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	1.
	Overview



	1.1
	Radiology is a key service to the successful operation of an acute Trust. Radiology capacity issues affect emergency, elective, cancer, stroke, and most key services in the Trust. This paper outlines some of the strengths, weaknesses, opportunities and threats facing the clinical operation of the radiology department at West Suffolk Hospital NHS Trust. 
The radiology department faces challenges in capacity due to old or out of date equipment, and a lack of general x-ray rooms. No increase in this resource has occurred since 1973, when the hospital was built. The general x-ray rooms are all old, and breakdowns constrain capacity.

The department has a track record of successful modernisation, and has addressed a number of capacity issues within current capital resources. A history of radiology modernisation processes will be found in  Appendix 12.

The reception area is substandard, affording waiting patients poor privacy and dignity. There is insufficient accommodation for a modern radiology workforce and function. (See section 3.3.1)

A new CT scanner has been awarded by the DoH, but must be accommodated in a new room, as the old one is too small for a multislice scanner. (See Section 3.3.2.)
The nuclear medicine department is equipped with an old and unreliable camera, and is located in inadequate accommodation. (See section 3.3.3)

The adjacent PGME area is vacant, affording a unique opportunity to first ‘decamp’ radiology reception, and then to construct new accommodation for CT and Nuclear Medicine. 

An excellent MRI scanner is provided, but access is external only, exposing patients to the weather and to a bumpy car park surface en route to MRI. (See section 3.3.4)

The A&E radiology service has come under increasing pressure as efforts increase to achieve 4 hour waiting time experience. An increase in x-ray room capacity is sought, but section 3.3.5. will outline the advantages that could be enjoyed by providing this capacity in the form of a dedicated A&E x-ray room.

Capital finance of £3,356,921 is sought to address these issues

Opportunities for the modernisation and development of this service are presented for the consideration of the Trust Board and the Strategic Health Authority


	1.2
	The case is presented under the following headings:

· Introduction to the Trust

· Proposed Scheme

· Strategic Context

· Quality and Effectiveness of the Service

· Estate

· Value for Money

· Option Appraisal

· Stakeholder Support

· Timescale and Deliverability



	1.3
	Plans can be seen at Appendix 5 showing the existing site and the proposed Site Development Control Plan and Feasibility Drawing at Appendix 6.



	1.4
	EXECUTIVE SUMMARY

This scheme will facilitate modernisation of radiology services, under the following headings:

Refurbish reception and provide new working accommodation in old breast screening area. This will greatly enhance patient dignity, as well as the environment for staff and visitors. The working accommodation will support the digital imaging environment allowing faster turnaround times (meeting the Royal College of Radiologists standards) and improved service efficiency. 

Create new CT scanning suite in old PGME area. Enlarge existing scanner room to ensure continuation of service, avoid extra cost of replacement mobile service and to enable preparation for phase 5 additional scanner programme 2005.  CT waiting times, currently 8.5 weeks for routine, can be expected to drop well below the expected 6 week target and the additional scanner will insure the health system against expected developments, such as NICE head and spinal injury guidelines.

Create Nuclear Medicine suite in old PGME area. This will provide a modern radioisotope imaging service for the health system, to replace the aged and unreliable gamma camera in cramped accommodation upon which it currently relies. In particular, access for CHD patients, where waiting times are currently 23 weeks, could only possibly be brought below a 6 week target by the installation of a modern, fast, gamma camera. There is currently a backlog of these patients which will be reduced with new equipment.  (NB The current unit fails to meet national accreditation standards)

Construction of a simple covered walkway from the rear entrance to the MRI unit, so that cancer patients suffering from cord compression will not have to be bumped across a car park for their scans.

Create X-ray suite in courtyard adjacent to A&E waiting room, close to resuscitation area, avoiding patient journeys to x-ray and including trauma specialist radiographers in the A&E team.

Refurbishment of X ray room 5 enabling a vital radiology resource to be renewed.


	2.0
	Introduction to the Trust



	2.1
	The West Suffolk Hospital was established as a third wave NHS Trust on 1st April 1993 and provides a full range of acute services with all associated inpatient and outpatient facilities in West Suffolk. The Trust serves an area of approximately 600 square miles, which extends to Thetford in the north, Sudbury in the south, Newmarket to the west and Stowmarket to the east. This encompasses a population of approximately 275,000.  
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The Trust has a total turnover of £96m, which is used to directly provide acute services. The Trust gained three stars in the performance ratings undertaken by the Commission for Health Improvement. It is one of the top performing trusts in the country and met eight of the nine key targets and was marked as having average or better performance in 29 of 32 categories judged against. 

The Trust provides services in West Suffolk on three sites:

· West Suffolk Hospital, Bury St. Edmunds

· Walnuttree Hospital, Sudbury

· St. Leonard’s Hospital, Sudbury

In addition to outpatient services in the community, which provide convenient local access to consultant-led clinics. The outpatient services are located at: 
· Newmarket Hospital
· Thetford Cottage Hospital
· Haverhill Health Centre

· Mildenhall Clinic
· Stowmarket Health Centre
The Trust does not own or maintain these premises.

Patients are also treated who live in the neighbouring counties of Essex, Cambridgeshire and Norfolk and who choose to be referred to the West Suffolk Hospitals



	2.2
	West Suffolk Hospital

The West Suffolk General Hospital was founded in 1832, moving to its new site in Hardwick Lane in 1974. It was the first of a new design of hospital to open known as the “Best Buy” hospitals. This was the first standard design to combine a compact and economical hospital to meet modern purposes, of which there are now three more in East Anglia (at Hinchingbrooke in Huntingdon, James Paget in Great Yarmouth and Queen Elizabeth II at King’s Lynn).  Set in a 49 acre parkland site on the edge of Bury St Edmunds, the 631 bed hospital has scope for expansion to meet the developing health care needs of the people of West Suffolk.  

 

	2.3
	Walnuttree Hospital

Constructed in 1836 the Sudbury Workhouse was taken over by the West Suffolk Management Committee in 1948 and renamed Walnuttree Hospital after 112 years as a workhouse. It now provides 50 inpatient beds and is a key part of the Trust's Care of the Elderly Services with day hospital and outpatient services.  .



	2.4
	St. Leonard’s Hospital

St Leonard’s Hospital was built in 1876 as a voluntary hospital and provides the town with outpatient and X-Ray facilities. The Mental Health Unit of the Mid Anglia Community Health Trust operate their services for the Sudbury area from the site.  

Planning is at an advanced stage to replace both Walnuttree and St Leonard’s with a single community hospital.



	3.0
	Proposed Scheme

The proposed scheme 



	3.1

3.1.1

3.1.2

3.1.3

3.1.4

3.1.5

3.1.6

3.1.7


	Drivers for change

The CT scanner is 8 years old and increasingly unreliable. NICE head injury guidelines, and expected stroke service improvement targets to be implemented during 2004/5, will place a heavy burden on cross sectional imaging such as CT. A DoH Funded Multislice CT scanner (replacement) has now been granted. Being of a multislice design, the new scanner will offer scan times of two to five seconds as opposed to thirty to forty seconds on the current unit. The advantages of this when working with sick and traumatised patients will be immediately apparent. The new unit will also offer faster turnaround times as well as immensely improved image quality, this will result in an increased capacity of 20 to 25%. Current waiting times are 8.5 weeks for routines and this increase in capacity should allow us to meet expected targets of 6 weeks. However the NICE guidelines and an increasing cancer workload will require a second scanner to maintain this target. New functionality, such as ‘virtual’ colonoscopy offers opportunities for new ways of working in areas that have long waiting lists. 

