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Minutes

Cardiac Imaging 
Monday 24 January 2011
Hammersmith Hospital, Du Cane Road, W12 
Present                                                             
(PS)
Peter Smith, Chair, Consultant Cardiothoracic Surgeon, Imperial                                            
(AW) 
Andrew Wright, Consultant Radiologist, Imperial                                       
(RS) 
Roxy Senior, Consultant Cardiologist, NW London Hospitals 

(PN) 
Petros Nihoyannopoulos Professor of Cardiology, Imperial 

 (RU) 
Richard Underwood, Professor in Nuclear Medicine, Imperial
(SW)
Sonia Williams, Senior Chief Physiologist, Chelsea and Westminster Hospital
 (AS) 
Antoinette Scott, Assistant Director, NWLCSN

Apologies

Nick Pantazopoulos, Consultant Cardiologist, West Middlesex University Hospital

Jamil Mayet, Consultant Cardiologist, Imperial

Matt Noonan, Service Manager, Cardiovascular Medicine, Imperial 

Stuart Cook, Clinical Senior Lecturer, Imperial  

Sanjay Prasad, Consultant Cardiologist, Royal Brompton and Harefield Hospital

Alison Rochelle, Senior Physiologist, Hillingdon Hospital

Farah Irfan-Khan, Service Improvement Manger, NWLCSN

	Item
	Discussions
	Action/
Papers

	1
	Welcome, Introduction and Apologies
PS welcomed everyone present. Apologies were noted and received. 

	

	2
	Review of Minutes 4 October 2010 and Matters Arising
The group agreed the minutes as an accurate record of discussions and this was signed off.  There were no matters arising.   


	

	3
	Sector Cardiac Imaging Report Update 
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	4
	Cardiac Imaging Baseline assessment – 3rd draft 
PS gave an outline on progress with the development of the draft sector imaging report.  PS reported this is now a substantial piece of equipment.  PS added we have a baseline which contains a lot of useful information and additional information following a discussion with the Department of Health.  Both the documents will be married up to form the sector document.  

Currently missing from the report is the Currently missing from the report is the MRI section from Sanjay Prasad and Stuart Cook.  PS has been in contact and this will be sent through.  The group agreed the minutes.
PS circulated/tabled the draft report.  Appendix 2 baseline, echo to be admitted to reflect SMH and CXH.  Petros will update this action.  
The baseline assessment to be appendix as 2.

AS mentioned additional information of 3 questions and awaiting information. 

HW need department specific as well.  PS suggested to send to clinicians to check and add extra information.

Action: AS to send baseline assessment to clinicians

Is there a match or mismatch between draft and baseline assessment.  
The document was compared to Erica Denton taken a non contentious political role e.g., IT the need to unify the ability to have a comparitible IT system.

PN said a prvious IT manager is trying to engage in an PACs govt.

IT systems there is a little bit written in this report.  PS said it matters.  You have a system that knows what’s recorded.  

PS should be talking about cardiac imaging and what’s best. Cardiological and radiological images present skills.  Petros said this is controversial.   There is not a unified IT cardiological and radiological system.  Attempts to unify has failed.  AW feels technically can combine the two and should not be difficult.  A discussion found that cardiology and radiology  are separate at the Brompton and Imperial.  PACS systems are different.  NWL, Imperial and the Brompton have Medcon.  RU said as each  modality becomes complex the radiology system may be the preferred system.  PN said technology to do everything is not there.  But RU and AW said technology to store images is there.  Nuclear images cannot be seen on Medcon. (Medcon, now a McKesson company is a cardiovascular information system for cardiac imaging).
PS asked for all modalities, do we have e-requesting

Echo at SMH yes
Echo at HH in development 

Echo at RBH yes

NWL Echo yes

Radiology is electronic with 80% uptake.  

Digital archiving system.

Echo at Chelsea and Westminster yes.

PS wanted to identify is there a cross archiving and archiving system and in essence this is key. That we can share across sector.  A system that can interact.
PS suggested that members of the group to invite key members to the group.  

RU said a unified requesting for images would appeal more to GPs than knowing if trusts can see the images.  RS said GPs would be interested in knowing they can see images.  

A discussion arose on duplication of resources.  Need to explore if this occurs.  PS sees this group in identifying a baseline for images.  
RS said images would be put onto a diacom CD and the images can be viewed.  PN added that these CDs are not encrypted.  Discussion on encryption and protection of confidentiality.  
The  discussion was a flavour of what we plan to do for the new group.

