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Summary 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

     
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Suspected cancer identified by the 
endoscopist during procedure 

Biopsies taken by the endoscopist and 
position of scope noted (length of insertion 

from anus to suspected cancer.) 

Tattoos placed 5-8cm distal (anal side)  
3 separate marks made about 120 degrees 

apart 

Photographs taken showing the position of 
the tattoos in relation to the suspected cancer  

Once the procedure is finished the 
endoscopist is required to document: 

 

 Length of insertion  to suspected 
lesion 

 Distance from lesion of  tattoos 

 Number of tattoos 

 Distal location of tattoos 

 Location description (quadrants, 
degrees) 

 Any deviation from the policy  
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Data Protection Act 2018 (General Data Protection Regulation – GDPR) 
Legislation 

The Trust has a duty under the DPA18 to ensure that there is a valid legal basis to 
process personal and sensitive data. The legal basis for processing must be identified 
and documented before the processing begins. In many cases we may need consent; 
this must be explicit, informed and documented. We cannot rely on opt out, it must be 
opt in. 

DPA18 is applicable to all staff; this includes those working as contractors and providers 
of services. 

For more information about your obligations under the DPA18 please see the 
Information Use Framework Policy or contact the Information Governance Team  
rch-tr.infogov@nhs.net 

 
 

 

mailto:rch-tr.infogov@nhs.net
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1. Introduction 
 

1.1. An incident resulting in a request for a concise report highlighted that there was 
an inconsistent approach to tattooing suspected cancers in endoscopy.  
Patients, surgeons and gastroenterologists benefit from having colorectal 
lesions tattooed. By localising lesions with clear and permanent tattoo marks, 
colon resection surgery and follow-up surveillance is much efficient. 

 
1.2.  When a surgeon cannot locate a lesion during surgery, the risks include:  
 

 Longer surgery times while the surgeon attempts to locate the lesions.  

 Additional surgeries because the surgeon must operate again to find the 
lesions.  

 Changing from a laparoscopic to an open procedure.  

 Unplanned intraoperative colonoscopy. 

 MOST IMPORTANTLY - Wrong site surgery. The potential for the surgeon to 
remove the wrong section of bowel. 
 

1.3. By having a policy we can have a consistent approach to tattooing suspected 
cancers.  

 

2. Purpose of this Policy/Procedure  
 

The aim of this policy is to provide a standardised approach to tattooing 
suspected cancerous lesions with the aim of reducing instances and risk of 
wrong site surgery. There is currently no guidance from the British 
Gastroenterological Society (BSG) on how to tattoo suspected cancerous 
lesions.  
 

3. Scope 
 

3.1. This policy is aimed at endoscopists carrying out colonoscopies or flexible 
sigmoidoscopies at The Royal Cornwall Hospital NHS trust (RCHT). 

 
3.2. This policy applies to all suspected cancerous lesions found in the colon 

excluding rectal and cecal lesions.  
 

4. Definitions / Glossary 

 Anal: relating to the anus. 

 Anatomical: pertaining to anatomy or to the structure of the organism. 

 Biopsy: removal and examination, usually microscopic, of tissue from the 
living body 

 BSG: British Society of Gastroenterology 

 Cancer: Its two main characteristics are uncontrolled growth of the cells in the 
human body and the ability of these cells to migrate from the original site and 
spread to distant sites. If the spread is not controlled, cancer can result in 
death. 
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 Cecum: The cul-de-sac, about 6 cm in depth, lying below the terminal ileum, 
forming the first part of the large intestine. 

 Colonoscopy: A procedure whereby a physician inserts a viewing tube 
(colonoscope) into the rectum for the purpose of inspecting the colon. 

 Colonoscope: an instrument for examining the colon, consisting of a flexible 
lighted tube that is inserted in the colon to look for abnormalities and to 
remove them or take tissue samples. 

 Distal: situated farthest from the centre, median line, or point of attachment. In 
gastroenterological terms the most distal point in the gut is the anus.  

 Flexible sigmoidoscopy: visual examination (with a colonoscope) of the lower 
third of the colon 

 Lesion: A pathologic change in the tissues 

 Laparoscopic: A minimally-invasive surgical or diagnostic procedure that uses 
a flexible endoscope (laparoscope) to view and operate. 

