapered ends and there is 
significant bowel wall thickening present. The length of the stricture should 
be measured from the proximal to distal end and an estimate of the amount 
of lumen occluded by the stricture also given. If the stricture is of atypical 
appearance or if there is any signs of co-existing malignancy this should be 
stated and direct visualisation and biopsy recommended 


 Pneumatosis coli 


 Ischaemic/Inflammatory colitis 


 Haemorrhoids – Sessile polyps found in the very distal rectum or anal canal 
are likely to represent internal haemorrhoids. However, this can only be 
confirmed by direct visualisation. If identified on CTC then direct visualisation 
or correlation with previous sigmoidoscopy reports should be recommended 
to confirm the presence of haemorrhoids as opposed to true sessile polyps. 
 


 
5.5 Diverticular disease & faecaliths. 
 
The presence of diverticulum or areas of more extensive areas of diverticular 
disease should be included in the report findings. The severity of the disease should 
be categorised as follows, for each anatomical section of the colon as appropriate: 


 


 Isolated – Single diverticulum present in an anatomical section of the bowel. 
 
 


 Faecaliths – Diverticula which has become walled off due to the presence of 
adherent faecal matter within the diverticulum. They are an incidental finding 
and should only be reported where practitioners are confident that they are 
true faecaliths.  
 


 Scattered – small number of diverticula scattered throughout one or more 
anatomical sections of the colon. 


 


 Mild disease – An areas of consolidated diverticula with little or no 
 associated bowel wall thickening. 


 


 Moderate disease – An area of more consolidated diverticula with some 
associated bowel wall thickening. 
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 Severe disease – An area with high consolidation of diverticula, extensive 
associated bowel wall thickening and in some instances early stricture 
formation. 


 
 N.B: The severity of diverticular disease can vary throughout the colon, therefore 
where diverticular disease is present in more than one anatomical section of the 
colon the severity of the disease in each section should be given. 


 
5.6 BCSP reporting of confidence & biological significance 
 
In accordance with the requirements of the bowel cancer screening programme 
guidelines, the radiologist reporting BCSP patient studies will use the following 
system to define the level of confidence, that an abnormality is a true positive, and 
its biological significance: 
 


 Definite = 100% confidence & biological significance 


 Probable = greater the 50% confidence & biological significance  


 Possible = less than 50% confidence & biological significance  
 


6. Report sign off & Timescales 
 
All reports should include the name and job title of the practitioner or radiologist 
undertaking the examination, as well as the practitioners or radiologist reporting the 
CTC studies. The reporting of the extra viscera structures must be performed by a 
consultant radiologist and recorded in a different shell on the report following the 
completion of the CTC report.  
 
All CTC examinations should be reported as soon as practical following completion 
of the examination. The completed report together with the report of the extra 
viscera structures should be completed and verified, wherever possible, within 5 
days of the examination date. 


 
When extra-colonic structures are reported a summary code will be given which 
should be added to the spread sheet: 
 


 E1 Normal, anatomic or post-surgical variant 


 E2 Incidental, unimportant /already known 


 E3 New incompletely  characterized finding, (further investigation according 
to local protocol) 


 E4 Potentially important new finding, requires further action 


 E5 Significant new finding identified 
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7. Discrepancy reporting 


 
Where differences in the reports are evident, the Practitioners should discuss the 
examination and agree to a common report. The report can be placed in a relevant 
Radiologists basket to report the extra viscera aspects of the examination and verify 
the final report on CRIS. Discrepancies can be classified and recorded on the 
spread sheet as follows: 
 


Discrepancy score Description Classification 


DSx Not scored – inadequate study/missing data n/a 


DS1 Report agreement (C1-C5 reports) n/a 


DS1FN Discrepancy with C1 report – false negative Minor/major 


DS2FP Discrepancy with C2 report – false positive minor 


DS2FN Discrepancy with C2 report – false negative Minor/major 


DS3FP Discrepancy with C3 report – false positive minor 


DS3FN Discrepancy with C3 report – false negative Minor/major 


DS4FP Discrepancy with C4 report – false positive major 


DS4FN Discrepancy with C4 report – false negative major 


DS5FP Discrepancy with C5 report – false positive major 


DS5FN Discrepancy with C5 report – false negative major 


 
 


 Minor Discrepancies 
 


 Polyps or possible lesions of more than 5mm but less than 1cm 


 3 or more sub 5mm but over 3mm polyps. 


 Areas of extensive uncomplicated diverticular disease 


 Any complicated diverticular disease 
 
Major Discrepancies 
 


 Polyps or lesion of 1cm or larger 


 Colonic carcinoma 


 Strictures 


 Other significant omissions as confirmed by Specialist GI Radiologist 
 


 If the Practitioners still disagree, the advice of the Specialist GI Radiologist, or in 
their absence the Principal Advanced GI practitioner, MUST be sought. Their 
advice/opinion will be final and they will enter the final report on CRIS. 


 


 Where minor or major discrepancies in reporting are identified these must be 
recorded on the discrepancy spreadsheet in the CT Colonography file held on the 
departmental ‘R’ drive.  
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Appendix A 


CTC Reporting shortcuts on CRIS System 
 


Shortcut/Keystroke Text 


Alt 0 (Clinical history) 


Alt 1 CT Colonoscopy Virtual 


Alt 2 CT Abdomen & pelvis or CT Chest/Abdo/Pelvis + IV as 
appropriate 


COLON + Alt P (Colon reporting template) 


CT Col + Alt P (Abdomen/pelvis disclaimer statement) 


BUSCO + Alt P Buscopan administration was contra-indicated due to the 
patient's 


NICE + Alt P However, as per NICE guidance, there is a high false positive 
rate for polyps of less than 5mm identified by CT 
Colonography. 