The core group should have 10-12 people. A  body that could advise throughout the regions.  

PN asked what are we aiming for in the working group.  

Reviews, facilities, outcomes, technology.  

PS added we are in a political transformation from 2012 PCTs will be disbanded and 2013 there will be GP consortia.
AS added difficulty getting commissioner on boar.  RU said is part of the role to educate referrers.  PS need to know who to speak to from commisoners to show we have a coherent cardiac imaging body.  Also PN to instrucs us what they want from us. 

SW suggested to streamline, simplify and standardise request forms.  

IS there a shift of images done privately.  PN said a PCT has a contract with SMH, where sonographers are used.  Chelsea and Westminster use Inhealth private echocardiograms and CT.  This new group could come up with standards.

The learning event to interact.
PS how do we know the standards, or trusts working to standards?  This would be a function of this new group. 

PN wants to prompt commissioners of what is good practice.  PN need to commission by commissioners first to educate them and invite them to ask us what to do.  RS said give a presentation of the cardiac imaging draft.  PN said we cannot move forward until we are prompted. 
PS said DH wants a group like this to advise commissioners.  RU said GPs don’t do too much commissioning of imaging.  The issue and complexity of bundling and unbundling and this would be of no interest to GPs.  RU if we have power to change perverse incentives that we vital use.  

PS added no uniformity of funding and at the whim of DH of bundling and unbundling.  SW asked polyclinics what happened.  PS said with Lord Ara Darzi this stopped.  

In summary, several meetings, cardiac imaging draft, baseline assessment.

PS asked for people to send their comments and suggestions to him.  PS will unify style and AS to sort out.  

PS said all responses by end of February 2011.  

PS will send the NRI report from Sanjay Prasad  to the group or this will be included in the report.  In the next financial year a new group to start.

Stuart Cook may wish to do MRI  Declan O’Regan, senior lecturer at Imperial to perhaps provide advice on MRI.  But PS will speak to Sanjay Prasad if he wishes to continue.  PS will make enquires who group will need to interface with in Network.  PN suggested have commissioners.  AS will send baseline assessment.  

AW send extra questions on baseline.  SW send extra questions on baseline.  The objective of the new group would be to facilitate the best cardiac imaging for the sector.       


	RU & RS 

SP & SC 

PS



	5
	Future of the Cardiac Imaging Group 

PS agreed this is a rapidly changing environment and an area in which it is important to raise awareness and the profile of cardiac imaging resources and will require the Network to take this forward.  The Cardiac Steering Group approved a work stream primarily to inform commissioners and the GP consortia of what needs to be done.  Key to this is the support of senior clinicians to inform the group of the next steps and direction, i.e., essentially building on from this group and the report.  

PS hopes that the current membership of this group will remain, particularly as the core group, and to extend the group to include service managers, physiologists.

A question was asked does this group have the power and influence to affect change.  PS gave a positive response in that this group is the interface and a resource of specialist knowledge and skills.  Added to which the power base of the Network has been elevated as commissioners are increasingly turning to the Network for specialist advice and guidance to inform the commissioning intentions, thereby changing the power profiled of the Network.    This group will provide specialist information and help commissioners to understand funding.   AS recommended to invite a member from the acute commissioning unit to be part of the group.  

As chairman for the group, PS recommended Roxy Senior.  To keep on focussed areas on interests of what we want to achieve.  This is not a talking shop.  

The purpose of the group is

- to inform what services are relevant

- to identify issues and areas for development based on baseline assessment and the sector report

- to simplify the processes in this complex and technical field

PS added that the vision of this group is to act as an intermediary group for commissioners and the GP consortia given the current reforms in the NHS and the changing political environment.  RU mentioned that in new world services will be driven by GP consortia but it is not clear what they don’t need.  RU also added there is a lot of overlap with the modalities and a lot of advice on equipment will be required and hence it will be difficult to come up with a perfect solution.  PS reassured that one works with what they have and to offer advice to the best of their ability.  

PS concluded that in terms finishing off the sector imaging report, another meeting of the group is not required, correspondences can be done over email.  However, PS proposes a new group to advise the commissioners and GP consortia with  Roxy Senior as the new chairman.  PS praised the group for maintaining a sector wide focus and approach in providing specialist cardiac imaging advice as demonstrated when putting together the sector imaging report and to retain this approach when as the new group evolves and cautioned not to descend into territorialism. 