 Photograph: An image, especially a positive print, recorded by exposing a 
photosensitive surface to light, especially in a camera. 

 Quadrants: one fourth of the circumference of a circle. 

 Rectum: the distal portion of the large intestine, beginning anterior to the third 
sacral vertebra as a continuation of the sigmoid and ending at the anal canal 

 Saline 0.9%: This solution of sodium chloride in sterile water (contains 154 
mEq/L of Na+ and Cl-) create an oncotic gradient for expanding plasma 
volume 

 Spot Ex Endoscopic: sterile carbon black suspension for endoscopically 
tattooing the GI tract 

 Submucosa: A layer of loose connective tissue beneath a mucous membrane. 

 Surgery: The performance or procedures of an operation. 

 Tattoo: A deliberate decorative implanting or injecting of indelible pigments 
into the skin or the tinctorial effect of accidental implantation. 
 

5. Ownership and Responsibilities 

5.1. Duties within the organisation  

The duties of the directors, committees, clinicians, healthcare and 
administrative staff with responsibility for managing the processes surrounding 
screening procedures are outlined below:  

 

5.2. Role of the Managers  
 

The following people are responsible for writing, updating and implementation of 
this policy: 

 Governance Lead for Gastroenterology & Hepatology 

 Clinical Governance Lead for Gastroenterology 

 Consultant Lead for Endoscopy 
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 Consultant Speciality Lead for elective Gastrointestinal Surgery (G.I) 

 Consultant Speciality Lead for 2 Week Wait Cancer Services 

5.3. Role of the Care Group Triumvirate and Governance Manager 

 
The Care Group Triumvirate and Governance Manager are responsible for: 

 

 Quality Assurance, approval and communication of this policy and 
monitoring compliance and ensuring policy review. 
 

5.4. All staff members are responsible for: 

 Being aware of this policy and any documents referred to within it pertaining 
to their part in the diagnostic pathway. 

 Following the tattooing process as detailed in the summary flow chart at the 
beginning of this policy and detailed in the Standards and Practice section 
of this policy. 

 Adhering to any requirements described within this policy and documents 
described in the standards and practice section pertaining to their role in the 
diagnostic pathway. 

 

6. Standards and Practice  
 

6.1. On finding a suspected cancerous lesion which is located outside the 
rectum and cecum, the endoscopist is expected to tattoo the lesion 
following the summary flow chart at the beginning of this policy. However 
tattooing is not required in the following situations: 

 
6.1.1. Rectal tattooing is not required as anatomical landmarks can be 

used for reference, and there is a risk of the plane of dissection 
becoming obscured if transmural injection and spillage of dye 
occurs during tattooing.  

 
6.1.2. Cecal tattooing is not required as anatomical landmarks can be 

used for reference. 
 

6.2. When the suspected lesion has been identified by the endoscopist it is 
important to tattoo the lesion first. This is in order to capture a clear 
photograph showing the positions of the tattoos. 

 
6.2.1. Before placing tattoo’s the endoscopist needs to ensure the tattoo 

injection is created safely within the submucosa. This is done using 
injecting saline 0.9% first and then once the submucosal plane is 
confirmed exchanged to the tattoo injection and inject at least 
0.75ml-1.0ml at each site. 

 
6.2.2. To reduce the risk of injecting tattoo solution into the abdominal 

cavity a saline bleb should be raised in the bowel wall prior to 
tattooing. Saline 0.9% should be injected until the submucosal 
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plane is confirmed, then exchanged for tattoo solution, of which 
0.75-1.0mls should be injected for each tattoo.   
 

6.2.3. It is recommended that Spot Ex Endoscopic Tattoo is used. 
 

6.3. Tattoos should be placed 5-8cm distal (anal side) to the suspected cancer 
in 3 separate marks made about 120 degrees apart.  

