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Patient name ________________________ Date of Birth __________________________ NHS number  ________________

	Fast Track Urgent Suspected Cancer Referral: Lower Gastrointestinal System


	Date of decision to refer:
	
	Date referral received at Trust:  
	hospital to fill in



	
Patient Details

	Surname:                                        First Name:                                      Title: 

	
	DOB:  dd /mm /yyyy                     NHS Number: 

	
	Sex assigned at birth:    Male/ Female              
Gender Identity (if different from that above): e.g. Male (inc trans man) / Female (inc trans woman) / Non-binary  

	
	Ethnicity:                                                                                                                 

	
	Patient Address: 
                                                                                            Postcode: 

	
	Contact numbers:
Home:                               Mobile:                                 Preferred phone number:                        Email:

	
Practice Details

	Name of registered GP: 

	
	Practice Name & J code: 

	
	Direct line to the practice (Bypass number) :

	
	Main Practice Number:                                                   Generic email:

	
	Name of referring Clinician: 



 REFERRAL INFORMATION
	A FIT result is required for most patients referred on this form.
Please review the referral criteria below and this decision flowchart for further details including management of patients with a FIT result <10. 

For patient information about FIT testing please visit this link or send it to your patient (https://cancermatterswessex.nhs.uk/fit-test/) or print this leaflet for them. For clinician information about FIT testing please visit the Wessex Cancer Alliance page for Symptomatic FIT.  

NB: A FIT test still needs to be requested even if there has been a recent bowel screening FIT test with a normal result, due to the thresholds being different for these two versions of the test.



REFERRAL CRITERIA
	|_|
	Patient has rectal mass OR unexplained anal mass OR unexplained anal ulcer – FIT helpful but should not delay referral. Please provide details in clinical history box below.

	[bookmark: Check2]|_|
	FIT ≥ 10 in a symptomatic patient - please provide details in clinical history box below.

	[bookmark: Check5]|_|
	FIT <10 but strong clinical concern of colorectal cancer (NB: please consider other cancers e.g. ovarian/prostate/upper GI or Rapid Investigation Service or advice and guidance). Please provide details in clinical history box below.

	|_|
	Clinical concern about lower GI cancer but the patient has been unable to do a FIT test. Please provide details in clinical history box below, including further information as to why FIT unavailable, to assist with investigation planning.
(NB. Do not delay referral for more than 2 weeks if you do not have the FIT result).



	[bookmark: _Hlk182906497]SYMPTOMS AND REASON FOR REFERRAL (ESSENTIAL)
	Clinical History: I am concerned because…

Physical examination findings, please include a digital rectal examination: (This will allow patient to follow a straight to test pathway and access treatment more quickly, if needed.)

I did a FIT test as per NICE guidance because my patient has:
|_| Abdominal mass  
|_| Change in bowel habit   
|_| Iron Deficiency Anaemia  
|_| < 50 years with rectal bleeding AND either abdominal pain OR weight loss   
|_| ≥ 40 years with unexplained weight loss AND abdominal pain   
|_| ≥ 50 years with rectal bleeding OR abdominal pain OR weight loss  
|_| ≥ 60 years with anaemia (not just iron deficiency anaemia)   
|_| None of the above but clinical concern (please specify in clinical history above) 



INVESTIGATION RESULTS (ESSENTIAL)
	FIT Result:
	_________ug/ml

	Bloods - required in determining investigation/treatment options
Please ensure the following recent blood results are available (U&Es must be within 3 months):

	Hb: 
	Na:
	K:
	eGFR:

	Bloods have been requested if not done in last 3/12) |_|           



PATIENT INFORMATION
Please tick to confirm:

	|_|
	Patient is aware that this is a Fast Track referral to exclude cancer

	|_|
	Patient has been provided with a fast track cancer pathway information leaflet or sent an electronic link. Leaflet available in different languages at: https://cancermatterswessex.nhs.uk/fast-track-referrals/

	|_|
	Patient is expecting to be contacted by secondary care within 2 weeks and knows who to contact if this doesn’t happen.

	|_|
	Patient is willing to undergo investigation



     ACCESSIBILITY
     Please tick any of the following that apply to your patient:                                                                                                Admin use only   
	|_|
	Patient has cognitive impairment that may affect their mental capacity for consent. 
If yes, please confirm date best interests meeting completed: __/__/____
	NP 

	|_|
	Patient has significant mobility impairment – please tick if hoist is required, please specify: …
	TT

	|_|
	Patient has significant sensory impairment, please specify: …
	NP

	|_|
	Patient will require an interpreter, please specify language: …
	NP

	|_|
	Patient requires hospital transport, please specify type: …
	



  Rockwood Clinical Frailty Scale. Please tick most appropriate box:
	[bookmark: _Hlk187830510]Rockwood Clinical Frailty Scale (CFS)

	CFS Score

1☐ Very Fit
2☐ Well
3☐ Managing Well
4☐ Vulnerable
5☐ Mildly Frail
6☐ Moderately Frail
7☐ Severely frail
8☐ Very Severely frail
9☐ Terminally ill

When scoring frailty in people with dementia the degree of frailty corresponds to the degree of dementia i.e. Mild dementia = CFS 5, Moderate dementia = CFS 6, Severe dementia = CFS 7

For more information: 
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2022/02/rockwood-frailty-scale_.pdf 



CLINICAL INFORMATION
	Significant Medical History
	Please autofill from GP record

	Anticoagulant/ Antiplatelet Medication
	Please autofill from GP record- indication, medication taken and latest INR if applicable

	Regular Medication

	Please autofill from GP record 

	Allergies 

	




Admin use: CR-colorectal consultant clinic, NP-colorectal nurse practitioner clinic, TT-telephone triage
Version 9.1
Forms are reviewed every two years in line with the WCA process for fast-track referral forms.
Please contact the wessexcanceralliance@wca.uhs.nhs.uk
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