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Bath PET/CT team
Patients with cancer or dementia need access to scanners that
combine two modalities in the same machine: positron emission
tomography and computed tomography (PET/CT). For cancer
patients, says Stewart Redman, consultant radiologist at Royal
United Hospitals Bath, PET/CT scans often inform the final
choice between radical treatment with curative intent and
palliative care, while for dementia patients the technique can
give an early diagnosis.
“Our patients didn’t have easy access to a scanner,” he says.
“Some had to travel for up to 90 minutes. In 2013 we were in
the lowest 20% of PET/CT scanning rates.” The answer was to
acquire a scanner, which cost £1.2 million, and provide space
for it, costing £1.4 million. A charity provided the first and the
trust the second, locating it in an old barium screening room.
But this policy would only make sense if full use could be made
of the investment. “If you’re the Royal Marsden, you can easily
fill a PET/CT scanner with patients. But in a district general
hospital, with a catchment of half a million, there aren’t enough
patients to run it more than two or three days a week. The answer
was to use the machine as a high volume CT scanner the rest
of the time, which also helped solve our CT capacity problem.”
This neat solution meant merging the radiology and nuclear
medicine departments and striving to match the high standards
available in Cheltenham, where patients had previously been
sent. “It was a high quality service, the only drawback being
the distance to travel,” he says. “We had to match that quality
and I think we have.” The scan rate has more than doubled,
from 700 patients per million population to 1700.

Outpatient head and neck biopsies
Patients with head and neck cancers may require a biopsy,
usually carried out under general anaesthetic. At Shrewsbury
and Telford Hospitals NHS Trust, of the 150 referred to the ear,
nose, and throat service every month, about 10-15% need such
a biopsy, says Syed Farhan Ahsan, consultant otolaryngologist
head and neck surgeon at the trust.
The biopsy can be carried out under local anaesthetic as an
outpatient procedure, a service which he started. “It’s not done

routinely but it has several advantages,” he says. “It eliminates
the risks of a general anaesthetic, is convenient for patients who
can immediately get back to work, and, most importantly, it
shortens the diagnostic part of the patient pathway. It also saves
money for the NHS and reduces pressure on theatres.”
The saving in time is significant. Instead of waiting two weeks
for a general anaesthetic biopsy and requiring a preoperative
assessment, it can be done on the same day as an outpatient
appointment and takes about 45 minutes. So far, Ahsan has
carried out these biopsies in his own time—often at the end of
a busy clinic. He brought back the idea from a fellowship in
Canada, where he found the approach was well established.
Patients are given an informed choice and 13 have so far agreed
to the procedure being done under local anaesthetic and have
been pleased with the option. The majority of these patients
have been found to have squamous cell carcinoma. In future he
would like to see the service offered as a regular option. “The
whole point of doing it is to get the pathway going more
quickly.”

Lung cancer escalation pathway
Patients referred to City Hospitals Sunderland with suspected
lung cancer were waiting too long for a diagnosis. The hospital
diagnoses about 400 new cases a year, in an area where lung
cancer incidence and mortality are higher than the national
average.
“If a chest x ray shows abnormalities that are likely to be lung
cancer, then the next stage is a thoracic CT scan which should
be done as soon as possible,” says Julie Cox, consultant
radiologist at the trust. If cancer is present, the CT scan gives
better information for characterising and staging it.
In 2014, she says, the time between an abnormal chest x ray
and a CT scan was 21 days. “We aimed to get this down by
introducing a new pathway in which a consultant radiologist
can refer patients with a suspicious chest x ray direct for a CT
scan and arrange a rapid appointment with a chest physician.
This brought the time down from 21 days to eight days.”
The Lung Cancer Optimal Pathway recommends that scans be
done within 72 hours of the chest x ray. It’s a very difficult
target, Cox says, but one now achieved for 22% of Sunderland
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patients as against 9% in 2014. The main gain is for patients
who get a definitive diagnosis sooner. “They are happy,” she
says. “We contact them by phone, which reassures them that
there’s someone looking out for them.”
While quicker diagnosis might translate into better outcomes,
that isn’t certain. “This is an efficient pathway but that doesn’t
necessarily mean we’re diagnosing more early stage disease,”
she says. The pathway is cost neutral and sustainable.

MRI for pacemaker patients
Patients with heart pacemakers or defibrillators often find it
hard to get a magnetic resonance imaging (MRI) scan when
they need one. “Historically, pacemakers were incompatible
with MRI scanners,” says Charlotte Manisty, consultant
cardiologist at the Barts Heart Centre and University College
Hospitals, London. “Now every device is okay but patients still
report difficulties.” Some have to wait years or are simply turned
down, with no explanation given.
The group involved is surprisingly large: 440 000 people in the
UK have a pacemaker or defibrillator implanted, and each has
a 75% chance of needing a MRI scan in their lifetimes. Scans
are vital for many conditions, including cancer and stroke. The
total number of scans performed each year on patients with
implanted devices is only around 1000, fewer than the 1600
that are indicated for one condition alone (brain tumour).
To improve access at Barts, the team devised a standard protocol
suitable for this group of patients and designed to eliminate
delays. Discussions with manufacturers and with the US
National Institutes of Health led to MRI sequences being
optimised for implant patients. Over two years the number of
such scans increased sixfold, and Barts regularly gets referrals
from across the country.
But it is important for other trusts to follow the example,
Manisty says. “MRI is particularly useful when the spine is
compressed by a tumour. It’s not right that a paralysed patient
should have to travel for hours to get one.” The group has
produced educational materials, set up a website, and encouraged
changes in guidelines from the British Heart Rhythm Society.
Patient organisations have been keen to collaborate and costs
have been minimal.

Prostate cancer diagnostics
Multiparametric MRI (mpMRI)—a technique that incorporates
up to three types of MRI imaging in a single scan—is now
recognised as the best diagnostic tool for prostate cancer,
followed, if necessary, by a biopsy. Trials have shown that
mpMRI on its own can spare 28% of men the need for a biopsy,
and if a biopsy is needed after a scan, it can be more precisely
targeted, detecting more cancers.
But the problem, says Paras Singh, consultant urologist at the
Royal Free Hospital in London, is that mpMRI adds an extra
stage to a diagnostic procedure that already struggles to meet
the 62 day target from referral to treatment. “We were doing all
the right things, but too slowly,” he says. An audit in December
2014 showed that nearly 43% of patients breached the 62 day
target.
“The key to solving the problem was to get dedicated slots for
mpMRI without disrupting the other work of the radiologists,”
he says. A new pathway was devised—by a team that included
all the specialties involved—through which it is possible for
patients to have the scan on their first clinic visit. Should a
follow-up biopsy be needed, it too can often be done the same
day under local anaesthetic. The new pathway was implemented
in July 2016.
The results show that the wait between first clinic and mpMRI
fell from 17 days to 0.7 days, and first clinic to biopsy from 22
to eight days. Over 90% of patients are now being diagnosed
quickly enough to be referred to the regional pelvic cancer centre
soon enough to meet the 62 day target.

The Diagnostic Team of the Year award is sponsored by Alliance Medical. The
awards ceremony takes place on 10 May at the Park Plaza Hotel, Westminster.
To find out more go to thebmjawards.bmj.com
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