Nuclear medicine is remote from main radiology, in cramped accommodation not meeting radiation legislation. Gamma camera is 14 years old. There is a threat of closure / Improvement notice on Nuclear Medicine, following feedback from HM inspector of pollution. The age of the gamma camera make the obtaining of spare parts unreliable, and so there is a risk of complete failure of the equipment terminating the service.  Nuclear Medicine is a key service supporting cancer diagnosis, treatment and follow-up. Modern cameras are of a twin head design, and utilise CT technology. Scan times will be significantly reduced. An important advantage will be the ability of the new scanner to process the image information in a few seconds – currently cardiac scans (MUGA and MIBI) take up to 30 minutes to process, during which time the camera is non operational.  The inclusion of the N/M suite will enable a smoother flow of the significant number of patients who require plain x-rays and/or ultrasound at the same time as their scan. Radiology porters will be able to handle the in patients.

Availability of old Post Graduate Medical Education (PGME) area adjacent to radiology to enable Nuclear Medicine to be relocated adjacent to the department and for space to expand into for a 2nd scanner room adjacent to the existing scanner suite.

General radiology accommodation is cramped. In patients wait on beds in the corridors, thus patient privacy and dignity is not supported. The radiology department faces challenges in capacity due to elderly equipment, and a lack of general x-ray rooms. No increase in this resource has occurred since 1973, when the hospital was built. The general x-ray rooms are all old, and breakdowns constrain capacity.

There is not enough room for consultants and advanced practitioners despite hot desking and office sharing. 

An audit of A&E trolley waits showed that poorly supported by constraints on general x-ray room capacity.  

Restrictions in capacity in main x-ray, CT, and nuclear medicine can have a significant adverse impact upon length of stay. Post operative imaging has been delayed by 4-5 days, occurring in 15 – 20% of Knee and Hip replacement cases, this then impacts upon the rehabilitation and discharge of these patients. Lack of availability of CT and NM slots can delay in patient diagnosis by 1-2 days, and this can telescope into significant impact upon length of stays.

MRI unit not connected internally to hospital ref Context drawing indicated in lime green in Appendix 6b and MRI patient image in Appendix 13

.



	3.2

3.2.1

3.2.2

3.2.3

3.2.4

3.2.5

3.2.6


	Objectives of the proposed scheme  

(See Appendix 6 for feasibility drawing and current layout)
Refurbish reception and provide new office accommodation in old breast screening area.

Create new CT scanning suite in old PGME area. Enlarge existing scanner room to ensure continuation of service, avoid extra cost of replacement mobile service and to enable preparation for phase 5 additional scanner programme 2005.  

Create Nuclear Medicine suite in old PGME area.

Construction of a simple covered walkway from the rear entrance to the MRI unit.

Create X-ray suite in courtyard adjacent to A&E waiting room, close to resuscitation area. 

Refurbishment of X ray room 5

	3.3

3.3.1

3.3.2

3.3.3

3.3.4

3.3.5

3.3.6
	Content

General radiology accommodation is apt to be overlooked when considering radiology developments. With the high cost of capital equipment most capital resource goes into equipment replacement. However the radiology reception and office accommodation has failed to keep pace with the needs of a modern department, and standards accepted in 1973 when the department was built are not acceptable now:

· In-patients waiting for examinations wait in the corridor due to a lack of bed wait area. The first thing that you notice when arriving in the department is the indignity of patients in their nightwear laying in a highly visible public area.

· Ultrasound rooms are separate and do not support staff training or effective use of resources.

· The reception desk is side on to the department entrance; arriving patients are confused and unsure where to go.

· Office accommodation has failed to keep up with staffing increases to meet increasing demand. Radiologists are ‘doubled up’ in their offices, radiographer practitioners ‘hot desk’. There is thus no room for staff expansion to meet increasing demand, or to cope with the consultant contract demands. There is insufficient room for management or radiology / cancer services multidisciplinary team meetings. The single ‘Joyce Parker’ Cancer Services Multidisciplinary Training (MDT) room cannot support all radio/clinico MDTs. 

· The reporting room is too small to support the amount of on screen reporting now required in support of the Patient Archiving and Communication System (PACS).

· The unique opportunity is available to ‘decamp’ into the adjacent, vacant, Post Graduate Medical Education (PGME) area during a rebuilding programme

The opportunity exists to shrink the film storage racking, as more and more images are stored digitally. The benefits of PACS systems are well understood, and are supported by the National Programme for IT.

The Department of Health have recognised the urgent need for an up to date scanner at the West Suffolk Hospital, and have awarded us a ‘GE Lightspeed 16 multislice scanner under phase 3 of the replacement scanner programme. This comes with a capital allocation of ‘approximately’ £600k to fund the scanner purchase and pre-installation costs. All costs are transparent to the DoH. 

An additional CT scanner is expected to be funded by the DoH in 2005-6, so we should proactively consider this development. This scheme will provide flexible space required to install an additional scanner. Provision for this within this project will save the costs of extra building works and disruption of activity at a later date.

Multislice CT scanners are larger than the existing spiral scanners, thus a larger clinical room is required Ref HBN 6 (2001). A plan was prepared of the Lightspeed in the existing room (and is available if required), but it is clear that there is insufficient space for anaesthetic or resuscitation services which would be required for polytrauma cases. Phase E of the proposed scheme will provide this. 

The Trust has accepted the need for a replacement gamma camera; unfortunately help from the DoH is not forthcoming. The current gamma camera is located in a room off the corridor to F7 / F8 wards. There is no provision for patients to wait in a controlled area as required by the Ionising Radiation Regulations 19992 , and the cramped conditions in the room have drawn adverse comment from physicists and HM Inspector of Pollution. 

There is a risk of improvement notices being served, but this is simply because the design of the existing accommodation prevents the unit operating to modern safety standards.

In addition, modern gamma cameras are dual headed with a central couch, and space requirements are similar to a CT or MR scanner. A new camera will not fit into the old room and a room at least 50% larger is required. Unfortunately. Units are also considerably heavier than the old single headed units, and floor strengthening will be required if the first floor location is to be maintained. 

The MRI unit is installed and working well; the Trust and local health economy can be justifiably proud of it. Its quiet location remote from radiology and the main hospital helps to calm patients anxious about their scan or about the claustrophobia of the scanner.

However it suffers from the significant disadvantage of not being connected to the main hospital by internal corridor. In patients scans are now being requested at the rate of 9-10 per week and, we are acutely aware of the problems caused by having to take beds and chairs out of the rear entrance, across a car park, and into MRI. 

In addition to the discomfort to patients, there are manual handling risks attendant upon the rougher ground surface. A common indication for MRI is spinal cord compression secondary to metastatic disease; bumping these patients across the car park is positively dangerous. (See risk assessment in appendix 4 and MRI patient image in appendix 13)

Options are limited, assuming that moving the MRI scanner into the hospital with a £500k price tag is a non-starter. Construction of a simple covered walkway from the rear entrance would cost approximately £47k including VAT.

The introduction of the four-hour trolley wait standard has dramatically exposed the weakness of the radiology provision to A&E.  A&E patients have to compete for scarce x-ray room capacity with in-patients and ‘one-stop’ out patients. We try to cram elective GP (booked appointments) and outpatients into the gaps. Unreliability of the x-ray equipment has followed years of neglecting the x-ray equipment replacement programme.

The distance between X-Ray and A&E causes operational challenges, which can exacerbate delays. The wait for porters at each end of the examination process can add up to 25 minutes to the patient’s A&E time. There are also multi-disciplinary team working advantages to having an x-ray room within A&E. As emergency treatment processes improve there is value in a closer working relationship between radiology and A&E / Emergency care staff. These processes are not helped by a 300metre gap between the two departments.