BAL + Alt P The rectal balloon was not deflated precluding full evaluation 
of the distal rectum.   


ICV + Alt P The ileo-caecal valve is bulky and demonstrates fatty 
infiltration; this is considered to be a normal variant.   


INCOMP + Alt P Significant gas is seen in the small bowel which is indicative 
of an incompetent ileo-caecal valve.  


NCP + Alt P No colonic carcinoma, colonic polyps or other significant 
colonic pathology demonstrated.  


HAEM + Alt P Sessile polyps at the ano-rectal junction are likely to 
represent internal haemorrhoids, please correlate clinically.   


DDD + Alt P Diverticular disease present in the sigmoid and descending 
colon. 


DDS + Alt P Diverticular disease present in the sigmoid colon. 


GPCA + Alt P In view of these findings please refer the patient to the 
colorectal surgery department at Peterborough City hospital, 
for a consultation with a Colorectal surgeon. The findings 
have been sent to the Hospitals Colorectal MDT meeting for 
preliminary discussion pending the referral 


GPCR + Alt P In view of these findings please referrer the patient to the 
colorectal surgery department at Peterborough City hospital, 
for a consultation with a colorectal surgeon. Please also 
request an urgent MRI scan of the rectum for staging 
purposes. The findings have been sent to the Hospitals 
Colorectal MDT meeting for preliminary discussion pending 
the referral 


GPSC + Alt P In view of these findings please referrer the patient to the 
colorectal surgery department at Peterborough City hospital, 
for a consultation with a colorectal surgeon. Please also 
request a CT Chest/Abdomen & pelvis scan with IV contrast 
to complete the staging of the cancer. The findings have been 
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sent to the Hospitals Colorectal MDT meeting for preliminary 
discussion pending the referral 


GPSR + Alt P In view of these findings please referrer the patient to the 
colorectal surgery department at Peterborough City hospital, 
for a consultation with a colorectal surgeon. Please also 
request a CT Chest/Abdomen & pelvis scan with IV contrast 
and an MRI rectum scan, to complete the staging of the 
cancer. The findings have been sent to the Hospitals 
Colorectal MDT meeting for preliminary discussion pending 
the referral 


PR+ Alt P This examination was performed to avoid delays in patient 
care despite the prerequisite PR examination not having been 
performed. CT Colonography does not examine the anal 
canal and anal carcinoma must now be excluded by PR 
examination. 


KJW + Alt P Kirstie Whitworth 


LG + Alt P Liam Gale 


SW + Alt P Stephen Wilson 


SE + Alt P Sarah East 


ML + Alt P Marie Ledger 


VS + Alt P Vicky Stancer 


RB + Alt P Rachael Bilton 


KB + Alt P Kelly Bull 


 
 


COLON + Alt P 
 
THIS IS A PROVISIONAL REPORT, SCAN AWAITING DOUBLE REPORTING. 
 
Informed verbal consent for the procedure obtained.  20mg IV Buscopan was given.  
Faecal tagging technique.  Scans were obtained in X and Y positions. A good technical 
study was achieved. 
 
Study code:   Polyp code:  
 
The limited views of the extra colonic viscera will be reviewed separately by a Consultant 
Radiologist. 
 
Examination performed and reported by X and double reported by X. 
 
 
CT col + Alt P 
 
These low dose, unenhanced views of the extra colonic structures do not exclude 
pathology of the abdominal viscera. 
 
Summary code:  
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CT Colon Report: 
 


Name:  


Patient ID:  Sex: Male / female  


Exam date: 01 / 02  / 2018 Age:  
 
 


Clinical History 
 
 
Technique & Findings 
 
Gastrografin bowel prep. 20mg  Buscopan  69 ml Optiray 300 contrast administered: 
Chaperone -  XXX 
 


 Scan positions: Supine &  prone Lt decubitus Rt decubitus 


 Thorax; completion staging 


 Colonic distension was: Good, Adequate Poor (Inadequate) 


 Bowel prep quality was: Good Adequate Poor (Inadequate) 


 Normal colonic configuration:  


 Read 2D and 3D. 
 


Complications:  
 


Colonic findings: 
 


  
 


SUMMARY:   
 
   


 
Extra-colonic findings: 
 


  
  


 
 
Coding: 
C1 E1 
 
CTC Practitioner: 
 
XXXX 
Advanced Practitioner GI Radiographer 
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Keys Points: 
 
 


 To ensure that the Radiographer led Computed Tomography (CT) Colonography 
service operating within the NWAngliaFT complies with National Institute for Health 
and Clinical Excellence (NICE) national guidelines for good practice and the 
requirements of the National Bowel Cancer Screening programme requirements. 


 


 This policy applies to the provision of CT Colonography services within the 
Diagnostic Imaging department and outlines department processes for referrers and 
those staff operating within the department.  


 


 It applies to all staff employed, bank or agency, students in training and outside 
service providers to the NWAngliaFT. 


 


 It identifies the roles and responsibilities of all staff groups and monitoring 
processes. 


 


 Sets out the agreed best practice for the provision of the CT Colonography service.  
 


