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                                                            North West London 
                                              Cardiac and Stroke Network

Non-Invasive Cardiac Imaging Group
Meeting room 4.1

Hammersmith & Fulham PCT, 1 Hammersmith Broadway, W6 9DL
8 March 2010, 2 pm to 4 pm 
In attendance




Apologies
Peter Smith (Chair)



Andrew Wright

Antoinette Scott (Minutes)


Andrew Kelion

Farah Irfan-Khan



Fiona Thow

Roxy Senior




Leoni Bryan

Sanjay Prasad

Alison Rochelle

Sonia Williams

Matt Noonan

Petros Nihyannopoulous 

	                                                            AGENDA

	Item
	Discussion

	Appendices

	1
	Welcome, Apologies and Introductions
PS welcomed the group and apologies were noted.  PS reminded the group of the purpose was to produce a sector imaging report that would 
· look at current and recent activity for cardiac imaging
· explore CT funding and 
· strengthen communication between trust re: imaging techniques and recording, and duplication of images.

	

	2
	Minutes of 30 November 2009 and Matters Arising
The minutes were agreed as an accurate record of the meeting.
Matters Arising

There were three matters arising: 

1) Echo data request email PN had sent out an email on 15 February (Appendix A) to all the Echo departments across sector requesting baseline data.  AR responded that she had not received this email.  Action: AS to send email to AR. 
2) The national Cardiac Imaging Guide was due to be published in February but this has now been put back till the end of March.  PS  recently met with Erika Denton, national clinical lead for diagnostic imaging, who is writing the guide, and raised the issue of the difficulty of uniting imaging capabilities which leads to repeating tests.  Erika Denton responded that this will be picked up at the next national meeting. Action: AS to contact Fiona Thow, national improvement lead, for an update on uniting imaging.

3) Polyclinics There followed a discussion on polyclinics in terms of running costs against the cost of running a hospital service, as well as the politics of having a polyclinic versus a DGH.  Key themes to emerge were:

· There was general agreement that polyclinics are cheaper to run but did this equate to the provision of a high quality care of service
· In terms of the provision of imaging in polyclinics, echos are currently carried out by some GP practices.   As there is difficulty in staffing in hospitals for echo services it is highly likely that the same would occur for polyclinics
· PCTs are already approaching trusts inviting trusts to bid to provide a polyclinic.  SW added that Chelsea and Westminster and Imperial were recently asked by K&C PCT to put in a bid.  PCTs are acting as an interim authority to set up polyclinics but want hospitals to be responsible for staffing and provision of equipment  
· The management of new technologies - this is best managed in an acute trust than in the community as this is high end management. 
PS concluded that given the changing healthcare environment which is based on ‘resource poverty’, there needs to clarity on standards through polyclinics and PS sees the role of the imaging group in an advisory capacity on quality standards in polyclinics.  
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	3

	Draft Cardiac Imaging Report Updates
PS has spoken to each of the 4 sub committee leads and this will be followed by one to one interviews to agree the final sector imaging document.  PS will also correlate with Erika Denton.   There followed a general discussion on the elements of the sector document:
· SP suggested to include the updated NICE guidelines on chest pain http://www.nice.org.uk/guidance/index.jsp?action=byID&o=12947 

· This clinical guideline provides recommendation for the use of myocardial infarction scintigraphy for the diagnosis and management of angina and myocardial infarction
· The published guidelines from the British Society of Echocardiography. This ensures that the sector document is linked to what is current and how best we use the guidelines 
· RS suggested patients with high calcium scoring need to have a CT scan in the first instance. A recent paper stated high calcium is a poor marker for coronary artery disease but NICE has included a CT scan to be done in light of high calcium score

The sub committee leads present gave an update on their respective areas: 

Cardiac MRI  In terms of MR provision, SP prioritised the following areas that he would like included in the sector document:
· Purchasing more scanners – with approximately 470 scans performed monthly across all NWL sites (SMH, RBH and Hammersmith) the demand for scans is likely to increase 
· Making sure that the purchase of scanners is tied with training fellows /staff
· Build in a predicted expanded resource for MR for viability assessment and cardiac assessment 

· The appropriateness criteria from the American guide – identifying what is an appropriate use of a scan and what’s not
· Reducing waiting times for a scan to 4 – 6 weeks

Echocardiography PN prioritised particular needs for a regional echo service:   
· Baseline assessment - Further to PN’s email dated 15 February (Appendix A), PN is in the process of gathering information but is awaiting a response Chelsea and Westminster, Hillingdon Hospital and Ealing