The x-ray department operates three general rooms (Rooms 4,5, and 6), one Fluoro undercouch room for GI barium studies, hysterosalpingography (Room 3), One interventional Fluoro room (room 1) and an IVU / dental room (room 2).

One of the standards that we have to meet to maintain ionising radiation legislation standards is to operate modern, well specified equipment. This assures the Trust and the Department of Health of safe radiation practice.

Appendix 8 attached gives the current state of the West Suffolk Hospital equipment replacement programme for radiology. The figures quoted are estimates of the replacement cost including any pre installation work, and it will be seen that the programme is currently £1,601,000 in arrears.

Appendix 4 gives a risk assessment of the risks to the trust of running such old, out of date equipment and is included in the Trust’s Principal Risk Register.
The list below gives an indication of ‘down time’ of the x-ray equipment during 2003-4:

Room 6: 6 days lost – 270 patient slots

Room 5: 25 days lost  - 2,800 patient slots

Room 4: 0 days lost - 

Repair costs - £33,000 in 2003/4

Room 5 is the least reliable unit and has broken down, and arrangements for replacement are now taking place. The funding for this has been diverted from funds required for other urgent equipment replacements.



	4.0
	Strategic Context



	4.1
	National

The NHS is changing. It needs to become a more responsive, patient-centred service that empowers staff at all levels. Shifting the Balance of Power is part of the implementation of the NHS Plan and has already seen the establishment of new structures. That is only one step and the main objective will be to foster a new culture in the NHS at all levels, which puts the patient first.  



	4.1.1
	The NHS Plan lays down key waiting time targets for inpatients/day cases, which increases the pressure on the use of Diagnostic facilities. Waiting times for routine diagnostic tests are expected to be not more than one third of the 18 week referral to treatment target, i.e. 6 weeks. The Trust is doing further work through its Foundation Trust application  to identify the full implications of it’s target to the Trust



	4.2
	Regional

One of the Capital Investment Priorities of the Strategic Health Authority for Norfolk, Suffolk and Cambridgeshire agreed at the SHA Board meeting on 26th March 2004 is investment in diagnostic services to improve waiting times and service quality.



	4.3
	Local

On the 18th July 2004, the Trust submitted it’s application to the Department of Health to apply for Foundation Trust Status. The application was fully supported by Suffolk West PCT and Norfolk Suffolk and Cambridgeshire Strategic Health Authority.

The application comprised a 5 year service development strategy, workforce strategy, financial modeling and governance arrangements.

Section 3.13.4 and 3.13.4.2 of the service development strategy outlines the diagnostic services future plans to support emergency and elective activity. The component parts of the SOC supports proposals for Modernisation of Radiology as outlined in the departments short to long term aims.



	4.3.1
	This SOC supports the Local Health Delivery Plan (LHDP). The West Suffolk Health and Social Care System has produced, in consultation with staff and patients a single three year LHDP ‘Learning from the Best’.

The LHDP sets out priority areas for modernisation and describes how the NHS in West Suffolk intends to use the funding allocated by central government to deliver continuous improvements. 

Tony Ranzetta, Chief Executive of Suffolk West PCT, facilitated the development of the LHDP.   

This modernisation project will impact positively upon the following LHDP targets:

T1: Reduce A&E 4 hour wait: the adverse impact of the current inadequate radiology facilities upon the A&E targets has been demonstrated. This threatens some of the good work achieved in co-operation with the PCT under the SWICH process to improve Radiology access for emergency patients out of hours. The co-location of radiology facilities in A&E will do more than simply erase the negative impact – news ways of working and multidisciplinary co-operation between A&E and radiology staff will cut significant steps from the A&E/Radiology process flow chart.  Not having to wait for portering will clearly be a ‘quick win’, but the presence, in the longer term, of radiographers with reporting capabilities within A&E will reduce recall rates and enhance patient experience, while reducing inefficiency costs to the organisation. 

T7: Cancer waiting times: with the current scanner at capacity it is difficult and sometimes not possible to meet these requirements. The gamma camera also struggles to keep up with urology (prostate cancer) standards. Modernisation of these services as described will have a positive impact upon these standards. The modern scanners are faster, offer improved scope for diagnostic facilities, and highly trained radiologists and radiographers are contributing to the multidisciplinary teams supporting patients with cancer, CHD, stroke etc. This scheme will put far better tools into the hands of these already effective teams.

T12: Reduce angiogram waiting times: the CT scanner offers CT angiography functionality, enabling the angiography service to be less of a hostage to the availability of interventional radiologists.

24/7 Radiography: the PCT invested in 24/7 radiography via the SWICH process in 2003. This has had a significant impact upon access to radiography. Crucially, minor injury returns next day for radiography are now history at West Suffolk. A programme of training radiographers to report appendicular and axial skeletal radiographs has begun, supported by WDC funding. It will be some years before sufficient are trained to provide 24/7 radiographer comments in support of A&E practitioners, but the aim is to provide a ‘one-stop’ casualty visit from which the patient can be discharged with greater confidence than at present of a correct diagnosis. 



	4.3.2
	The West Suffolk Modernisation Programme underpins the delivery of the LHDP which contains a total of 46 whole system projects that cut across the organisational boundaries of Secondary Care, Primary Care and Social Care Services. It identifies the expected benefits, resources required from local health community and timescales for delivery.

The Directors of Modernisation at West Suffolk Hospital and West Suffolk PCT facilitated the development and will monitor/manage the ensuing outcomes. The Joint Modernisation Steering Group, comprising the members of the Boards of West Suffolk Hospitals, Local Health Partnerships NHS Trust and Suffolk West Primary Care Trusts will oversee the project milestones monthly. 



	4.3.3
	Development of dedicated facilities for radiology will protect the provision of existing services and enable increased efficiency in the use of bed resources. Constraints in the access to radiology constrain also the efficient movement of patients through processes from admission to discharge, affecting both elective and emergency processes.

 

	4.3.4
	Contribute (directly or indirectly) to an increase in the quality of services available.



	5.0
	Quality and Effectiveness of the Service



	5.1.1
	Will protect the quality of the existing service and improve the clinical quality  by providing the following:

X-Ray accommodation:

· Supports patient privacy and dignity.

· Supports capacity of a modern NHS radiology department 

· Supports training and development of critical ultrasound skills.

· Supports access and choice.   

CT Scanning:

· Will support NICE guidelines for head trauma

· Supports cancer diagnosis and follow up capacity. 

Nuclear Medicine Suite

· Increased service reliability

· Increased throughput and image processing times, enhanced service especially for cardiology.
MRI covered link

· Shelter for MRI patients from the elements

· Safety for in patients and staff moving them, especially cord compression patients.

A&E X-Ray room

· Radiographers become part of A&E MDT

· Improved A&E access

· Improved general x-ray room capacity 
· Supports in-patient flows.
X-Ray Room Five

· Increased x-ray room reliability

· Improved general x-ray room capacity. 
· Supports in-patient flows.
See operational policy Appendix 2

	
	

	5.1.2
	By providing dedicated facilities clinical problems will be addressed and better health outcomes for patients will be achieved by faster diagnostic turnaround times and improved access to diagnostic facilities. Fig 3.1 on page 7, shows 5+ A&E patients a week delayed by radiology capacity, despite a high priority being given to these patients. This results in 15 –20 in patients / week being in radiology > 1 hour, with attendant constraints upon ward staffing if patients are escorted.

	
	

	5.1.3
	Provision of radiology infrastructure will enable better configuration of services, improve continuity of care and access to services.

