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Minutes

Cardiac Imaging 

Hammersmith Hospital, Du Cane Road, W12 
Monday 4 October 2010

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

(JM) 
Jamil Mayet, Consultant Cardiologist, Imperial

(MN) 
Matt Noonan, Service Manager, Cardiovascular Medicine, Imperial 

(NP) 
Nick Pantazopoulos, Consultant Cardiologist, West Middlesex University Hospital

(AS) 
Antoinette Scott, Assistant Director, NWLCSN

Apologies

Sanjay Prasad, Consultant Cardiologist, Royal Brompton and Harefield Hospital

Stuart Cook, Clinical Senior Lecturer, Imperial  

Andrew Kelion, Director of Imaging, Royal Brompton and Harefield Hospital

Alison Rochelle, Senior Physiologist, Hillingdon Hospital

Fiona Thow, National Lead for Cardiac Imaging, NHS Improvement Team

Farah Irfan-Khan, Service Improvement Manger, NWLCSN

	Item
	Discussions
	Action/
Papers

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

	

	2
	Review of Minutes 5 July 2010 and Matters Arising
There was one amendment: page 2, item 3, Petros Nihoyannopoulos’ name was incorrectly spelt. This was corrected and the minutes were signed off as an accurate record. 


	

	3
	Sector Cardiac Imaging Report Update 
PS reported receipt of the following reports from:
· Jamil Mayet on Invasive angiography

· Richard Underwood on Nuclear Medicine 

Reports that remain outstanding were:

· Sanjay Prasad for MRI input

· Andrew Wright for Cardiac CT and 

· Petros Nihoyannopoulos for Echocardiography

PS stressed the importance of receiving the outstanding reports by the end of November as the aim is to complete the document towards the end of December in order to advise the sector commissioners and GP consortias.

PN enquired what happens if a patient requires access to a variety of modalities.  PS responded that the group will have an opportunity to review and comment on the first draft and that the report will reflect an agreed approach.

Matters Arising – NICE Chest Pain of recent onset Guideline
A London clinical working group meeting had taken place in September in which JM attended as a representative for the Network.  This was a clinical working group where cardiologists across the London networks were invited to participate to obtain a consensus view in taking forward the NICE guidelines. The meeting was chaired by Nick Bunce, consultant cardiologist at St Georges’.  The NICE guideline focusses on the diagnosis of chest pain where the initial clinical assessment is key to this followed by the correct imaging strategy.  The NICE guideline is not about the management of chest pain.  JM reported that the working group 

· will develop a consensus/briefing paper to share with London.  This paper will be presented by Nick Bunce to the Pan London Cardiac and Stroke Board

· acknowledged that each trust will implement the guidelines as appropriate for their local area

· will review the financial implications of implementing the NICE guidelines and make recommendations.
A briefing of the meeting is attached (attachment)    
A general discussion followed about the sectors’ capacity to meet the expanding cardiac imaging demand as a result of the implementation of the NICE guidelines.  The consensus was that there is capacity to meet the demand but that the impact of NICE will be a major initiative for trusts to implement.  Concerns were raised about the non-use of exercise treadmills and exercise ECG, which are not part of the NICE guidelines, in diagnosing chest pain.  JM responded that the consensus from the working group was that these exercise tests will continue to be used as a risk stratification tool for appropriate patients. 

PS thanked JM for the feedback from the London working group. 
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	4
	Cardiac Imaging Report Update

Cardiac: CT Andrew Wright AW reported that the cardiac CT report will be available soon.   A discussion followed and key points noted were 

· CT and percutaneous angiography – Will CT impact on the numbers of percutaneous coronary angiography?  PS observed there has been an increase in angiography referrals and diagnostic angiograms at Imperial.  

· Staffing levels - PS enquired is there appropriate senior staffing levels throughout the sector? AW responded positively but stressed the need to take into consideration training accreditation and that the key is to integrate accredited training into an overall cardiac service.  
· Radiation - PN noted the issue of radiation is important as patients need some identification of the amount of ionising radiation they receive. RS responded that EMEA (European Medicines Agency) is keen on techniques that emit minimal radiation. 
· RU added that the radiation dose is gradually diminishing as technology develops.  PN stressed that what is important is how radiation exposure is best managed now.  The average age of a patient undergoing a perfusion scintigraphy is 70+.  
· It emerged that there are varying and strong views on radiation and RU and RS agreed to develop a document on radiation exposure for several modalities.  PS confirmed that radiation will be included in the report.  
Action: RU and RS to write a report on radiation and exposure to several modalities
MRI : Sanjay Prasad and Stuart Cook
PS will contact Stuart Cook and Sanjay Prasad about the progress with their report. 
Action PS to contact SC and SP
A general discussion followed addressing demand and capacity and general agreement indicated that there appears to be enough MRI scanners and staff in the sector.  Key points noted were 

· Imperial  there are 2 specialist consultants in post.  In the past 12 months approximately 600 MRI studies were carried out 

· Royal Brompton and Harefield there are 4 specialist consultants plus a locum with over 5500 studies carried out in the last 12 months.  This raised the question could all the MRIs for the sector be carried out only at the Royal Brompton and Harefield?  MN indicated that a business case is being developed for a dedicated MRI and CT unit as well as to increase capacity at the Hammersmith site.  This will entail having a cardiac CT scanner to the Hammersmith.  7% of MRI requests are external and this will be factored into the business case