· There are approximately 30,000 echos carried out annually across the sector.  These are routine comprehensive echos carried out by professionals in the departments, who adhere to BSE standards These also include sub-speciality echos.  RS added this includes about 3000 stress echos, equivalent to 10% per year of the total number of echos
· There is variation and overlap in the provision of nuclear medicine with stress echos.  There is scope for the service to be rationalised.  In terms of cost effectiveness between a stress echo and nuclear, stress echo is cheaper to do.
· A query was raised who buys the equipment – the imaging department or cardiology?  As this may determine frequency of use.  
PS summarised given the indication in the numbers of scans and echos carried out per annum, the group can produce a report that covers a 3-5 year resource strategy that will also cover future need, management in the introduction of new technologies and cost effectiveness of the service. 
Cardiac CT Andrew Wright sent his apologies but has sent a response.  (Appendix B)
Nuclear Testing There has been no response from Andrew Kelion but PS will make a final attempt to contact him.  In the meantime the group agreed for PS to ask Dr Richard Underwood for his input on nuclear testing and to invite him to be part of this group.
In summary, in taking forward the sector document:
· Following one to one interviews by PS with the sub-committee leads, the aim is to produce a document in May.  Andrew Wright was identified to give a structured format for the sector document 

· To identify a cardiologist to comment on cardiac imaging.  Input from a cardiologist would provide expertise and highlight the reasons why cardiac imaging should stay in specialist centres in acute trust.  This would also complement the views from Andrew Kelion  Action: PS to identify a cardiologist 
· To include a subsection on polyclinics and imaging.  Action: MN with support from SW to write this section on how the process would work for patients.  Need to include a section on the pros and cons of bringing equipment from trusts to polyclinics
· For echocardiographers to be BSE trained and the department BSE accredited 

· To address downloading and transfer of data from one organisation to another as this would address confidentiality issues and clinical governance 

· Echos could work and be supported by outreach clinics.  Though the same cannot be made for CT and MRI.
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	4
	Pan London Cardiovascular Review Update 
PS is a panel member on the pan London Cardiovascular Review board and updated the group on the main areas with a focus on imaging consequences. 
Surgery – not relevant to cardiac imaging.  All aortic intra-thoracic vascular surgery dissections will go to a few centres in London.  Currently there is a discussion who would be part of the team, e.g., invasive cardiologist and cardiologists, whose role would be to put in the stent
Mitral valve – Designated centres to achieve adequate numbers and become a pan London expertise.  Centres will be expected to audit and publish results 

Cardiology services will seek to improve outcomes for urgent and emergency PCI treatment and transferral to another hospital.  There will be London wide LOS standards
TAVI – units to rationalise to a few units and those units to do high volumes  

Introduction of new technology – this will be justified on outcomes

There was a discussion on where cardiac imaging fits in the pan London Cardiovascular Review and the following points to emerge were: 
- Training – PS stated that the academic/research senior clinicians involved pointed out that a fair percentage of imaging is carried out on academic scanners. This is indicative of Deaneries and Colleges traditionally involved in training echocardiographers and how academic work is compensating the NHS.  This is a complex area.
PS added that the pan London Cardiovascular Review should also be included in the sector imaging document as well as staffing and the promotion of training.  PS welcome suggestions to put into the final document.  Action: All group members to provide input into the final document.

	

	5
	AOB
Baseline Activity assessment for the sector AS informed the group a draft version of the template has been completed and the next step is to discuss the best way forward to use across the sector with input from PN.  
Action: AS to meet with PN and disseminate the baseline activity proforma

	

	6

	Next meeting: date, location
Monday 17 May 2010, 2 – 4 pm, NHS Hammersmith and Fulham, Room 2.1 (This has been postponed to Monday 5 July, 3-5 pm, Cardiology Seminar Room, Mary Stanford Wing, St Mary’s Hospital).

	


	Cardiac non-invasive imaging Group – Summary of Key Actions

Meeting 8 March 2010


	Agenda Item
	Actions and Lead



	2
	Matters Arising
· AS to send Alison Rochelle the email from PN dated 15 February 2010 requesting echo data
· AS to contact Fiona Thow for an update on cardiac imaging, particularly on national position on uniting imaging 



	3
	Draft Cardiac Imaging Report Updates 
· PS to contact Dr Richard Underwood, for his expert input with regard to nuclear testing

· PS to organise one to one interviews with each of the 4 sub-committee leads to produce sector imaging document by May 
· PS to identify a cardiologist for their input into the sector imaging document

· Matt Noonan to write a section on polyclinics and how the process would work for patients, the pros and cons of bringing equipment from the acute trust into the polyclinics.  