	
	

	5.1.4
	Will enable compliance with the recommendations of the Royal College of Radiologists.

	
	

	5.1.5
	Contributes to clinical advances.

	
	

	5.1.6
	Enhances facilities for teaching and research within the Trust, including training of Student radiographers.



	
	

	6.0
	Estate



	6.1
	West Suffolk Hospital comprises of 49 acres of land, the hospital building designed as Best Buy was planned in 1960 and commissioned during 1974 at that time the catchment population it served was 170,000 and had 549 beds.  The hospital currently serves a population of 275,000 and has a total of 631 beds.



	6.2
	The Trust has developed an Estates Strategy, which was ratified by the Trust Board on 28th February 2003, See section 16, part 1b, page 67, para 14 &15, and part 2 page 69 para 9 & 13, page 70 para 15. 

The Site Development Control Plan Appendix 5 formulated in partnership with St. Edmundsbury Borough Council pinpoints the location of the development.  



	6.3
	Within the existing area there are Health & Safety issues that would be resolved if the scheme progresses they will include Fire stopping, Asbestos removal, replacement windows and ceiling replacement.



	6.4
	Physical condition surveys categorise the condition of the Estate into one of 5 categories with anything below category B contributing to the Trust’s backlog maintenance. The existing accommodation has been classified as C Operational but major repair/replacement needed soon. Refurbishment of the accommodation would result in reclassification to A/B. In doing so the Trust can reduce the backlog maintenance by £708,000. See Appendix 9 for further details for the X ray department
.

	6.5
	Improved patient experience:

· Continuity of care

· Reassurance and confidence increased knowing that emergency facilities are readily available 

· Familiarity of staff within a familiar environment



	
	

	7.0
	Value for Money



	7.1
	Capital costs and proceeds

The capital cost totals £3,356.921.The project has been split into six phases. Each phase has been separately costed, including capital charges. The capital and revenue costs are summarised in the tables below:

Capital expenditure

                                   Ex VAT               VAT              Total

Buildings                   1,980,200         309,821         2,290,021

Equipment                    908,000         158,900         1,066,900  
Total                           2,888.200         468,721         3,356,921

Costs included within forms SOC1 have been based upon Departmental Cost Allowance Guidelines (MIPS FP Index Level 395, Effective 1st July 2002). 


	7.2
	Affordability

The SOC aims to rationalise, modernise and develop the existing accommodation stock and to obtain greater service efficiency.  The revenue costs are summarised  below, full details are included in Appendix 8: 

Table of Revenue costs and savings of project
 
Staff Costs (To support DEXA scans)
31,000
Non pay costs
 
Equipment maintenance costs
10,500
Income (CT Scanner private patients)
-10,000
Capital Charges after SOC implemented (max amount)
328,175
Costs etc attributable to scheme
359,675
Savings as a result of project implementation
 
DEXA scans brought in-house
-47,300
Estates Maintenance savings

-12,000

Gamma Camera lease costs no longer required
-71,585
Reporting Savings
-18,000
Portering 
-10,000
Reduced equipment maintenance costs - Room 5
-10,000
Existing Capital Charges
-165,700
-334,585
Net Revenue Cost
25,090
Staff Costs

Additional staff costs will be contained within the Trust.  The new A & E facility has revenue funding set aside by the Trust.  Staff manning the current CT Scanner and Gamma Camera revenue will transfer to operating the new machine once it has been commissioned.  The new scanner will enable the Trust to produce DEXA scans, a Radiographer will be required to run this service outside normal working hours, to ensure it does not impinge upon current NHS capacity

Non Pay Costs

Equipment maintenance is currently an estimate of likely costs for the equipment in the A & E X ray room. It is assumed that current maintenance contracts for all other equipment will be covered by current budgets. 

Capital Charges

The new capital charge figure has been calculated at current prices.  The figure quoted is the maximum capital charge in any year of the scheme.  From year 8 onwards this is more than halved as the charges on equipment are no longer incurred.

Income

The new scanner will enable the Trust to develop it’s service to private patients, and an estimate has been included in this assessment

Savings

The Trust set aside monies for leasing the Gamma camera. The acceptance of the SOC would negate the need for this provision.  Additional savings are anticipated with reduced need for porters moving between A&E and Radiology, reduced repair costs (related to X Ray room 5) and savings from radiographers reporting rather than Consultants.  Further savings are anticipated from estates maintenance over thos currently incurred.

DEXA scans currently purchased from the Nuffield will be produced in- house.  An allowance has been made for breast patients at £11k, but this is expected to increase to £15.3k by 2008.

There will be Estate savings in Backlog maintenance, currently predicted at

£708,000 for summary see Appendix. 9.

Capital charges and revenue costs together with the associated capital costs have been analysed for the next 35 years – see Appendix 8
The implications of the NHS Improvement Plan and Diagnostics contribution to reduced waits have not been calculated for the purposes of this document.  Similarly, the risks of not replacing X Ray room 5, the gamma camera and modernising the A & E experience, with the associated risks to Trust activity have not been evaluated

 

	7.3
	Value for money

The SOC aims to modernise the service, by introducing the latest technology, amending work practices and improving upon staff accommodation and the patient experience.  These are qualitative issues, however, it is believed that the SOC will offer value for money in terms of:

Staff recruitment and retention

Improved patient flow resulting in efficiencies

Use of  administrative office space for clinical purposes

Increases CT scanner capacity and speed of scans

Less time spent by staff escorting patients (portering and nursing time)

Greater use of advanced practitioners for reporting and thereby reducing consultants time

Possible scope for additional private patients income due to advanced equipment at the hospital (Value has not been estimated)



	8.0
	Option Appraisal



	8.1
	The Trust has formulated and evaluated a range of options to meet the objectives of the process undertaken in carrying out this exercise The full option appraisal is provided at Appendix 3.



	8.2
	The preferred options are briefly described below:

8.2.1 Accommodation

Refurbish reception and provide new office accommodation in old breast screening area: Construction of new reporting and multidisciplinary team meeting room. New offices for radiologists and advanced practitioners. Also enables the relocation of one new ultrasound room to be adjacent to existing ultrasound facilities. New appointments area (supports patient access)

8.2.2 CT Scanning

Create new CT scanning suite in old PGME area: Retains ultrasound room and existing CT room. Avoids replacement mobile service. Close to radiology and convenient for A&E / proposed EAU. Includes construction of a second room in preparation for phase 5 additional scanner programme 2005. 
8.2.3 Nuclear medicine

Construct new scanner suite in old PGME, next to CT scanner: Would be adjacent to radiology, and could use reception and waiting facilities. Would be central to hospital and provide equal access to cancer services and cardiology, both key users

8.2.3 MRI link corridor

Construct simple link corridor: Allows weather proof access to MRI by in-patients.

8.2.4 A&E Room
Create X-ray suite in courtyard by A&E: An x-ray suite in the courtyard between proposed EAU and AE would have major advantages to emergency access, and hospital / staff security overnight. Reasonably close to radiology.

8.2.5 Room 5 

Refurbish room: Room 5 should be refurbished, preferably after the A&E x-ray room alluded to above is built, to avoid a critical constraint in capacity. A ceiling suspended tube would increase the versatility of the unit.


	8.3
	Options have been arrived on the basis of best fit within key objectives of the business case, the constraint identified in implementing any development and the value for money they provide, both from the perspective of capital and revenue consequences. Details of the other options considered are provided in Appendix 3



	8.4
	The preferred options for each phase i.e. A,B,D,E are shown the feasibility drawing in appendix 6a and for phase C A & E Xray room in appendix 6b. The Site Development Control Plan shows the proposed locations at appendix 5. 

