Multi-disciplinary
Diagnostic Centers
Progress and future need
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Objectives of today’s session
The purpose of today’s session is to inform the group on progress of MDCs and
to debate primary care engagement options to assist dissemination of MDCs
MDC overview and progress

Primary care engagement mechanisms

 What is the current status of
MDCs in NCL?

 MDC engagement can be segmented into three components; primary care (CCGs and GPs),
secondary care (providers) and service users (patients)

 What is the data showing
us so far?

– Although related, the engagement options within each of the three components are also
somewhat independent of one another

 What are the challenges?
 How do MDCs align with national
and local strategy?

MDC stakeholders

 MDC current data

Key questions

Primary care
 What are the
mechanisms for
engaging with primary
care to improve
referral rates to the
MDC?
 How do we achieve
these plans?
FOCUS OF TODAY

Secondary care
 What are the internal
referral routes?
 A&E
 Other cancer
and non cancer
pathways
 How do we embed
this pathway?

Service users
 How do we embed the
patient perspective in
service delivery and
development?
 Patient
representative on
Steering Group
 Patient
information
 Websites / social
media

We will aim to spent the second half of this session debating some key
mechanisms on how to disseminate and engage with primary care
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Project overview
MDC pathway: avoiding the hospital pin ball machine
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Project overview
Alignment with national and local strategy
Potential benefits of
MDCs

Improve
quality and
outcomes

Area of benefit

Rationale

Diagnosis within 28
days

• Rapid access to fast track diagnostics

Aid treatment
within 62 days

Reduction in A&E
cancer diagnosis

• Earlier diagnosis in pathway, leads to increased time
tor treatment decisions and delivery

• Cancer patients diagnosed following an emergency
presentation have poorer outcomes than those that
receive their diagnosis following a managed referral,
even when controlling for other factors1

Aligns with
national
strategy?

Aligns with
NCL
strategy?





















• Patients benefit from CNS managed pathway

Improve
patient
experience

Diagnosis through
appropriate setting

• Patients benefit through being diagnosed in a more
appropriate setting with access to specialist cancer
and holistic support

Reduction in
number of wasted
consultations

• Reduced number of GP visits

Reduction in
cost

1 - Plaser TR et al 2013; Schneider C et al. 2013

• Reduced number of secondary care referrals to
incorrect pathways
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Project overview
MDC referral criteria and geographic spread of MDC sites

Who to refer
EITHER Do not fit an existing 2WW pathway (unclear which 2ww
pathway to use)
OR Are too unwell to wait for a 2WW appointment but do not need
admission

Royal
Free

North Middlesex

 New unexplained abdominal pain
 Unexplained weight loss
 Painless jaundice
 New and persistent unexplained nausea / loss of appetite

UCLH

Queen’s, Romford

 Does not fit an existing 2ww pathway but GP has concern and / or
gut feeling that there is an underlying GI malignancy
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Project overview
Status of MDC sites
Range of sites in NCEL

UCLH

North Middlesex

 Site live and
receiving
referrals

 Site live and
receiving
referrals

 Staff in place;
CNS; clinical
lead

 Staff in place;
CNS; clinical
lead

 Diagnostics ring
fenced as
needed

 Diagnostics ring
fenced as
needed

 Pathway from
A&E and other
2wws to be
embedded

 Pathway from
A&E and other
2wws to be
embedded

 Data being
captured via
REDcap

 Data being
captured by
REDcap

Royal Free
 Site live
 Operational
policy to be
ratified
 Pathway from
A&E and other
2wws to be
embedded
 Data being
captured by
REDcap

BHURT
 Site live and
receiving
referrals
 Staff in place;
CNS; clinical
lead
 Diagnostics ring
fenced as
needed
 Pathway from
A&E and other
2wws to be
embedded

Southend

Barts’ Health

 Recruiting to
CNS

 Funding
approved

 Diagnostics ring
fenced as
needed

 Model to be
agreed

 Pathway from
A&E and other
2wws to be
embedded
 Staff to be trained
on REDcap

 Data being
captured via
REDcap
6

1

2

3

4

Data
Referral numbers, conversion rates and time to diagnosis
Referral reason
 Total referral
rate across all
sites is on an
upward trend
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 Cancer conversion
rate of 8.9%