 
6.4. Biopsies are then taken of the suspected lesion by the endoscopist.  

 
6.4.1. Between 6-10 biopsies of good visual size.  
 
6.4.2. Endoscopist to consider double bite biopsies for better yield of cells. 

  

6.5. Once the procedure is finished the endoscopist is required to document; 
 

6.5.1. Length of insertion to suspected lesion. This is the length of the 
scope from anus to the suspected lesion.   

 
6.5.2. Distance from lesion that tattoos have been placed.  

 
6.5.3. The number of tattoo’s placed.  

 
6.5.4. That the tattoos are distal to the lesion.  

 
6.5.5. Whether they have been placed in 3 quadrants of the bowel.  

 
6.5.6. Any deviation from the policy.  

 

7. Dissemination and Implementation 
 

7.1. The policy will be shared at the Gastroenterology and Hepatology 
Business & Governance Meeting and at the Surgical Business and 
Governance meeting.  

 
7.2. All endoscopists will have the policy emailed to them. 

 
7.3. A copy of the policy will be placed in each endoscopy room. 

 
7.4. The endoscopy staff will be made aware of the new policy in team briefs by 

the endoscopy Sisters.  
 

8. Monitoring compliance and effectiveness  
Element to be 
monitored 

All elements of the policy required to be monitored 
 

Lead Gastroenterology and Hepatology Governance Lead 
 

Tool Audit of the Scorpio reports that have recorded suspected 
cancers. 
 
Data to be collated on a excel spreadsheet 
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Frequency Initially the audit should be carried out 6 months after introduction 
of policy, then yearly. 
 
A report will be produced after each audit which will be shared at 
the relevant speciality governance meetings.  

Reporting 
arrangements 

 
 
 
 
 
 

Any learning or improvement identified from the audit will be 
shared: 
 

 At the Care Board Meeting 

 The Senior Management Team (SMT) weekly meeting 

 The Gastroenterology & Hepatology Business & 
Governance meeting 

 The General Surgical and Cancer Speciality meeting 

 Via endoscopy team briefs 

Acting on 
recommendations  
and Lead(s) 

The Consultant Endoscopy Lead will be responsible for 
addressing underperforming endoscopists according to the new 
policy   

Change in 
practice and 
lessons to be 
shared 

The Consultant Endoscopy Lead will be responsible for further 
training of endoscopist if required. 

 

9. Updating and Review 
 

9.1. This policy will be reviewed after 3 years or if the BSG develop guidelines 
on the same topic  

 
9.2. Revisions can be made ahead of the review date when the procedural 

document requires updating. Where the revisions are significant and the 
overall policy is changed, the author should ensure the revised document is 
taken through the standard consultation, approval and dissemination 
processes.  

 
9.3. Where the revisions are minor, e.g. amended job titles or changes in the 

organisational structure, approval can be sought from the Executive 
Director responsible for signatory approval, and can be re-published 
accordingly without having gone through the full consultation and 
ratification process.  

 
9.4. Any revision activity is to be recorded in the Version Control Table as part 

of the document control process.  
 

10. Equality and Diversity  
 

10.1.This document complies with the Royal Cornwall Hospitals NHS 
Trust service Equality and Diversity statement which can be found in 
the 'Equality, Inclusion & Human Rights Policy' or the Equality and 
Diversity website. 

 
10.2. Equality Impact Assessment 

The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

http://www.rcht.nhs.uk/GET/d10268876
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
http://intranet-rcht.cornwall.nhs.uk/shelf/equality-and-diversity/
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Appendix 1. Governance Information 

Document Title 
Tattooing Suspected Cancers within Endoscopy 
Policy V1.0 

This document replaces (exact 
title of previous version): 

New Document 

Date Issued/Approved: 10th August 2020 

Date Valid From: August 2020 

Date Valid To: August 2023 

Directorate / Department 
responsible (author/owner): 

Katharine Todd Clinical Endoscopist 
Gastroenterology and Hepatology Lead 

Contact details: 01872 253247 

Brief summary of contents 
A policy for consistent approach to tattooing 
suspected cancers.  