	8.5
	The Trust has considered PFI as a source of funding for the scheme.  However, due the nature of the development, a reconfiguration and extension of existing facilities in the core of the main hospital building. In addition to the value of the development estimated at £3.3m, PFI is not considered a viable option for this development.



	8.6
	Currently there are two schemes on site where charitable funding is contributing towards the development costs; these are the Oncology Services Development and the Education Centre Lecture Theatre, with the total value of the donations exceeding £1.7m.  The Trusts view is that the level of funding it can attract for these schemes would be adversely affected if it were to include a third development.



	
	

	9.0
	Stakeholder Support 



	9.1
	Stakeholder support is clearly demonstrated through the development of the LHDP and West Suffolk Modernisation Programme; both documents have been developed in partnership with the local health community. They identify the scheme as a stepping stone which will help to facilitate the successful delivery of the LHDP objectives and in doing so enable the local health community to meet targets set by Government. 



	9.2
	The SOC was approved by Suffolk West PCT and its capital/revenue implications at their Board meeting held         and by West Suffolk Hospitals NHS Trust their Trust Board meeting held on.



	10.0
	Timescale and Deliverability



	10.1
	The Trust anticipates the following timetable:

Phase                                  Commence           Complete

	
	SOC approval

 July 2004                 November 2004

	
	OBC approval

 November 2004
 March 2005

	
	FBC approval                      March  2005             June 2005

	
	Planning/Building regs.          

	
	Procurement


                   

	
	Construction


 

	
	Commissioning                   phased                      

	
	See Project plan at appendix 10 for further detail being revised



	10.2
	The Trust has a three-year framework agreement with a team of construction consultants, which covers the provision of the following services.

· Project Management

· Architectural, Structural and Services Design

· Cost control

· Planning supervision


The framework agreement provides the Trust with significant added value via a continued, co-ordinated approach to design solutions.

Consultant services are at the immediate disposal of the Trust, which alleviates the need to appoint organisations for each individual project.  This provides the ability to minimise lead in periods for design etc.



	10.3
	The works will be phased in order to ensure continuity of hospital operations at all times.




11. Activity, Demand, and capacity

11.1 CT Scanning activity
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Chart 11.1.1: CT activity 1998 –2004, projected to 2008 
Chart 11.1.1 demonstrates a 68.1% increase in workload since 1998, and a steady 6.5% increase in workload year on year.
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Chart 11.1.2: CT activity November 2002 to June 2003

Chart 11.1.2 above shows the scanner running at an average of 20% above safe capacity (defined, in collaboration with the StHA capacity /demand team, in terms of minutes required to safely carry out individual tests. Figures are available on request, but for example, 15 minutes is allowed for a brain scan, or 20 for an in-patient on a bed with March the worst month when the scanner was 30% over capacity.)
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Chart 11.1.3: IP demand versus slots available, July 2003 

Chart 11.1.3 shows the situation on a day-to-day basis during July 2003. The blue line demonstrates the number of IP slots available on a day-by-day basis; the purple line shows the number of IP requests received. 
11.2 Nuclear medicine
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Chart 11.2.1 N/M Activity 1998 – 2008 (projected from 2003)

Chart 11.2.1 above shows a stable overall activity but a steady increase in the cardiology activity, reflecting general increases in cardiology following the CHD NSF. 

The cardiology exams are time consuming both in staff and IT terms. With the camera being produced in 1990, the processor is equivalent to an old 286 type processor. Therefore processing a  cardiology scan takes around 30 minutes, time when the camera cannot be used for any further examinations.

Modern gamma cameras can process the same data in seconds, and acquire data on two scan heads, thus capacity in this crucial area can be considerably enhanced.

11.3 A&E Activity

A 31 % increase in A&E referrals since 97/98 will be noted from chart 11.3.1 below
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Fig 11.3.1 AE referrals 1997 – 2008, projected from 03/04
The 8 hours between 9:00 and 5:00 have also been considered. GP and outpatient appointments do occur in this time, but at times when ‘unpredictable’ attendances have been shown to be less  (More and more of this work is also being done out of hours)

Room availability = 5904 hours.

Patient activity = 47980 korner units. (9561 AE,  969 EAU,) 

At 0.16 hours (10 mins) per KU this activity requires a room availability of 7676 hours. 

This shows a 30% failure of capacity to meet demand. This is clearly an oversimplification of an extremely complex working situation, and capacity and demand are currently being more closely monitored with the help of Strategic Health Authority Service Improvement Managers.

An increase in x-ray room capacity is required, however, to meet increasing demand.

Appendix 1

Letter of Support To be included once PCT and Trust Board approval confirmed

Appendix 2

Operational Policy/Patient flow

Appendix 2 DRAFT 1 APRIL 2004

RADIOLOGY SERVICES – OPERATIONAL POLICY

1 Introduction

1.1.
Radiology Services are part of the Clinical Support Directorate and provide a large range of services including

· Breast screening and symptomatic breast imaging

· Computed Tomography (CT) scanning

· Dental radiography

· Gastro-intestinal imaging 

· General ultrasound imaging

· Interventional radiology, including angiography, biopsy, drainage

· Magnetic Resonance (MR) scanning

· Mobile imaging

· Obstetric and gynaecological ultrasound imaging

· Plain film imaging for GP, OPD, and A&E

· Radionuclide imaging (‘nuclear medicine’)

· Specialist radiology e.g hysterosalpingography, dacrocystography, sialography

· Theatre radiography

1.2.
Breast imaging is provided by a mobile unit on a trailer moved around the region to provide proximity to the client base; and by a bespoke unit, built in 2002, on the ground floor of the hospital towards then west side of the site. It provides:




Breast Screening:

· Routine mammography screening, including clinics for women for whom the mobile breast screening unit is unsuitable

· Second stage (assessment) screening facilities, including mammography, ultrasound and image guided core biopsies

· Localisation facilities, ultrasound and X-ray guided, prior to surgery

· Facilities for X-raying surgical specimens




Symptomatic Imaging

· Fast track clinics facilities, including mammography, ultrasound and image guided core biopsies

· Localisation facilities, ultrasound and X-ray guided, prior to surgery. Facilities for X-raying surgical specimens

· Non Urgent symptomatic clinic facilities, including mammography, ultrasound and image guided core biopsies.

· Routine post surgery follow up mammograms

The services relies heavily on scarce breast imaging radiologists, although increasing use is made of Advanced Radiographic Practitioners to provide this service. These individuals provide film reading, biopsy and localisation, and developing ultrasound skills. The service is supported by a bespoke admin and clerical team.

1.3.
CT Scanning is provided from main radiology. A Siemens AR Spiral scanner, installed in 1995, is currently in use. However, the Department of Health have recognised the urgent need for an up to date scanner at the West Suffolk Hospital, and have awarded us a ‘GE Lightspeed 16 multislice scanner under phase 3 of the replacement scanner programme. 


CT scanning is a 24 hour, seven day a week service providing diagnostic support for emergency and elective patients. Conflict between these pathways exists, particularly as demands upon the service from urgent cancer referrals grow. Experienced cross sectional imaging radiographers form the core of the service, together with radiologists expert in the interpretation of such images.  

1.4.
Dental radiography is provided by a Siemens orthopantomograph 5 unit fitted with an orthoceph 5 lateral cephalostat, installed in 1983. Intraoral films are taken by dental staff on a Philips Oralix dental unit, installed in 1974, but processed in the main department, films being carried to x-ray by the patients.