	5
	AOB
· Baseline Activity assessment form - AS to meet with PN and agree the final version of the form and to disseminate form across sector
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Appendix A – Request for Echo Data from Petros Nihoyannopoulos 15 February 2010


Cardiac Imaging Meeting 8 March 2010



From: Petros Nihoyannopoulos [mailto:petros@imperial.ac.uk] 
Sent: Monday, February 15, 2010 12:56 PM
To: raj.sharma@eht.nhs.uk; Williams, Sonia; mnickolas.Pantazopoulos@wmuh.nhs.uk; Senior Roxy (North West London Hospitals NHS Trust); Kelion Andrew (Royal Brompton and Harefield NHS Trust)
Cc: David Dawson; Nilesh Sutaria; Andrew Porter; Iryna Stewart; Matthew Noonan; Peter L Smith
Subject: Re: Cardiac Imaging Meeting

 


Dear all, 


Ahead of our preparations for the next Regional Cardiac Imaging Meeting 8th March, Peter Smith asked me to collect the data we have in the Echo Departments.  These should be:


 


1. What facilities you have:

-Department: (Echo cubicles, fixed machines)  -2x rooms 1x cubicles  2x machines


-Number of portable machines for ward service -2x machines 


-Do you provide point-of-care echoes? Who does them? Who reports them?- We provide one stop clinics


-Who is Head? Sonographer, Physiologist, Doctor/Consultant? -Consulant, registars, physiologist


-Is your department BSE accredited? At what level? No 


 


2. Available echo services: 


-Routine complete echo (provide numbers per year) - 4,800


-How much time you allocate for one complete echo examination? -40mins


-Stress Echo (provide numbers per year) -none


-TOE (provide numbers per year)- 15


-Complex Echo (3D, contrast, resynchronisation, Deformation Imaging)-Provide numbers/year-None


-Total number of Echoes annually-5118


 


3. Waiting list 

-For outpatient Echo 

-For in-patient echo- Echo are priortised may upto one-two weeks ( depending on staffing levels)


-For stress echo- None


 


4. Staff:

Number of specialised accredited sonographers (full-time) -1


Number of generalists Physiologists doing echoes-1


 


5. Training:

Do you provide regular training to junior doctors, generalist physiologists? 2xband 5 and 1-2 x SPr's 


Yes/No, Please provide number per year


 


6. Do you provide regular weekly echo meetings? 2weeks- 1month 

 


7. Quality control:

Do you have any Quality Control assessment in place? Please describe We have a verfication system in place to veiw patients, a BSE accredited physiologist or SPr's 


 


8. Highlight current problems -Staffing levels of BSE standard 

 


9. Your future suggestions to improve services -more staff

 


Can I please have your answers by Sunday 28th February to put the data together?


Many thanks for your help,


 


PETROS


Petros Nihoyannopoulos MD, FRCP, FACC, FESC

Professor of Cardiology, Imperial College London, Hammersmith Hospital, NHLI, London W12 0NN, UK

TEL: +44(0)208 383 2115 (sec)  +44(0)208-383 8156 (office)  FAX: +44(0)208-383 4392

E-mail: petros@imperial.ac.uk
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Appendix B – Cardiac CT Provision in NWL Sector.  By Andrew Wright – sent March 2010



Cardiac CT provision in NWL sector


CTCA only performed at St Mary’s, Brompton, (including Chelsea and Westminster) and Harefield.


Harefield: (Tarun Mittal)


Conducting coronary CTCA on 4-slice Siemens scanner since 2000 (vessel/graft origins, etc).  Since 2007, have had 64-slice Toshiba Aquilion scanner (with prospective gating)


Workload: 4 –5 sessions per week dedicated to CTCA.


Approximately 70 CTAs and 25 calcium studies per month 


Amounts to 1140 scans per month


75% of referrals are from outside the Trust.  Trust captures income from this.


Indications:


We do not lay down guidance for the referrers as they mostly come from the cardiologists. However, I try to follow the SCCT Appropriateness Criteria (updated 2008) as much as possible and discuss any odd request with the cardiologist in person or on phone. I would say the commonest referral indications are:


For CT Calcium scoring only:

1. Asymptomatic patients for risk assessment (ideally should have intermediate risk on Framingham)


2. From rapid access chest pain clinic as a quick look at atheroma burden


For CTA:

1. Asymptomatic patients at high risk (controversial indication but common for private referrals looking to reassure themselves)


2. Suspected anomalous coronary artery


3. Atypical chest pain or chest pain with low to intermediate pre-test probability 


4. Typical chest pain but negative or equivocal ETT


5. Typical chest pain with positive ETT but patient not willing to undergo invasive cath


6. Stent evaluation if not a good history of angina


7. Evaluation of coronary arteries in newly presented patients with heart failure provided renal function is normal


8. Evaluation of coronary arteries in patients prior to valve surgery


9. Assessment of bypass grafts either after failure to identify all grafts on invasive cath or sometimes as an initial assessment


10. Assessment of myocardium and function where MRI not possible


That probably covers most of the current clinical indications we are using CT for at Harefield. I would say 2,3,4, and 9 are the commonest. Attached is the abstract we have presented in SCCT this year using our experience with 2 and 3 indication.