 Defines the broad audit activates to be undertaken to measure the clinical 
effectiveness of the service provision. 
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1 Introduction 
 
1.1 In England bowel cancer is the third most common type of cancer.  An estimated 
 38000 new cases are diagnosed each year.  Around 80% of people diagnosed are 
 over 60.  Symptoms can include blood in the faeces, unexplained weight loss and 
 change in bowel habit (NHS choices, 2011). 
 
1.2 There are a number of ways the bowel can be visualised, including sigmoidoscopy, 


conventional colonoscopy, and Per Rectal (PR) exams. Whilst Optical Colonoscopy               
(OC) remains the ‘Gold Standard’ for investigation of the colon (NHS BCSP, 2010) 
CT Colonography (CTC) is becoming an increasingly popular choice for a large 
range of patients. Although there is no overall guidance, the bowel cancer 
screening programme advises CT Colonography over conventional colonoscopy 
when patients have co-morbidities contraindicating colonoscopy, those too frail to 
undergo conventional bowel preparation but who could tolerate faecal tagging and 
patients who have had an incomplete colonoscopy (NHS BCSP, 2010). 


 
1.3 The National Institute for Clinical Excellence has assessed the evidence for the use 
 of CT Colonography as a diagnostic investigation of the colon and has concluded 
 that CT Colonography is an effective diagnostic examination, provided that 
 arrangements are in place for consent, audit and clinical governance (NICE 
 guidelines, 2011). As a bowel cancer screening centre, Peterborough and Stamford 
 Hospitals NHS Foundation Trust is also required to undertake regular clinical audits 
 of its CT Colonography and optical colonoscopy services (NHS BCSP 2010). 
 
1.4 Due to the shortage of specialist Radiologists available to undertake and report CT 


Colonography examinations, a Radiographer led CT Colonography service, under 
the clinical lead of a specialist Gastrointestinal (GI) Radiologist, has been 
established to ensure effective and timely provision of CT Colonography 
examinations to patients. This service replaces and builds on the previous 
Radiographer led barium enema service, which used to be the primarily imaging 
examination of the colon before the introduction of CT Colonography. 


 
 
2 Purpose  


 
2.1 To provide the policy framework for the Radiographer – led CT Colonography 


service. 
 


2.2 To provide guidance to Trainee, Junior and Advanced GI practitioners on the 
 vetting, conducting and reporting of CT Colonography studies. 


 
2.3 The policy is up to date and reviewed as necessary and is monitored and action 


taken as required. 
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3 Scope 
 
3.1 Staff:  Consultant Radiologists, GI Practitioners, CT Radiographers, Imaging Health 


Care Assistants (HCA). 
 
3.2 Patients: All patients referred for CT Colonography or Rectal Gastrografin contrast 
 examinations. 
 
3.3 In a major incident, the Trust recognises that it will not be possible to adhere to all 


aspects of the document. In such circumstances, staff should follow the 
Peterborough Major Incident Policy found on the NWAngliaFT  Intranet SharePoint 
site. 


 
 
 
 
4 Definitions of terms 


 


4.1 Protocol - Sometimes called a standard operating procedure or protocol. These are 
a set of detailed step by step actions that describe how tasks or activities should be 
carried out to achieve the highest standards possible and to ensure efficiency, 
consistency and safety. Deviation from such documents should only be by 
agreement with senior management (clinical Consultant / speciality lead). 


 
4.2 Gastrografin - iodine based liquid used to tag residual stool within the bowel as 


part of the preparation regime for patients undergoing CT Colonography. 
 
4.3 Radiology Information System (RIS) 


The departmental computerised Radiology Information System which holds the 
patients radiology referral and report records.  
April 2012: CRIS 2.09.10k.2 is our Trust’s current RIS supplied by Healthcare 
Software Systems (HSS). 
 


4.4 Datix  
NWAngliaFT uses Datix Web (Software for Patient Safety) Adverse Event & Near 
Miss Reporting and Risk Register modules. Datix Web is an on-line reporting tool 
available to all staff with access to a computer. 
 


4.5      Equality Impact Assessment -The process by which the Trust examines its 
activities to minimise the potential for discrimination. 
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5 Duties and responsibilities 
 
 
5.1 Specialist GI Radiologist 
 
5.1.1 Clinical Lead for CT Colonography service. 
5.1.2 Approval of policies and protocols for CT Colonography Service. 
5.1.3 Overall responsibility for training of GI Practitioners. 
5.1.4 Reporting of complex cases referred by GI practitioners. 
5.1.5 Vetting of CT Colonography requests which fall outside of standard referral 


guidelines. 
 
 
5.2 Consultant GI Radiographer 
 
5.2.1 Provide day to day clinical guidance to CTC Advanced practitioners. 
5.2.2 Conduct, and participate in relevant, Research activity to develop and improve 


clinical practice within the CTC service 
5.2.3 Development of policies and protocols. 
5.2.4 Participation in audit activity. 
5.2.5 Undertaking CT Colonography and rectal Gastrografin contrast examinations. 
5.2.6 Single, primary and double reporting of CT Colonography studies. 
5.2.7 Vetting of CT Colonography requests. 
5.2.8 Dispensing bowel preparation for CT Colonography services. 
5.2.9 Training of GI Practitioners. 