1.5.
Gastro-intestinal imaging is an Advanced Practitioner based service, utilising a Siemens Axiom Sireskop radiography/fluoroscopy (R/F) unit located in x-ray room three, and installed in 2003. Opacification of the GI tract by barium sulphate based contrast agents is monitored by the radiographer practitioners using fluoroscopy, taking spot films of the anatomy and any detected pathology. Diagnosis is made, as in breast imaging, by double reporting shared between the radiographer practitioners and the radiologists.

1.6. General ultrasound imaging is provided in two rooms in main radiology. Diagnostic support for elective and emergency patients is provided. In patient turnaround is usually within one working day, but out patient demand is high and waiting times can be lengthy. A one-stop urology service is provided in support of urological cancer; this uses 12 slots / week. An Aloka / Keymed SSD 5000 (2001) and Siemens (2003) ultrasound unit provide this service. Both are mobile, and can be pushed to a ward for emergency ultrasonography.
1.7
Interventional Radiology, a term referring to radiological procedures for diagnostic or therapeutic purposes which involve cutting or puncturing the skin barrier (to a greater extent than a simple intravenous cannula). Procedures such as arteriography, angioplasty, percutaneous transhepatic cholangiography, inferior vena caval filter insertion, or nephrostomy are carried out by radiology staff, including radiology nurses, on and IGE Advantx TC digital R/F unit installed in x-ray room one in 1999. Some procedures, such as Endoscopic Retrograde Cholangio-Pancreatography (ERCP) or chemical sympathectomy, are carried out by surgical or anaesthetic staff supported by endoscopy nurses and our own radiographers in the same room. Biopsy and drainage is most commonly carried out under ultrasound or CT control.


Specialist radiology nurses are employed to support this process

1.8
Magnetic Resonance (MR) Imaging is provided from a bespoke unit situated at the rear of the hospital near the ‘Rainbow’ ward entrance. The scanner, a Siemens Symphony 1.5 Tesla MR scanner, was installed in 2003 having been procured under the National Lottery ‘New Opportunities Fund.’


MR scanners use powerful magnetic field and radiofrequency (RF) pulses to generate high resolution images. While we do not expose these clients to a risk of iatrogenic pathology caused by  ionising radiation, there are significant risks arising from the use of powerful magnetic fields and MR radiographers have to be highly trained, and highly disciplined, to reduce these risks to a minimum.


The unit suffers from having no covered link to the main hospital, thus inpatients, including those suffering fom spinal cord compression, have to be transported through the elements across a bumpy car park.

1.9
Mobile Imaging . Clients too unwell to be transported to radiology for plain film imaging may be imaged using one of four mobile x-ray units strategically located around the hospital. Clear justification has to be applied in these cases as it is much more difficult to control the radiation protection environment in the mobile situation.

1.10
Obstetric and Gynaecological ultrasound. Ultrasound offers a radiation-free imaging modality for the assessment of obstetric and gynaecological patients. Demand for this is high enough to warrant a separate unit adjacent to the antenatal and Gynae. unit. Highly experienced radiographers who have obtained specialist qualifications in ultrasound provide this service, and also carry out some general ultrasound and all vascular ultrasound.

1.11
Plain film imaging is provided in one of three general x-ray rooms. All three contain equipment that is over ten years old, and this is a resource that has failed to be developed to keep up with the increasing demands of a modern NHS hospital. A&E patients compete with GP, in patient, and out patients for this resource leading to extensions of admission pathways and to threats to the A&E waiting time targets.


95% of plain film imaging is captured digitally using an Agfa Computed Radiography (CR) system. This is combined with imaging from some other modalities (CT, MR, U/S, mobiles) to provide digital access to images throughout the trust via the Agfa Impax Picture Archiving and Communication System (PACS)


Plain film radiography is also provided, for GP and out patients, at St Leonard’s Hospital, Sudbury, and Thetford Hospital. There is no access at these sites to digital imaging.

1.12 
Radionuclide Imaging (‘Nuclear Medicine’) this service is also provided by an elderly unit, an Elscint Apex SP-4 gamma camera installed in 1990. 40  - 50% of the workload is cardiological, particularly myocardial perfusion scans (called MIBI, the acronym standing for the complex molecule used) and ejection fraction studies of cardiac efficiency (MuGa, (MultiGated, the acquisition method used). These are time-consuming scans, more so because the aged computer has only the processing power of a 286 processor. Demand increases as the cardiology NSF and rapid access chest pain clinics identify more patients.


Bone scanning is a key service offering the most highly sensitive and specific diagnostics for the detection of bone metastases secondary to carcinoma of the breast or prostate. Early detection of these can be successfully treated making an immense difference to the length and quality of these patients’ lives.


Perfusion lung scans are used to detect pulmonary embolus, a medical emergency and a not uncommon complication of surgery. Early diagnosis and intervention can save lives.


Specialist radiographers provide this important service using an old camera in accommodation, on the first floor near F7 ward, that fails to meet the criteria laid down in the Ionising radiation Regulations 1999. Isotopes have to be prepared and administered in the scanning room. There is no separate ‘hot wait’ area for isotope patients (who actually have to wait on the F7/8/9/10 landing). The aerosol kit for ventilation lung scans has to be pushed right through the hospital, including a lift journey, to the isotope store on the ground floor near radiology

1.13
Specialist Radiology the department provides some sessions of specialist radiology, such as hysterosalpingography (normally used to demonstrate the patency of the Fallopian tubes in infertility), dacrocystography (to demonstrate the patency of the tear ducts) or sialography (that of the salivary ducts) for example. 

1.14
Theatre Radiography some theatre cases are guided by fluoroscopy, and two Ziehm Exposcop 8000 units are used for this purpose. 

This Operational Policy is monitored and reviewed by the radiology management group in association with the General Manager – Clinical Support Services. RMG is attended by:

· Lead radiologist

· Radiography Services Manager

· Superintendent radiographers  

· Radiology Sister

· PACS and administration manager 

· Radiology Technical Officer

2.       Philosophy and Aims

To provide an excellent diagnostic imaging service, or imaging guidance for therapeutic procedures, for clients in the Suffolk West, South Norfolk, or Suffolk Central Primary Care Trusts.    

3.       Function

3.1 Provide the various imaging modalities described in section 1 above.

3.2 Provide and maintain digital access to images using the PACS system.

3.3 Provide under- and post- graduate training for radiographers and radiologists.

3.4 Provide breast screening services.

3.5 Provide skilled medical, radiographic and nursing care using specialised equipment.

4.    Siting and Access

4.1 Main radiology is sited centrally in the main core of the hospital, easily accessible from all other acute areas of the hospital.

4.2 Breast Imaging is located at the west side of the ground floor, near G5 and MAU wards. A mobile unit is moved around the region to provide breast screening.

4.3 MRI is sited near the rear (Rainbow) entrance, leading to some risks as described in 1.8 above

4.4 Obstetric / Gynae ultrasound is located adjacent to the antenatal and Gynae unit.

4.5 Radionuclide imaging is located on F7 corridor on the first floor.

4.6 Single room departments are located at Sudbury (St Leonard’s Hospital) and Thetford Hospital.

4.7
All clinical areas, rooms, corridors and doorways must be wide enough to accommodate beds, trolleys, monitoring equipment and infusion devices.

4.8
All areas must be clearly sign posted for out patient activities and accessed off the main hospital street.

5. Planning Principles

5.1 Most radiology rooms, including offices used for reporting, are specialist rooms and reference must be made to expert advice, including medical physicists, and radiology staff. Reference should also be made to Health Building Note 6.

5.2 Patient imaging rooms must normally be large enough to accept patients approaching on beds and trollies. It should be possible to access these rooms without going outside.