· West Middlesex NP stated the trust has a new MRI scanner but there is no cardiac radiologist and as a result, MRI requests are sent to the Royal Brompton and Harefield and Imperial.  West Middlesex refers approximately 100 MRI requests to the Royal Brompton and Harefield
· Capacity and cost PS enquired what is a practical solution for capacity for the next 5 years.  Responses included information that there is at present an established tariff for MRI but the service is underfunded plan.  BSCI (British Society of Cardiovascular Imaging) are currently working towards a tariff for MRI.  Currently the tariff for cardiac diagnostics is bundled. The national cardiac imaging team, at the time of developing the Cardiac Imaging guide earlier in the year, had started to explore unbundling some diagnostic tests, i.e., low volume and high cost tests but with the change in government, there has been no further development.  However, recently the national team have started to re-look at this.  
· Private Imaging PN noted there is an increase in the numbers of people attending a private imaging facility and then being referred by their GP to the cardiologist on the NHS for interpretation of the image and onward treatment. PN suggested this will need to be considered in the report as this is on the increase particularly at Imperial.  
· Waiting list the waiting list for any routine diagnostic test across the sector is 4-8 weeks. It was highlighted that given the removal of the national targets, the waiting list for a diagnostic was likely to stretch to beyond 8 weeks.  

Echocardiography:  Petros Nihoyannopoulos, Roxy Senior and Nick Pantazopoulos
PN confirmed that a report will be issued soon which will also cover
· Trained staff the importance of Echos carried out by a trained specialist as opposed to a non-specialist and that the images should be reported by a BSCI accredited specialist.  There are difficulties in recruiting staff
· Out of Hours (OOH) the issues of OOH cover by non trained SPRs.  PN highlighted it is impossible to have Echos carried out by professionals OOH unless twice as many sonographers are employed, or SPRs are adequately supervised.  Currently this does not happen as there are issues with staffing that has not been addressed
· Trans-Oesophageal Echocardiography (TOE) in theatres Ensuring a high standard and correct interpretation of TOE in theatres.  PN noted at Imperial, TOE are reviewed by specially trained anaesthetists. The question raised is there enough trained staff to do an intra-operative TOE, particularly with TOE on the increase?  PS highlighted this is a situation where TOE are increasingly being carried out by an anaesthetist working on their own who are therefore double-tasking.  Previously there were always two anaesthetists: one to anaesthetise and the other doing the TOE.  In light of this, there was a general agreement that there should be a charge for carrying out a TOE in theatre.
Nuclear Medicine: Richard Underwood  PS thanked RU for his report.  RU highlighted that the report explains myocardial perfusion scintigraphy (MPS) is the dominant assessment used.
PS conveyed that Raj Sharma is leaving Ealing to take up a new post at St Georges.  The unit at Ealing are responsible for carrying out most of the functional imaging by stress Echos and that the anatomical Echos go to the Royal Brompton and Harefield.  

Invasive angiography: Jamil Mayet PS thanked JM for his report.

	RU & RS 

SP & SC 

PS



	5
	Baseline assessments
AS reported that the baseline assessment is almost complete and thanked everyone who had responded.  Two trusts had not completed the baseline assessment form, Chelsea and Westminster and West Middlesex, despite repeated requests.  RU and NP agreed to take this forward within their respective trusts.  

Action: AS to send the baseline assessment to RU (for Chelsea and Westminster) and NP (for West Middlesex) to complete
AS tabled a sector summary of the modalities.  PS recommended that prior to final sign-off, the group review the summary and feedback any changes or comments to AS. 
Action: AS to send summary of baseline assessments to subcommittee leads to review and feedback 

	AS

AS

	6
	Next steps
PS to write the first draft by the end of November. The draft will be circulated to the group members for their comments and feedback.  The document will be signed off at the next meeting 

Action PS 
AS to send the baseline assessments to the group members for a final review.
Action AS

	PS
AS

	7
	Pan London Cardiovascular Review
PS reported that a meeting will be taking place to discuss the implementation of the London Cardiovascular Review.  The meeting will be organised by the Pan London Cardiac and Stroke Board.  Network directors and clinical leads have been invited and PS will be attending.  The purpose of the meeting is to agree a way forward from a London perspective on the implementation process for the work streams: Cardiac surgery, Cardiology and Vascular Surgery.  
Cardiac Surgery the review identified poor outcomes and proposes
· improving the cardiac surgery pathway by using an electronic referral system

· a small number of units across London for acute aortic dissection surgery
· that mitral valves surgery show sufficient activity, good facilities, and a strong research and teaching programme

Cardiology, the proposed model is a drive toward
· regional specialist EP centres providing a 24/7 robust EP service with links to neighbouring DGHs to provide follow up and support 

· the management of high and low risk non ST elevated ACS patients

Vascular Surgery the proposal is to centralise arterial vascular surgery. 

	

	8
	Date of the next Cardiac Imaging meeting 
Monday 24 January 2011, 2.30 – 4.30 pm, Board room 2, Hammersmith Hospital, Du Cane, London, W12 

	AS
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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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