 
 


5.3 Principal Advanced GI Practitioner 
 


5.3.1 Co-ordination of CT Colonography Service. 
5.3.2 Development of policies and protocols. 
5.3.3 Co-ordination of audit activities. 
5.3.4 Participation in audit activity. 
5.3.5 Undertaking CT Colonography and rectal Gastrografin contrast examinations. 
5.3.6 Single, primary and double reporting of CT Colonography studies. 
5.3.7 Vetting of CT Colonography requests. 
5.3.8 Dispensing bowel preparation for CT Colonography services. 
5.3.9 Training of GI Practitioners. 
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5.4 Advanced  GI Practitioner 


 
5.4.1 Vetting of CT Colonography requests. 
5.4.2 Undertaking CT Colonography and rectal Gastrografin contrast examinations. 
5.4.3 Primary and double reporting of CT Colonography studies. 
5.4.4 Dispensing bowel preparation for CT Colonography services. 
5.4.5 Participation in audit activity. 
 
 
5.5 Junior GI Practitioners 


 
5.5.1 Undertaking CT Colonography examinations. 
5.5.2 Primary reporting of CT Colonography studies. 
5.5.3 Participation in audit activity. 


 
 
5.6 Trainee GI Practitioner 


 
5.5.1 Conducting CT Colonography examinations, under either direct or indirect 
 supervision dependent on level of training. 
5.5.2 Participation in audit activity. 
5.5.3 Maintain a portfolio of training; to include reflective records of procedures, formal 
 training certificates and records of shadow reports endorsed by specialist GI 
 Radiologists or Principal GI Practitioner. 
 
 
5.7  CT Radiographers 


 
5.7.1 To undertake CT scanning sequences in accordance with ‘CTC Virtual  
 Colonography scanning’ protocol.  


 
5.8      Imaging health Care Assistant 


 
5.8.1 Assist the GI practitioner in the conduct of CT Colonography examinations in 
 accordance with the CTC HCA Procedure. 


 
 


6 Process  
Validated Procedures and Protocols must be in place within the Diagnostic Imaging 
department and meet the appropriate regulatory bodies Ionising Radiation (Medical 
Exposures) Regulations IR(ME)R and current law.  
This policy ensures that patient safety and good practice is maintained at all times. 
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7 Radiographer Led CT Colonography Service 
 
7.1 Training 
 Examinations and reporting of examinations will only be conducted by Specialist GI 
 Radiologists, or GI Practitioners who have completed the necessary training as 
 detailed in the following policy documents: 
  


 Radiographer Practitioner CT Colonography (CTC) Service Scheme of Work. 
 
 


7.2 Vetting and Justification of CT Colonography examinations 
7.2.1 Vetting of CT Colonography requests can be undertaken by a Consultant 


Radiologist, Principal GI Practitioner or Advanced GI Practitioner. 
7.2.2 Principal and advanced GI practitioners will vet and justify examinations in 


accordance with the CT Colonography Referral guidelines. 
7.2.3 Where requests fall outside the standard referral guidelines the request will be 


given to the specialist GI Radiologist to make a clinical decision as to the 
appropriateness of the request. 


 
 


7.3 Conducting CT Colonography Examinations  
 All CT Colonography examinations will be conducted in accordance with the 
 following protocols: 
7.3.1 Gastrografin Bowel Preparation for CT Colonography Dispensing procedure. 
7.3.2 CT Virtual Colonography scanning protocol. 
7.3.3 CT Colonography (CTC) Examination Procedure. 
7.3.4 Management of Colonic perforation during CT Colonography Procedure. 


 
 


7.4 Conducting CT Rectal Gastrografin Examinations  
 All CT Rectal Gastrografin examinations will be conducted in accordance with the 
 ‘Rectal Gastrografin Contrast Examination’ procedure. 
 
 


7.5 Patient Dignity and security of belongings 
 The following measures are in place to ensure the patients dignity and security of 
 belongings during the procedure; 


 Segregated male & female changing facilities. 


 Appropriate hospital gowns – patient also advised they may bring their own 
dressing gown with them. 


 Patient belongings bags which remain with patient throughout the procedure. 


 The blind between the CT scan room and control is closed during tube 
insertion and post scanning. 


 Only staff essential to the procedure within the scan room and control area 
throughout the procedure. 
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7.6 Reporting of CT Colonography Examinations 
7.6.1 CT Colonography examinations should be reported in a timely manner with primary 
 reports being completed, wherever possible, within one day of examinations.  
7.6.2 CT Colonography examinations can be singly reported by either the specialist GI 
 Radiologist or Principal GI Practitioner. All examinations should be reported in 
 accordance with the Radiographer Practitioner CT Colonography (CTC) Service 
 Scheme of Work and ‘CTC Reporting Technical specification’ 
7.6.3 Where a colorectal cancer is identified the ‘Procedure for newly diagnosed patients 


with colonic cancer at CT Colonography’ should be followed. 
 
 
7.7 Documentation 
7.7.1 Details of the bowel preparation prescribed to the patient will be documented 
 electronically on the RIS system. 
7.7.2 The CTC procedure form - documenting the consent of the patient, details of 


relevant medical history and administration of drugs during the procedure will be 
retained electronically on the RIS system. 


7.7.3 Where an adverse incident occurs this will be recorded on the Datix electronic 
reporting system and the record number recorded on the patients electronic RIS 
record. 


7.7.4 Records of reporting, examination numbers and reporting discrepancies will be 
 maintained electronically on the CTC reporting spreadsheet.  
7.7.5 Agenda and minutes of the CT Colonography service team meetings will be 


retained electronically. 
7.7.6 Statistical analysis of the provision of the CTC services will be retained 
 electronically. 
7.7.7 Audit reports and outcomes will be retained electronically. 
7.7.8 GI Practitioners will retain their own Continuing Professional Development (CPD) 


portfolios. Records of JRD meeting outcomes for each member of the team will be 
held in their personnel files. 


