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This is perhaps the less glamorous
end of the spectrum of surgical
specialities and the associated
conditions and symptoms are

not o en freely discussed around
the dinner table. However, they
comprise a huge proportion of

the work within most hospitals’
surgical departments, and there are
challenging times ahead in terms
of waiting times as we continue
through the pandemic.

I've been a consultant colorectal
and general surgeon with an interest
in minimally invasive (laparoscopic/
key hole) surgery for over 10
years. | have a busy NHS practice
in north London (Whittington/
University College London) and
| also practice privately at The
London Clinic (thelondonclinic.
co.uk/consultants/mr-jonathan-
wilson) and OneWelbeck hospitals
(onewelbeck.com/digestive-surgery/
doctors/mr-jonathan-wilson);
bowelsurgerylondon.co.uk).

Having been educated at
Methodist College Belfast, my
surgical training began at the
University of Leeds Medical School
where | completed my medical
degree and basic surgical training.
From a highly competitive eld, |
was then fortunate enough to be

awarded the prestigious Medical
Research Council/ Royal College
of Surgeons Research Fellowship
which allowed me to investigate
factors in uencing colorectal polyps
transforming into cancers. | was
awarded a PhD for this body of
work in 2005 and have published
widely. At the end of my surgical
training in North West Thames, |
was privileged enough to be selected
for an additional period of specialist
colorectal training on the hallowed
turf of St Mark’s Hospital in Harrow,
widely considered a nishing school
for serious colorectal surgeons.

My focus has always been on
0 ering my patients an exemplary
level of care.

SO WHAT CONDITIONS ARE WE
TALKING ABOUT?

Colorectal conditions include
non-cancerous conditions such as
haemorrhoids (piles), anal skin tags,
ssures, stulas, peri-anal itching
(pruritis), diverticular disease,

in ammatory bowel disease (Crohn's
disease and ulcerative colitis),
irritable bowel syndrome, colon

and rectal polyps. There are also
over 40,000 new cases of colorectal
cancer diagnosed in the UK every
year, with more than 2,500 of these

a ecting patients under the age

of 50. The earlier the diagnosis is

made, the better the chances of

long-term survival. However, the UK

survival rates lag behind many other

high-income countries, and bowel

cancer remains the second biggest

cancer Killer in the UK. Although

the reasons behind this are multi-

factorial, both patient awareness

of symptoms and rapid access

to specialists and contemporary

investigation play a signi cant part.
There’s considerable overlap

in symptoms between benign

conditions and bowel cancer. These

include rectal bleeding, change

in bowel habit, abdominal pain,

unintentional weight loss and

lethargy (@anaemia). In an ideal world,

if symptoms persist for more than

a few weeks, patients should have
an early assessment by a colorectal
surgeon or gastroenterologist with
rapid-access colonoscopy or CT
colonography for diagnosis. To
achieve the best cancer outcomes in
the world, many factors should be
optimised — rapid access to state-
of-the-art diagnostic tests, multi-
disciplinary oncology team decision
making, timely minimally invasive
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surgery in centres of excellence
and evidence-based contemporary
oncology services (chemotherapy,
radiotherapy, latest trial access).

If there’s one good thing about
bowel cancer, it's that most cancers
start as non-cancerous polyps in
the bowel, which can be identi ed
and removed (polypectomy) during
colonoscopy. These small polyps
don't cause symptoms initially. The
UK national screening programme
for colorectal cancer in symptom-
free patients aged 60-74 works on the
premise that by removing polyps and
identifying cancer at a much earlier
stage than if they presented with
symptoms, we can prevent cancer
in some and increase the number of throughout my career has been
early stage cancers and improve long-in adopting and developing
term survival in others. contemporary minimally invasive

(cancerresearchuk.org/about- techniques, which allow less painful
cancer/bowel-cancer/getting- and more rapid recovery.
diagnosed/screening)

(bowelcanceruk.org.uk/about-
bowel-cancer/screening)

Screening uses a stool test called
FIT (faecal immunohistochemical
test), which is also used increasingly
in corporate health checks. It looks
for invisible trace amounts of blood
in the stool, and when positive,
will require colonoscopy (2% FIT
tests are positive in screening
programme). FIT can be elevated due
to non-cancerous conditions such
as polyps and piles (false positive)
and therefore simple reassurance is
provided a er colonoscopy (<5% of
+FIT test patients have bowel cancer).
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For more info

Mr Jonathan M Wilson PhD FRCS
is a consultant laparoscopic
colorectal and general surgeon,
Whittington Health NHS Trust,
honorary consultant University
College London Hospitals.
Private practice at OneWelbeck
and The London Clinic.

THE COMMON CONDITIONS
TREATED BY GENERAL
SURGEONS INCLUDE:
Gallstones, abdominal wall hernias
(inguinal, femoral, umbilical,
epigastric, incisional hernia, major
abdominal wall reconstruction),
and ‘lumps and bumps’ (lipoma,
sebaceous cysts). My focus here

Private secretary Natalie Goble
T:020 7478 1665
E:natalie@kmsprofessionals.co.uk