Have used CT in context of an acute chest pain service for “years”, but using coronary calcification scoring.  Have a one-stop ca++ service.


“Number of caths has decreased at Harefield.”


Mentioned national committee on cardiac imaging ? chaired by Erica Denton


Brompton:  (Simon Padley)
Siemens Sensation 64.  Now moving to Siemens Somatom Flash (dual source)


40-90 cases per month, not including calcium scores (mainly research)


Total of c. 1080 case per annum


One-third of referrals are tertiary referrals. Thinks Trust in capturing income via bundling of care.


Indications:
40% adult CHD




30% coronary




20% grafts




Others: TAVI, PV studies, ca++ for risk stratification, research ca++, etc.


Also starting to do cases at C&W on Siemens 64- and 128-slice scanners. Adult chest pain, approximately 6 cases per week.


Imperial (St Mary’s): (ARW)


CTCA since 2004 on Philips 16-slice scanner, moving to 64- and recently 256-slice CT. Cases performed ad hoc, not in specific sessions.


Numbers: An estimated 779 gated CTs will be carried out in 2009
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Indications:
coronary assessment, including anomalous coronaries.




Grafts and re-do assessment




TAVI work-up




PV studies


Ca++ for risk stratification




Research ca++ studies


Since 2008, there have been a higher than usual proportion of ca++ studies (around 50%) due to SABRE research study


Discussing setting up a chest pain service. Could introduce up to 15 patients per week via A&E. 


Internal funding of cases via cross-charging mechanism. Reimbursement rate is very low.

No other centres in NWL sector are performing CTCA.  A number of sites have expressed an interest in doing so, eg Ealing, NWP.


Financial tariffs


BSCI conducting a review and assessment of national tariffs for CMRI and CTCA


Nice guidelines (Acute chest pain; Acute coronary syndromes) (draft):


CTCA appears cost-effective when exhibited early, cf with other strategies such as NM or CA


CT recommended in low probability cases (or in situations demanding coronary angiography where this cannot be done)


Ca++ first, them proceed if ca++ present (If score = 0, stop)  ? this is misguided


Cost effectiveness of CTCA is an important research question.


1 Cost effectiveness of CTCA to rule out disease in trop-negative ACS


2 Cost effectiveness of CTCA vs functional testing for the diagnosis of angina in patients with moderate pre-test probability of CAD and stable chest pain


Radiation


Nice:  LAR ranges from 1 in 143 in young females, and from 1 in 686 for young males


Protection 1 study (JAMA 2009).  Average radiation dose 12 mSv. There are strategies to reduce radiation dose (reduce kV, prospective gating) but seldom used.


Successful prospective gating depends on good rate control. Can reduce dose to one-fifth. Has similar dose or reduced dose compared with CA


New detector technology will improve quality and reduce dose further (gemstone detector). New iterative reconstruction algorithms can also reduce dose significantly. The problem of radiation is likely to become much less significant.

Acute chest pain


V common in A&E


15% will have ACS


50% have no CAD


2-5% discharged erroneously with ACS


Many admitted for observation.


CT can allow decisive triage


Potential for overuse (cf CTPA)


Dose considerations.


When?  Stat or within 24 hours or before RACP clinic visit.


Triple rule out – difficulties with protocols.  “blunderbuss” approach.


CT in high risk patients


With known disease, CT generally overestimates disease, but can show distribution.


High risk asymptomatic (familial hypercholesterolaemia, type I DM).


Plaque features (low attenuation/positive remodelling has worse prognosis).


Stents – success depends on size and material


Grafts.


Training


RCR has incorporated cardiac radiology into both general and subspecialty training, with guidelines for both


SCCT (Society of Cardiovascular CT).  American organisation with training courses, and administered level I-III accreditation for practising radiologists.


BSCI (British Society of Cardiac Imaging) affiliated to the Royal College, organises courses, hands-on training, and is now offering level I-III accreditation in the UK.


ARW/Nov 2009
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