 
 
7.8 Audit 
 The following auditing activity will be undertaken to ensure the clinical effectiveness 
 and efficiency of the service: 
7.8.1 Monthly, quarterly and annual reporting conformance rates. 
7.8.2 Yearly audit of CT Colonography examination findings compared to subsequent 


optical colonoscopy examination findings. 
7.8.3 Bi-annual patient satisfaction survey. 
7.8.4 Bi-annual referrer satisfaction survey. 
7.8.5 Bi-annual audit of CT Colonography examinations against national cancer register 


records. 
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8 Endorsement 
 
8.1 The CTC Service Team will approve and minute the signing off of this Policy. 
 
8.2 Following this the policy confirmation of approval and endorsement of the policy will 
 be the responsibility of the Diagnostic Imaging Governance Team. 
 
 
9 Distribution 
 
9.1 Staff should refer to the Trust SharePoint Document Library for the latest version of 


this policy. 
9.2 All relevant staff will be informed if the Policy is amended. 
9.3 All local procedural documents relating to this policy can be accessed via the 


Diagnostic imaging ‘R@ drive – modalities/CT/CTC/CTC protocols. 
 
 


10 Monitoring of Compliance 


      See Appendix 1 
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12  Associated Documents 
 
12.1  CT Virtual Colonography scanning protocol. 
 
12.2 CTC HCA Procedure. 


 
12.3  Radiographer Practitioner CT Colonography (CTC) Service Scheme of Work. 
 
12.4 CTC Reporting Technical specification. 
 


12.5 CT Colonography GP referral guidelines. 
 


12.6 CT Colonography Hospital referral guidelines. 
 


12.7 Gastrografin Bowel Preparation for CT Colonography Dispensing procedure. 
 


12.8 CT Colonography (CTC) Examination Procedure. 
 


12.9 Management of Colonic perforation occurring during Ct Colonography procedure. 
 


12.10 Procedure for newly diagnosed patients with colonic cancer at CT Colonography. 
 


12.11 Rectal Gastrografin Contrast Examination procedure. 
 
12.12 CTC Team meeting terms of reference. 
 
12.13 CTC Team meeting agendas & minutes. 
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Appendix 1    Compliance Monitoring table 
 Page/ 


Section of 
Key 
Document 


Key control: 
 


Checks to be carried out 
to confirm compliance 
with the policy: 
 


How often the 
check will be 
carried out: 
 


Responsible for 
carrying out the 
check: 
 


Results of check reported to: 
(Responsible for also ensuring actions are 
developed to address  any areas of  non-
compliance) 
 


Frequency 
of 
reporting: 
 


  WHAT? HOW? WHEN? WHO? WHERE? WHEN? 


  CTC examination 
Performance 
quality 


Analysis of sub 
optimal studies 


Monthly Principal GI 
Practitioner 


Sub optimal study data is analysed 
and discussed at CTC service team 
meeting and actions agreed to 
reduce re-occurrence.  


Monthly  


  Accuracy of CTC 
reporting 


Analysis of CTC 
discrepancies by 
reporter to identify 
conformance rates 
against local and 
national standards 


Quarterly Principal GI 
practitioner 


Conformance data is analysed and 
discussed at CTC service team 
meeting and actions agreed to 
reduce re-occurrence – if reporters 
accuracy levels are below national 
guidelines over a 12 month period 
they will be unable to report until the 
specialist GI radiologist agrees there 
competency after additional training. 


Quarterly 


 
 
 
 







 
 


Diagnostic Imaging: Radiographer Led CT Colonography Service     Version 2  2017             Page 14 of 15 
 
CAUTION: Refer to the Document Library for the most recent version of this document 


Uncontrolled copy when printed 


 
Compliance Monitoring       
 Page/ 


Section of 
Key 
Document 


Key control: 
 


Checks to be carried out 
to confirm compliance 
with the policy: 
 


How often the 
check will be 
carried out: 
 


Responsible for 
carrying out the 
check: 
 


Results of check reported to: 
(Responsible for also ensuring actions are 
developed to address  any areas of  non-
compliance) 
 


Frequency of 
reporting: 
 


  WHAT? HOW? WHEN? WHO? WHERE? WHEN? 


  Accuracy of CTC 
findings 


(a) Comparison of 
CTC findings against 
subsequent 
colonoscopy findings. 
 
(b) audit of CTC 
findings against 
national cancer 
register 


(a) Yearly 
 
 
 
 
 
(b) Bi-annual 


Principal and 
Advanced GI 
practitioners 


Conformance data is analysed and 
discussed at CTC service team 
meeting and actions agreed to 
reduce re-occurrence – if reporters 
accuracy levels are below national 
guidelines over a 12 month period 
they will be unable to report until the 
specialist GI radiologist agrees there 
competency after additional training. 


(a) Yearly 
 
 
 
 
 
(b) Bi-
annual 


  Patient 
satisfaction with 
CTC service 
provision 
 


Patient survey via 
questionnaire 


Bi-annually A designated 
Advanced GI 
practitioner 


Findings will be discussed at the 
CTC service team meeting and 
appropriate action plans established 
for implementation by relevant team 
members. 


Bi-annually 


  Referrer 
satisfaction with 
CTC service 
provision 


Referrer survey via 
questionnaire 


Bi - annually A designated 
Advanced GI 
practitioner 


Findings will be discussed at the 
CTC service team meeting and 
appropriate action plans established 
for implementation by relevant team 
members. 