5.3 Waiting areas, changing areas, and lavatories need to be provided according to the work carried out in the rooms.

5.4 All hospital lifts and floors need to be designed with mobile x-ray units of up to 500kg in mind.

5.5 Natural daylight should be provided whenever possible but must be controllable in imaging and reporting rooms.

5.6 Viewing and processing areas must be immediately adjacent to x-ray rooms.

5.7 Rooms containing chemical-filled processors should be ventilated at a rate of no less than 16 air-changes per hour.

5.8 Reception areas should be light and airy, and welcoming. Clients entering the area should easily be able to identify the reception desk.

5.9 In patients must benefit from privacy when waiting, being in proper bed wait areas and not parked in a corridor in front of other waiting patients

5.10 All patient areas must be accessible by disabled patients, including the blind. 

5.11 Most radiology equipment, including ultrasound equipment, produces a great deal of heat. Effective cooling equipment is thus required in any room housing such equipment.

6. Accommodation

6.1 Main radiology

6.1.1 Reception with space behind for administration. 

6.1.2 Waiting area

6.1.3 Bed wait areas

6.1.4 Toilets – staff, patient, and disabled.

6.1.5 Childrens’ play area 

6.1.6 Changing rooms

6.1.7 Sub wait areas

6.1.8 3 general X-ray rooms

6.1.9 2 Fluoroscopy rooms, one with associated toilets for barium studies.

6.1.10 1 IVU room.

6.1.11 2 ultrasound rooms, with planned space for a third

6.1.12 Office accommodation with reporting facilities for XX staff

6.1.13 Digital reporting room

6.1.14 General office accommodation for YY staff.

6.1.15 Office for PACS administration. 

6.1.16 Location for servers, archive, disc storage for PACS

6.1.17 Large office accommodation for transcription, appointments call centre.

6.1.18 Storage for stationary, film, chemicals and manual handling equipment

6.2 CT scanning and Nuclear Medicine

6.2.1 Reception – To accommodate receptionist, computer, printer, telephone, stationary storage, notes trolley and office chair. To have clear view of the entrance and the waiting area.

6.2.2 Waiting Area - For up to 10 people including space for wheelchair patients and a discreet area for a bed wait for in patient transfer back to the ward. 

6.2.3 Toilet facilities accessible from main waiting area. 

6.2.4 1 CT  room, planning for a second in 2005

6.2.5 CT prep room

6.2.6 CT control room

6.2.7 CT / MR reporting room.

6.2.8 Plant room

6.2.9 Accommodation for CT Superintendent radiographer.

6.2.10 Gamma camera room

6.2.11 Hot wait area

6.2.12 Isotope preparation and administration room.

6.2.13 Isotope store room (consider retaining existing, and risks thereof)

6.2.14 Accommodation for RNI Superintendent radiographer

6.2.15 Storage

6.3 AE (proposed)

6.3.1 X-ray room, high enough for ceiling suspended tube

6.3.2 Viewing / digital processing area

6.3.3 Reporting room

6.3.4 Storage for A&E mobile x-ray unit

6.3.5 Bed / trolley wait, for overnight I.P. activity. Should double as a fracture clinic sub wait by day.

6.3.6 Access to waiting areas, toilets, trolley areas, reception, and refreshment facilities in A&E.

6.4 Breast Imaging

6.4.1
Reception / Admin area, sufficient to support admin functions

6.4.2
Dark Room Needs to be vented to courtyard (?3/22). Needs to contain two processors and associated film handling equipment, and allow sufficient room to move around when maintaining them.

6.4.3
Mammo Room 1 Needs to support localisations and biopsies, also to facilitate teaching, thus needs to be at least 50% larger than current room 22/48.

6.4.4
M ammo Room 2 Ditto

6.4.5
Quiet / Consulting Room 

6.4.6
Ultrasound Room – again needs to support interventional procedures such as biopsy and aspiration, and must have space for teaching and assessing of ultrasound procedures

6.4.7
Private wait area 

6.4.8
Two walk-thru changing cubicles 

6.4.9
Open waiting area 

6.4.10
Reporting / Viewing room – with space for two mammogram film viewers the size of that in room 22/65 currently, and space for the safe, error free organisation of up to 2000 screening patients / year. 

6.4.11
Superintendent and Radiographers office(s) with space for QA and governance functions, either three desks in one room or two desks in one and one in another 

6.4.12
Film / Equipment store with 60 linear metres of shelving for 30 cm high packets. 

6.5 Obstetric and Gynaecological ultrasound.

6.5.1. Sub wait area

6.5.2. Reception desk with admin area behind

6.5.3. Three ultrasound rooms

6.5.4. Superintendent radiographer’s office

6.5.5. Work area for sonographers to write up notes etc.

6.5.6. Access to main waiting, toilets etc. in gynae area.

6.6 MRI

6.6.1 Reception area with admin area behind.

6.6.2 Waiting area for up to 10 patients

6.6.3 Changing facilities

6.6.4 Trolley wait

6.6.5 MRI scanning room

6.6.6 MRI control room

6.6.7 Computer room

6.6.8 Reporting room

6.6.9 Lavatory

6.6.10 Office for Superintendent radiographer

6.6.11 Storage for film & stationary

6.6.12 Storage for equipment (non magnetic trolley and wheelchair

6.6.13 Storage for drugs and contrast agents.

6.7 Satellite departments  

6.7.1 X-ray room

6.7.2 Processing area

6.7.3 Dark room if CR not provided.

6.7.4 Waiting room

6.7.5 Reception facilities

6.7.6 Changing facilities

6.7.7 Toilet

6.8 Mobile facilities 

6.8.1 Mobile units require storage adjacent to the units primarily to be served. Space to park these large units needs to be assigned when designing the following facilities:

· CCU

· Theatres

· ITU

· MAU

· SCBU

· A&E (designed into A&E x-ray unit)

6.8.2
A 13 amp single power socket for charging these units needs to be provided.

7.
Policies and Procedures

7.1 General (NB: Does not apply to breast screening)
7.1.1 Referrals – All referrals for investigations are sent directly to the department. Patients are imaged immediately, or are added to the department’s waiting list or given appointments if more urgent.

7.1.2 GP’s can refer patients for 

· Plain films

· Gastro-intestinal imaging studies

· Ultrasound examinations (General and obs/gyn)

7.1.3 ALL requests will be via a recognised request form. These are colour coded as follows:

· Yellow: GP

· Blue: OPD

· Pink: IP

· Green: N/M

· Mustard: MRI

· White: A&E

Bespoke forms exist for some requests, e.g. GI, and examinations investigating pulmonary embolus.

7.1.4 In patient plain film referrals are not given appointments, the department fits them in at an appropriate time. Other IP examinations are appointed as soon as possible. Requests can come from anywhere in the hospital. Patients are either brought to the department by a porter or collected by the department staff as appropriate.

7.1.5 Urgent OP referrals as part of a cancer pathway must be notified to the department and will be fitted in as quickly as possible to comply with the standard. Some slots are reserved on the CT scanner and on ultrasound lists for this purpose.

7.1.6 Waiting list referrals will be classified ‘urgent, soon, or routine’. 

7.1.7 Open access procedures exist to support OPD clinics.

7.1.8 ALL requests will be justified by a suitably qualified practitioner. Those involving ionising radiation need justification to comply with the IR(ME)R 2000 regulations; see RAD 2000-13 ‘Rules for the Protection of the Patient’. Others, such as ultrasound and MRI, still need effective justification to ensure effective management of these resources. Justifying personnel will be as follows:

· Plain films: Radiographer (refer to radiologist if in doubt)

· Ultrasound (general) radiologist.