Suggested Keywords: Endoscopy, tattoos,  

Target Audience 
RCHT CFT KCCG 

   

Executive Director responsible 
for Policy: 

Medical Director  

Approval route for consultation 
and ratification: 

Speciality Business and Governance meetings 

General Manager confirming 
approval processes 

Roz Davies 

Name of Governance Lead 
confirming approval by specialty 
and care group management 
meetings 

Maria Lane 

Links to key external standards None  

Related Documents: None 

Training Need Identified? No 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet  Intranet Only  

Document Library Folder/Sub 
Folder 

Clinical / Gastroenterology 
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Version Control Table  
 

Date 
Version 

No 
Summary of Changes 

Changes Made by 
(Name and Job 

Title) 

April 2020  V1.0 Initial version 

Katharine Todd, 
Nurse Endoscopist 
and Clinical 
Governance Lead 

    

 

All or part of this document can be released under the Freedom of Information 

Act 2000 
 

This document is to be retained for 10 years from the date of expiry. 

This document is only valid on the day of printing 

 

Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust 

Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 

express permission of the author or their Line Manager. 
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Appendix 2. Equality Impact Assessment 
 

 
 
 

Section 1: Equality Impact Assessment Form 

Name of the strategy / policy /proposal / service function to be assessed 
Tattooing Suspected Cancers within Endoscopy Policy V1.0 

Directorate and service area: 
Endoscopy, Specialist Services and Surgery 

Is this a new or existing Policy? 
New 

Name of individual/group completing EIA 
Katharine Todd Clinical Endoscopist 
Gastroenterology and Hepatology lead 

Contact details: 
01872 253247 

1. Policy Aim 
Who is the 
strategy / policy / 
proposal / service 
function aimed at? 

Any member of staff that carries out tattooing of lesions during endoscopies. 

2. Policy Objectives Standardised the way in which we tattoo lesions that are suspected cancers 

3. Policy Intended 
Outcomes 

Standardised the way in which we tattoo lesions that are suspected cancers 

4. How will 
you measure 
the outcome? 

Audit information recorded in Scorpio documents 

5. Who is intended 
to benefit from the 
policy? 

Patients with suspected cancers in the colon 

6a). Who did you 
consult with? 

 
 
b). Please list any 
groups who have 
been consulted 
about this procedure. 

Workforce  Patients  
Local 
groups 

External 
organisations 

Other  

X     

Please record specific names of groups: 
The policy was written in conjunction with: 
 

 Governance Lead for Gastroenterology & Hepatology 

 Clinical Governance Lead for Gastroenterology 

 Consultant Lead for Endoscopy 

 Consultant Speciality Lead for elective Gastrointestinal Surgery 
(G.I) 

 Consultant Speciality Lead for 2 Week Wait Cancer Services 
 

 

c). What was the 
outcome of the 
consultation? 
 
 

The process in this policy was written and agreed 
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7. The Impact 
Please complete the following table.  If you are unsure/don’t know if there is a negative impact 
you need to repeat the consultation step. 
Are there concerns that the policy could have a positive/negative impact on: 

Protected 
Characteristic 

Yes No Unsure Rationale for Assessment / Existing Evidence 

Age 
 X   

Sex (male, female 
non-binary, asexual 
etc.)  

 X   

Gender 
reassignment  X   

Race/ethnic 
communities 
/groups 

 X   

Disability  
(learning disability, 
physical disability, 
sensory impairment, 
mental health 
problems and some 
long term health 
conditions) 

 X   

Religion/ 
other beliefs  X   

Marriage and civil 
partnership  X   

Pregnancy and 
maternity  X   

Sexual orientation 
(bisexual, gay, 

heterosexual, lesbian) 
 X   

If all characteristics are ticked ‘no’, and this is not a major working or service 
change, you can end the assessment here as long as you have a robust rationale 
in place. 

I am confident that section 2 of this EIA does not need completing as there are no highlighted 
risks of negative impact occurring because of this policy. 
 

Name of person confirming result of initial 
impact assessment: 

Katharine Todd Clinical Endoscopist 
Gastroenterology and Hepatology lead 

If you have ticked ‘yes’ to any characteristic above OR this is a major working or 
service change, you will need to complete section 2 of the EIA form available here: 
Section 2. Full Equality Analysis 
 
For guidance please refer to the Equality Impact Assessments Policy (available 
from the document library) or contact the Human Rights, Equality and Inclusion 
Lead debby.lewis@nhs.net 

 

 

http://doclibrary-rcht-intranet.cornwall.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/ChiefExecutive/Templates/Section2FullEqualityAnalysis.docx
mailto:debby.lewis@nhs.net