Bi-annually 
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Peterborough and Stamford Hospitals NHS Foundation Trust 


STAGE ONE : Equality Impact Assessment (EqIA) Screening form Appendix  2


Assessing Functions/Policies for Relevance


Blue boxes are to be filled in


Yellow boxes - Click the box to select from the drop down list


Date 01-May-12


Age Disability Ethnicity/Race Gender Religion/Belief
Sexual 


Orientation


Eliminating unlawful or unjustifiable 


discrimination
Neutral Neutral Neutral Neutral Neutral Neutral


Promoting equality of opportunity Neutral Neutral Neutral Neutral Neutral Neutral


Promoting positive attitudes and good 


community relations
Neutral Neutral Neutral Neutral Neutral Neutral


Eliminating harassment or victimization Neutral Neutral Neutral Neutral Neutral Neutral


Encourage involvement and participation Neutral Neutral Neutral Neutral Neutral Neutral


Eliminating health inequalities Neutral Neutral Neutral Neutral Neutral Neutral


Decision to proceed (please 


select):


 Date


Reason for decision to 


proceed or not to full EqIA


Name Date


Job Title


Identify any internal/external groups who have 


been consulted regarding this activity:


To ensure all Staff are aware of all the Procedures and Protocols in use in the 


Radiographer – led CT Colonography service


Through audit procedures.


Free text


Select from drop down box


Name of function/service/strategy/policy/project 


(activity) to be assessed: 


Name of principal author of policy:


Radiographer Led CT Colonography Service


Liam Gale


Executive Director/General Manager - I confirm that I have been briefed and agree with the results of this EqIA.


CBU/Department:


Function/service/strategy/policy/project (activity) 


aim or purpose: 


Is this a new or existing activity? 


Clinical Services


Use the table below to identify whether the activity could/does have a positive impact, a negative impact or no impact at 


all on either any or all of the equality groups specified. 


If there is either a Positive (Disability group exempted) or a Negative impact you must consider completing the Stage Two - Full Equality Impact Assessment form to 


address or remove any significant potential/actual impact.


What are the intended results of this activity?


How will you measure the activity outcome?


Who is intended to benefit from the activity?


Please note the following: It is essential that this EqIA screening form is discussed by your management team and remains readily 


available for inspection. A copy of this EqIA to accompany the endorsed document must also be sent to the Compliance Lead (i.e. 


clinical, non-clinical policies etc.) for uploading onto SharePoint.


New


To provide the policy framework for the Radiographer – led CT Colonography service.


Staff and Patients


None.


No, we have decided that it is not necessary to carryout a full EqIA


There are no aspects of the policy which could discrimiate against any group.


If you have selected "Yes, a full EqIA is required", please identify when the Full EqIA will be 


completed.    
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SCHEME OF WORK FOR CT COLONOGRAPHY RADIOGRAPHERS 


 


 


As the CT Colonography service has grown so has the need for radiographers with the 


skills to perform the examination.  


To ensure the Radiographer is competent to perform the procedure a training programme 


has been implemented; 


All Radiographers performing CT Colonography will be expected to follow this training 


programme and on completion will be presented with a Certificate of Competence in 


performing CT Colonography (Appendix 1) 


 


 


 


1. The radiographer will observe 10 examinations including observation of anti 


spasmodic administration, rectal intubation and air insufflations. 


 


2. Radiographer will receive theoretical training in administering anti 


spasmodic.(Appendix 2)  Including indications and contra indications of their use. 


They will then be observed administering the anti spasmodic to 10 suitable 


patients. 


 


3. Radiographer will perform PR examinations on 10 suitable patients and will be 


observed by the Radiologist or  Consultant Radiographer 


 


4. The Radiographer will be observed performing rectal intubation on 10 suitable 


patients. 


 


5. The radiographer will receive practical training in the use of the insufflators. 


 


6. The radiographer will read the EZEM colon insufflator manual in order to 


familiarize themselves with trouble shooting techniques. 


 


7. CT Colonography examinations can only be accepted and protocolled by the GI 


Consultant Radiologist or Consultant Radiographer 


 


8. Before performing the CT Colonography the Radiographer will check whether the 


correct examination has been requested and all clinical details are correct. All ID 


checks are completed. 


 


9. All radiographers are required to audit their practice. 


 


10. When possible radiographers should have opportunity to report with Radiologists. 


 







 
 


 


 


 


Once competency has been achieved Radiographers can perform CT Colonography 


examinations on all patients who have been referred for CT Colongraphy.  


Patients excluded from their practice are; 


 


 Paediatrics 


 Patients with colostomy / ileostomy 


 Patients requiring a balloon catheter  


 


These examinations will be be performed by a Consultant Radiologist. 


 


Patients not requiring contrast injection; 


 


 Patients who have undergone a recent contrast abdominal / pelvis CT Scan 


 Bowel screening surveillance patients 


 Patients with known allergy to ionic contrast agents 


 


 


 


 


Justification of requests 


 


 All requests for CT Colonography examinations must be justified by either Dr. 


Brittenden, Dr Naik , Dr Kerr or Saminah Yunis. 


 GI Advanced Practitioners may change barium enema referrals to CT 


Colonography where appropriate. 


 Lists need to be dedicated to CT Colonography and arranged in advance ensuring 


appropriately trained Radiographers are present. 