50

 Additional 50.7% of
patients had a
significant nonmalignant diagnosis

40

Number of days

Jan-17

 106% increase
in referral rate
since August
2016
Feb-17

No of patients

Number of patients referred

30

20

 80% of patient of
patients were
informed of their
diagnosis within 28
days
 Average diagnosis
time of 19.6 days
(range 4 – 47 days)

10
0

UCLH

Source: UCLH, North Middlesex and BHRUT data
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Data
Case study
Key notes on case

Patient was referred in June 2017
1

 Diagnostic tests completed the same day as OPA

Referral received

– Bloods

Day 0-2

– CT

2 Referral triaged by CNS

 Diagnosed in 9 days

3

Patient seen in MDC

– Common bile duct brushings confirmed adenocarcinoma

Day 3

4

ERCP, bile
brushings

Diagnostics

 Treated in 41 days
CT

– Surgery
Day 3-5

Patient experience

Upper GI MDT

5

Patient informed of
diagnosis

6

Imaging sent to RLH for
discussion

7

Patient seen by surgeon
and informed of care plan

8

Surgery

Day 9

Day 9-41

Diagnosed
within 28 days:
treated by day
41
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 80% of patients are extremely
likely to recommend the MDC
service to family and friends
 82.8 % felt they received their
first hospital appointment as
soon as was necessary
 89.3% felt their test results
were explained in a way they
could understand
 78.6% felt they waited a
reasonable amount of time
while attending clinics and
appointments
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 The MDC’s long-term vision is of a transformed health system for NCL & NEL,
built around improving cancer outcomes and quality. In particular referral
routes for patients with vague symptoms, diagnosis within 28 days, reducing
the number of cancers diagnosis in A&E and building strong partnerships
across the different MDC sites. This vision is underpinned by local and national
strategy objective
– Commission along the best practice guidelines developed for two further
pathways to tackle patients who present with ‘vague abdominal’
symptoms, which could relate to a number of different cancers2
– The five year forward view highlights the new standard to give patients a
definitive diagnosis within 28 days3. Achieving compliance with the
national 62 day cancer target has become increasingly challenging for
providers nationwide over the last three years. In NCEL the percentage of
patients who breach this target has risen by 8% in the last 3 years, this
equates to 256,000 patients across NCEL
 In the short-term, MDCs are moving toward its vision through exploring growth
opportunities across two dimensions:

Increasing integration of service
in primary care

Future, what are we trying to do?
Primary care engagement: discussion

All GP practices referral
to the MDC service

MDC today
3 live sites in NCL

Future MDC
Increase in number of
patients benefitting from
the MDC service and
reduction in A&E cancer
diagnosis

Increase number
of MDC sites

– Increasing scale in secondary care
– Increasing the number of MDC sites (Barts’ Health)
– Increasing integration of MDC service in primary care
– Ensure all GP practices are aware of the MDC service, it’s benefits
and how to refer appropriate patients

Increasing scale in
secondary care

Discussion

What are the key mechanisms to help disseminate and engage with primary care on the MDC
service?
2 - Five Year Cancer Commissioning Strategy for London (May 2014)
3 - NHS Five Year Forward View (next steps, March 2017)
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Appendix 1
MDC referral form 1/2
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Appendix 1
MDC referral form 2/2
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Appendix 2
Case study: timeline and clinical details
06.06.17 referral received
07.06.17 referral triaged by CNS , referral met MDC criteria. Patient was jaundiced. Bilirubin 282, AlK Phos 637, ALT 142
09.06.17 Patient was seen in MDC clinic
09.06.17 Bloods
09.06.17 CT scan
12.06.17 ERCP and bile duct brushings
Findings:
Blood: showed repeat LFT’S
Bil 314,ALP 803, ALT 138. Discussed with Gastroenterologist and admission advised.
CT- Consistent with malignant lesion at the HOP with resultant upstream biliary obstruction and local nodal disease. Coeliac axis and SMA are clear.
ERCP – Normal Ampulla and Duodenum. Short tight distal CBD stricture, Brush cytology and stented. PD appears normal looks like operable
cholangiocarcinoma.
15.06.17 Upper GI MDT: Common bile duct brushings confirm Adenocarcinoma. Jaundice palliated.
15.06.17 Patient informed of diagnosis
15.06.17 Referred to see Hepatobiliary surgeon at RLH
21.06.17 Discussion with surgeon and imagery at RLH
23.06.17 OPA with surgeon
17.08.17 Surgery
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