
Minutes of EPUG meeting – 20th March 2018 

 

Attending –  

Seamus McMillan – Chair Jane Newton Elizabeth Fern Marion Donovan 

Claire Blakey – Minutes  Peter Sutton Pene Parker Dean Onno 

Amanda Harley   John McCrae Dr Wyke Julie Brazier 

Apologies –  

Tony Godden  Reg and Jackie Brown Mike and Ann Porter 

Jean Davis  Barry Levine  David Vincent – vice chair 

 

1. The EPUG members met in the endoscopy unit for the first part of the meeting, where 

Trainee nurse endoscopist Julie Brazier demonstrated a flexible sigmoidoscopy using the 

training mannequin.  This was a very well received demonstration, with lots of information 

about the endoscope itself and the technique of the procedure.  

 

2. After relocating to the Edith Cavell Room, Dr Wyke did a presentation about the Digestive 

Diseases Foundation (DDF) and Bowel Cancer Screening Programme (BSCP). 

 

He stated that the DDF was founded by Dr Duncan Bell as a means of raising funds for 

equipment to use in Endoscopy, and for the training of nurses.  This money is raised by 

quizzes, charity collection pots and other fund raising activities.  It is well supported and the 

money it provides is invaluable.  As an aside, Colchester Hospital does not have any such 

charity and have expressed an interest in starting something like it.  All members were given 

a leaflet on the work of the DDF afterwards. 

 

Dr Wyke also spoke briefly about the BCSP.   He spoke about the importance of early 

detection, and showed slides on the development of bowel cancer and methods for 

removing polyps.  This followed on well from Julie’s demonstration. 

 

SM asked how big a polyp needs to be before surgery is more likely than endoscopic 

removal.  RJW stated that it is not dependent on size, but rather the type of polyp/tumour.  

Large flat tumours will generally need surgical resection.  AH mentioned the use of tattoo in 

the bowel to help the surgeon identify the correct area to be removed. 

 

 EF asked if there is a predisposition to development of polyps.  RJW stated that it is thought 

that it can be environmental (i.e. eating lots of red or processed meats, not enough 

roughage) and also there are genetic factors.  

 



DO asked about Bowel scope.  RJW explained that Bowel Scope is offer of a one off flexible 

sigmoidoscopy to everyone at age 55.  However it has been rolled out to a limited number of 

GP surgeries and has a low polyp detection rate.   

 

JN asked whether there were new techniques for detecting polyps pre colonoscopy.  RJW 

explained that currently, BCSP require three faecal occult blood samples.  There is a new test 

which is more sensitive, only requires one sample and has been found to eliminate the false 

positives which some foods can cause.  

 

MD asked whether having had bowel cancer led to a predisposition to other types of cancer.  

RJW replied that there is a rare condition which can increase the link, but that generally 

someone who had had bowel cancer had as much risk of developing another cancer as a 

non-bowel cancer patient.  MD stated that she was reassured by this, 

 

3.  SM welcomed the new members to the group. 

The minutes of the last meeting were approved by the group. 

 

Matters arising 

 

From the last meeting, how do we get information onto the hospital website?  CB replied 

that any information should be emailed to Ruth Steward in medical illustration and she will 

upload it.   CB also stated that previously the minutes of EPUG meetings were added to the 

website and she will send these and the last minutes to be uploaded.   

 

SM also asked whether there could be a tick box for patients to express an interest in EPUG.  

CB and AH will investigate this. 

 

 

4. Dean Onno - Transformation lead of the Clinical commissioning group (CCG). 

DO introduced the CCG as a mechanism for funding to be passed down through the hospital 

and the community.  A new service development plan is being designed which aims to 

streamline the referral of patients for gastroenterological conditions, for Ipswich and East 

Suffolk.  The plan is to screen out patients who do not need gastroenterology consultant’s 

advice, and could instead be managed by their GP (for example IBS).   They plan to use the 

facilities at Ravenswood, currently used by In Health but up for tender as part of this 

process.  The tender process will begin in May 2018, and will take several weeks. 

 

The Service plan has been designed in consultation with hospital managers, consultants and 

GPs over the past months.  DO explained that he would now like patient input on the plans 

and asked whether anyone was able to get involved.  Initially this would mean reading and 

reviewing the service plan, but also may lead to being on the panel to make the final 

decision.  JN offered to review the service development document.    

 

PP asked whether patients would be able to self-refer to a new community based gastro 

unit.  DO said that referrals would still come via GP but should be screened before referral.  



MD asked where the staff would come from to run this service.  DO replied that the staff are 

already in place at the community unit and will link with hospital consultants. PP agreed that 

this would help integrate primary and acute care. 

 

5. SM gave confidentiality forms to new members.  CB to return these to Sarah Higson. 

6. SM announced that he is standing down as Chair.  DV (Vice chair) had said he was happy to 

stand as chair, but cannot attend IHUG meetings.  There were no other volunteers for the 

role of Chair or vice chair.  Several of the regular EPUG members had send apologies for this 

meeting so there may be someone willing to take on the role.  

 

 DV was nominated as Chair, SM to discuss with him.   

MD volunteered to attend the monthly IHUG meetings on behalf of the group, but is unable 

to take on any more.   This offer was gratefully received.  

 

7. Presentation of annual Patient Satisfaction survey results – Claire Blakey 

250 surveys were sent out in May 2017 with a 54% response rate which is about the same as last 

year.  The main themes of the feedback were about bowel preparation (unpleasant taste and 

too much to drink)   

Action – we are in the process of changing to a different bowel preparation which is less volume 

and tastes better. 

54% stated that they were not offered a private location to discuss results.  – Anyone receiving 

bad news is taken into a private room. Everyone is asked whether they are happy to receive 

results in the recovery room.  There was discussion over whether patients felt they were able to 

refuse.  JN suggested that we offer a private room to every patient, but they will need to be 

aware that this may delay their discharge. 

92% (down from last year) stated that the information leaflets were easy to understand.   

Action – the leaflets are in the process of being redesigned but awaiting the change in bowel 

preparation. 

Increase in number of people who stated that they didn’t know how to get results. 

Action – Adding to patient discharge information ‘if you have not had your results in 6 weeks, 

please phone your consultant’s secretary’.  Awaiting sample of new leaflets, for approval. 

8. Next meeting arranged for Tuesday 9th October 2018. 

SB was thanked for his time as Chair, and wished the best for his future plans. 

SB asked that any suggestions for the next meeting should be emailed to DV, CB or AH. 

 

 

 



 

 

 

 

 

 