  


 


Clinical indications  


 


 Investigation of - Iron deficiency anaemia 


                                         Change in bowel habit 


                                         Unexplained abdominal pain 


                                         Palpable abdominal mass 


                                         Melaena 


                                         PR Bleeding 


                                         Colo rectal surveillance 


                                             


   


 Failed colonoscopy or barium enema 


 Patient unsuitable for barium enema or colonoscopy 







 
 


 


 
 
 
 
 
 
Contra-indications 
         
 Absolute; 


 


 Toxic megacolon 


 Pseudomembranous  colitis 


 Rectal biopsy within the previous 7 days if a rectal biopsy has been performed at 


rigid sigmoidoscopy. Biopsies at flexible sigmoidoscopy or colonoscopy are not a 


contraindication. 


 


Relative 


 


 Incomplete bowel preparation 


 Recent barium swallow / meal/follow through 


 Poor mobility 


 Low rectal tumour 


 


 


Bowel Preparation 
 
A dry bowel preparation is preferred therefore barium enema prep regime can be 


followed i.e  1 sachet of Citrafleet or Picolax with faecal tagging in conjunction with 


a low residue diet. (Appendix 3) 


 


 


 


Technique  


 


 


 All patient identification checks performed using the PAUSE document 


 Clinical history checked 


 Allergy ,buscopan, contrast checks performed as per CT Protocols 


 Administer anti spasmodic 


 Patient lying Lt Lateral decubitus 


 Carbon Dioxide insufflation at 15mm Hg distends rectum/sigmoid without spasm 


 Carbon dioxide insufflation increased to 25mm Hg and patients tilted slightly 


back. (Tilting fills transverse colon) 


 Insufflate to around 2 litres 







 
 


 


 Moving the patient to the prone position should fill Right hemi colon. 


 Insufflate to around 3-4 litres,\watch volume indicator – when colon is well 


insufflated, the indicator stabilises. 


 Perform supine topogram . Review it. If sigmoid appears undistended turn down 


pressure to about 10mmHg. If the sigmoid is in spasm the lower pressure often 


distends it. 


 Perform supine scan with iv contrast  


 Turn patient prone 


 Perform prone topogram. Review again and repeat pressure reduction if sigmoid 


undistended.. 


 If colon not fully distended keep pressure on 25mmHg while supine run planned. 


Do not begin scan until volume indicator stabilises. 


 Perform supine scan 


 


 


Trouble shooting  


 


 If small bowel reflux noted on topogram reduce pressure to 15mmHg.This will 


reduce further reflux but maintain sufficient pressure to keep colonic distension 


 Insufflator bleeping means pressure higher than insufflator pressure causing 


disturbance of flow rate. Possible causes are 


 Tube kinked  


 Raised intra-abdominal when patient changing position 


 Faecal fluid in the tube – (drain into the drainage trap) 


 Empty CO2 supply tank or valve closed. 


 If there is a drop in pressure with a simultaneous rise in the volume indicator this 


is because the tube has come out and  CO2  is being discharged into the room. 


 Insufflator is not distending the colon enough. Possible causes are 


 


o Colon insufflator delivery pressure is incorrect 


o Kink in tube 


o Patient unable to retain CO2  


 


 
 


 
 


 


 







 
 


 


 


Appendix 2 - The administration of Hyoscine Butylbromide by Radiographers  


A Patient Group Directive is a specific written instruction for the supply or 


administration of named medicines in an identified clinical situation. It is drawn up 


locally by Doctors, Pharmacists and other appropriate professional, approved by the 


Employer and advised by the relevant professional advisory committees. In most cases, 


appropriate clinical care is provided on an individual basis by a specific prescriber to a 


specific individual patient. Patient Group Directives should only be considered where 


they offer a benefit to patient care without compromising patient safety in any way. 


This handout should be used in conjunction with the Patient Group Directive for 


Hyoscine Butylbromide (Buscopan)
® 


 


What is Buscopan (Hyoscine Butylbromide?) 


The active ingredient in Buscopan
®
 is Hyoscine Butylbromide, a substance derived from 


a species of the plant genus Duboisia. Hyoscine Butylbromide is one of the families of 


drugs known as antispasmodics. As the name suggests, these drugs suppress and relieve 


spasms.  


What makes Hyoscine Butylbromide so effective against the discomfort and pain of 


abdominal cramps is its extremely targeted effect. It doesn't simply mask the pain, like an 


analgesic. Instead, it acts on the cause of the pain: the muscle spasm itself. And unlike 


other antispasmodics, it does not cross the blood brain barrier and is unlikely to cause 


drowsiness. It acts only where it's needed, quickly and effectively, to relieve the 


discomfort and pain of abdominal cramps. 


Anti spasmodics are used in MRI examinations of the pelvis as they relax the bowel 


muscles and reduce motion artifacts from peristalsis. 


 


Hyoscine Butylbromide (Buscopan) 20mg/Ml 


 This is available from Boehringer Ingelheim limited as Buscopan Ampoules for 


injection. Each mL colourless glass ampoule contains a clear colourless sterile 


solution of hyoscine-N- butylbromide 20mg, packed in cartons containing 


10ampoules. Excipients include sodium chloride and distilled water. 


 Store below 30ºC and protect from light. 


 This is a Prescription Only Medicine (POM) 


 Once opened, use immediately and discard any unused contents 







 
 


 


 


 


Dose, route and frequency 


 Initial dose; One ampoule of 20mg. Maximum dose; 40mg 


 Intravenous anti-spasmodics have a relatively short duration of action therefore it 


is acceptable to give a further 20mgs after approx 10mins if required. However 


this must be the decision of the Consultant Radiologist supervising the list. 