	AS

AS

	6
	Date of the next Cardiac Imaging meeting 
TBC
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Briefing on the meeting for a Pan-London Chest Pain Clinical Consensus.

Background:


At the request of the Pan-London Cardiac and Stroke Network Board (PLCSNB), a pan-London clinical consensus meeting was held in September 2010. Participants from trusts across London were recruited to the meeting after being nominated by their Network. Participants at the meeting are listed in the appendix 1.


Purpose:


The aims of the group were to:


1. Discuss the ‘Chest pain of recent onset’ NICE guidance (NICE clinical guideline 95, published March 2010)


2. Make recommendations on the adoption of the guidance across London

3. Understand the cost and commissioning implications of the new guidance


4. Agree on consensus to facilitate a discussion with commissioners.

Recommendations:

These recommendations have been proposed by a pan-London clinical consensus group, in relation to the NICE ‘Chest Pain of Recent Onset’ guidance (March 2010), and signed off by the Pan-London Cardiac and Stroke Network London Board.


The group were overall supportive of the recommendations from NICE.  However the group identified 5 areas that may require an alternative approach to support the implementation of the guidance. The group agreed that across London it should be recommended that each trust implement them as appropriate for the local area.  This is dependent on local capacity, provision and expertise.

1. There is still a need for rapid access chest pain clinics (RACPC), which provides assessment within 2 weeks.

2. While exercise testing will be reduced in its use, it may still to be used as a risk-stratification tool for appropriate patients.

3. CT Calcium scoring can be used in patients in the 10-60% risk bracket if appropriate to local availability*.

4. For CT Calcium scores less than 0, patients should still be referred for CT Angiography (ref JACC, 2010; 55, 627-634).

a. For dense/high Calcium score, CT Angiography may not be appropriate.


b. CT Angiography should report the radiation dose and ideally should be performed on low does scanners, e.g. less than 5 msv.

5. Functional tests (, i.e. stress echo, nuclear scanning and stress MR) should be provided in according to local speciality and capacity.


a. Functional tests can be used for the patients in the 30-90% risk brackets, when appropriate (and used for patients in the 10-30% risk bracket if radiation dose from CTA is a concern)*.


*In patients with a risk of less than 10%, further investigation should be a clinical decision. 

Next steps:

The group highlighted further actions that would need to be taken forward:


1. The group requested that functional tests, i.e. stress echo, nuclear scanning and stress MR, may need a locally negotiated price and agreed delivery within reasonable time frame, e.g. suggested best practice of 4-6 weeks.

2. The group also recognised that there is scope for pilot studies to test the model of delivery (e.g. assessment and tests on same day).

a. Issues around patient consent must also be considered in the pilots.

3. The group recognised that to support the development of the model of care, audits should take place recording not only the activity surrounding the diagnosis of new onset chest pain, but the negative and positive outcomes of tests undertaken on patients. 

4. The group also highlighted that local solutions are important, and that centralised services are not necessary unless due to limited capacity.


Matters for consideration:


1. The Board is asked to be aware of the recommendations of this group.


2. Financial information relating to implications of the NICE guidance will presented at the December pan London Cardiac and Stroke Network Board.

Appendix 1

Those present at the clinical consensus meeting were:


· Dr Nick Bunce, Consultant Cardiologists, St George’s NHS Trust (Chair), South West London

· Dr Khaled Alfakih, Consultant Cardiologists, University Hospital Lewisham, South East London

· Dr Andrew Archibald, Consultant Cardiologists, Barts and the London NHS Trust, North East London

· Dr Jonathan Byrne, Consultant Cardiologists, Kings College Hospital, South East London

· Dr Gerry Coghlan, Consultant Cardiologists, Royal Free NHS Trust, North Central London

· Dr Jane Hancock, Consultant Cardiologists, Guy’s and St Thomas’ NHS Trust, South  East  London

· Dr Stefan Karwatowski, Consultant Cardiologists, South London Healthcare Trust, South  East  London

· Dr Jamil Mayet, Consultant Cardiologists, Imperial NHS Trust, North West London

· Dr Harry Singh, General Practitioner, North East London


· Sue Sawyer, Assistant Director, North West London Cardiac and Stroke Network


· Laura Gillam, Senior Project Manager, South London Cardiac and Stroke Network 

· Russell Don, Assistant Director, South London Cardiac and Stroke Network
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