 Intravenous injection via flexible cannula. The injection must be performed 


slowly as in rare cases a marked drop in blood pressure and even shock may be 


produced by Buscopan 


Contraindications 


The use of Buscopan is contraindicated in patients with the following conditions; 


 Acute angle glaucoma 


 Prostate enlargement with urinary retention 


 Myasthenia Gravis 


 Paralytic Ileus 


 Megacolon 


 Tachycardia 


 Acute Porphyria 


 History of reaction to Hyoscine Butylbromide in past 


 Pregnant women and breast feeding mothers (safety during lactation has not yet been 


established. Discuss with Doctor.) 


If it is contraindicated for a patient to be administered Hyoscine Butylbromide the 


examination can still be performed without administration of the injection. 


 


Occular complications of Buscopan 


  


There are 2 types of glaucoma 


 


Chronic glaucoma            0.28% Elderly patients usually treated with eye drops 


                                         Buscopan has no effect on this disorder 


 


Acute angle Glaucoma      0.1% prevalence 


                                          Patients re usually over age of 50. 


                                          Acute attacks of raised intraocular pressure which  


                                          Requires surgical treatment to both eyes 


 







 
 


 


Acute attacks may be precipitated by stress, darkness and drugs which dilate the pupil 


(e.g Buscopan but not glucagons) Patients develop painful, blurred vision with a red eye 


and haloes around lights. Initial treatment is with drugs to reduce the ocular pressure but 


all patients require surgery to avoid the complication of permanent visual loss. After 


surgical treatment there is no further risk. 


Most patients who give positive history of glaucoma will have chronic glaucoma and will 


take drops. Those with acute angle glaucoma will have had surgery. Therefore the only 


patients at risk are those that are susceptible to acute angle glaucoma but have not yet 


been diagnosed and treated. These patients will give a negative history and yet Buscopan 


may precipitate a first attack. Ophthalmologists recommend that patients should be 


advised to seek medical attention if they develop visual problems as described within 12 


hours of the injection of Buscopan 


 


Post injection of Hyoscine Butylbromide and advice to patients 


 


 Patients administered Hyoscine Butylbromide should remain under observation 


until they have been seen to recover from the procedure 


 They must remain in the department for 20mins post injection 


 If any complications arise during or immediately after the procedure then the 


opinion of the supervising Radiologist should be sought 


 All adverse incidents should be documented in the patient’s notes and radiology 


RIS System. 


 Patient should be given advice slip when they leave stating the following 


 


“If you experience loss of vision and / or painful eyes following the 


examination please seek urgent medical advice” 


 


 


 Radiographers authorised to administer IV Hyoscine Butylbromide 


 


The following Radiographers are authorised to administer IV Hyoscine Butylbromide 


(Buscopan) without a medical prescription providing it is indicated for the patient. The 


Radiographer must be employed by the Mid Yorkshire NHS Trust. 


 


 Radiographers deemed competent, after following a departmental course of 


training, working in the MRI Department 


 Radiographers deemed competent , after following a departmental course of 


training to perform CT Colonography 


 GI Advanced  Practitioners 


 


Radiographers must also 


 


 Agree to be professionally accountable for their work 


 Have attended resus training including refresher courses 







 
 


 


 Have immediate access to the appropriate equipment and drugs to treat 


anaphylaxis. 


 Maintain their skills and knowledge in these areas according to their Code of 


Professional Conduct. 


 Periodically audit their work 


 Agree to work within the terms of the Mid Yorkshire NHS Trust. 


 
 
 
Appendix 3 – Preparation for CT Colonography 


 
Mid Yorkshire NHS Trust - CT SERVICES 


 
This preparation is designed prepare the bowel prior to the examination. It may result in extra bowel 


movements after the first dose, so you should have access to a toilet. The examination takes 


approximately 1 hour.  


THE DAY BEFORE THE CT EXAMINATION 


 


STEP 1 


Before breakfast 


 


Take 40ml of  Gastrografin liquid 


Breakfast  Tea/Coffee no milk 


 


Choose one of following:- 


       30g crisped rice cereal 


       2 slices white bread 


       1 boiled/poached egg and 1slice toast 


       50g cottage cheese and 1 slice bread 


Mid Morning Drink clear liquid (you can drink tea or coffee 


without cream or milk). 


STEP 2 


Before lunch 


 


Take 30ml of  Gastrografin liquid 


Lunch Choose one of following: 


       75g meat/fish 


       2 boiled/poached eggs 


       100g cheese  


And one of following: 


       2 slices white bread 


       2 egg sized potatoes no skin 


       2 tablespoons plain white pasta/rice  


No further solid food or milk or dairy products until after procedure 







 
 


 


STEP 3 


4pm 


 


Take 30ml of  Gastrografin liquid 


After 4pm Drink clear liquid (you can drink tea or coffee 


without cream or milk). 


 


 


 


 


 


 


 


 


THE DAY OF THE EXAMINATION 


 


 


Drink clear liquids (you can drink tea or coffee without cream or milk). 


 


DO NOT STOP TAKING VITAL MEDICATION SUCH AS STEROIDS, DIABETIC 


DRUGS OR HEART DRUGS. 


 


DIABETICS USING INSULIN SHOULD RING THE DEPARTMENT FOR 


ADVICE ON RECEIPT OF THIS LETTER. 
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