· Ultrasound (obs/gynae) ultrasonographer.

· MRI: Clinical by radiologist but the MRI radiographer is ALWAYS responsible for checking the patient’s suitability for MR imaging

· CT: Clinical by radiologist but the CT radiographer is responsible for checking the patient’s suitability for CT imaging

· N/M MRI: Clinical by radiologist but the N/M radiographer is  responsible for checking the patient’s suitability for N/M imaging

· Barium: radiologist (normally) or lead GI practitioner.

· Interventional and specials: Radiologist

· Mobiles: radiographer (also assesses staff protection in ward environment)

· In all cases the senior practitioner involved in any examination will be responsible for checking the patient’s identity (See Rad 2000-01 Patient ID)

· In all cases involving exposure to ionising radiation the radiographer will be responsible for optimising the dose and, where applicable, for checking and documenting pregnancy status.

7.2 Radiology Information System
7.2.1 ALL  patients imaged will be documented by the radiology information system. This forms part of the legal record of the examination and it is part of the imaging practitioner’s responsibility to see that the examination is documented to the ‘Examined’ stage (post examination). 

7.2.2 The Radiology Management Group are responsible for ensuring that processes exist for reports to be entered onto the RIS for all relevant patients in compliance with the IR(ME)R regulations.

7.3 Picture Archiving and Communication System
7.3.1 Imaging Practitioners are responsible for ensuring that the data on the PACS system pertaining to a completed examination is accurate:  

· Patients name and CRN correct

· Correct  accession number (equates to that on the RIS)

· Side markers visible and accurate. Radiopaque side markers must be imaged within the collimated field: radiographers are at some legal risk if system generated markers are used, but these may be used if the exposure renders the radiopaque marker invisible at normal window and MUSICA settings.

7.3.2. The PACS / admin manager is responsible for the accuracy of the data on the PACS and RIS systems, and will put and keep in place systems to ensure that data is and remains as accurate as possible.

7.3.3. The PACS / Admin manager is delegated the reponsibility by the RMG / RSM to ensure that the RIS and PACS systems comply absolutely with the Trusts’ data protection policies .

7.4. Plain films and hard copy images

7.4.1
Imaging Practitioners are responsible for ensuring that the data on the hard copy image pertaining to a completed examination is accurate:  

· Patients name and CRN correct

· Correct  accession number (equates to that on the RIS)

Side markers visible and accurate. Radiopaque side markers must be imaged within the collimated field: radiographers are at some legal risk if written markers are used, but these may be used if the exposure renders the radiopaque marker invisible

7.5. Reporting
7.5.1 Reports will be completed within the timeframes required by the Royal College of Radiologist’s as set out in ‘A Quality Specification for Purchasers’:

· One working day for urgent reports
· Five working days for routine reports
These standards will apply equally to conventional and digital images

7.5.2 Reports will be dictated onto the department ‘Dictaphone’ system by radiologists or reporting radiographers / sonographers, and transcribed by transcription typists.

7.5.3 Reporting practitioners are responsible for ensuring that reports which are issued bearing their name are accurate and that the report relates to the examination requested and documeted under that accession number. Currently paper copies are checked and signed (or initialled) by the reporting practitioner, and this copy is filed in the notes as the definitive legal record.

7.6 Do Not Attend / Cancellation

7.6.1 DNA and cancellation will be documented on the RIS by means of the cancellation code.

7.6.2 ‘Forms returned to requester’ will be recorded in a book in the appointments area.

7.6.3 Normal practice will be to re-appoint once and then return the form to the requester with a covering letter if DNA occurs again.

7.6.4 Where examinations are refused as not justified the ‘communications policy’ will be used to inform the requester of this, and document. 

7.7.
Appointments.

7.7.1 Appointments will be maintained under the direct supervision of the office manager in the appointments area

7.7.2 A diary will be kept by the office manager recording all events pertinent to appointment making:

· Practitioner A/L

· Room service

· Audit / training sessions

7.7.3
Appointments for plain films will be entered into a loose leaf folder kept on the appointments desk. It is generally acceptable for appointments to be made by patients or GP receptionists holding a valid request form. This conforms with the booking requirements specified by Suffolk West PCT. However, certain requests where justification is known to be tricky should not be booked in this way. A list of such examinations is kept by the office manager. 

7.7.4 Other appointments will be made on the T card system in the appointments area.

7.7.5 Bespoke appointing arrangements may be made in specialist areas such as breast imaging, MR, and CT.

8.
IT Support  

As per the Trust’s policy for clinical areas and the specialist requirements of  


radiology services

9. Communications

9.1 Telephone connections for both external and internal calls, with the  provision of answering machines as appropriate. 

9.2 Nurse call system to recovery areas and patient toilets. 

9.3 Intercom system throughout department. 

9.4 Security alarm system to Suffolk Constabulary.  

9.5 Key staff will carry a bleep

10. Disabled Access

As per the recommendations of the Disability Discrimination Act. 

11. Security

As per the Trust’s policy and as advised by the Trust’s security advisor.

12. Fire

As per the Trusts policy and as advised by the Trust’s fire prevention advisor.

13. Processes

RADIOLOGY OPERATIONAL PROCEDURES, Showing supporting documentation
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Appendix 3

Option Appraisal

Phase A Multislice CT scanner suite

Preferred optiion

Table A3.1.1: CT accommodation: Trust preferred option

	Option
	Disadvantages
	Advantages



	Create new CT scanning suite in old PGME area.
	· None
	· Will support NICE guidelines for head trauma

· Supports cancer diagnosis and follow up capacity. 

· Close to radiology and convenient for A&E / proposed EAU. 

· Includes construction of a second room in preparation for phase 5 additional scanner programme 2005. 

· Retains ultrasound room and existing CT room

· Avoids replacement mobile service. 


Table A.3.1.2 Other CT Options 

	Option
	Disadvantages
	Advantages

	1. Do nothing
	· Not an option, scanner now awarded
	· None

	2. Take down wall to CT Ultrasound room, creating a single larger room.
	· Loses an ultrasound room.

·  Longer pre-install time. 

· Cannot retain existing scanner.

· Does not plan for additional scanner 2005.

· More expensive overall
	· None

	3. Create new CT scanning suite under theatre 9.
	· More costly.

· Slightly less convenient as corridor access has to be considered.
	· There is a void beneath theatre 9 currently containing air-conditioning equipment. Carries the advantages described above in preferred option without impinging on old PGME.


Phase B

Nuclear Medicine

Table 3.2.1 Gamma camera / nuclear medicine accommodation: Trust preferred option

	Option
	Disadvantages
	Advantages

	Create NM suite in old PGME
	· None
	· Increased service reliability

· Increased capacity in key service areas

· Would be adjacent to radiology,

· could use reception and waiting facilities. 

· Would be central to hospital

· would provide equal access to cancer services and cardiology, both key users.


Table A3.2.2 N/M alternative options considered.

	Option
	Disadvantages
	Benefit

	1. Do nothing
	· Gamma camera is life expired. 

· NM scanning service would cease when camera finally collapses sometime within 18 months - 2 years. 

· Could not provide cardiology, cancer, or emergency (Pulmonary Embolus) Access. Risk score 20+

· Legal and adverse publicity costs. 

· Limited NM capacity in neighbouring trusts
	· None

	2. Restrict choice to scanners that will fit in existing room
	· No scanner will fit in existing room without major extensions. 

· Room is landlocked. 

· Does not provide waiting / preparation space.

· Does not comply with IRR(99) regulations
	· None

	3. Create Nuclear med. Suite adjacent to MRI suite.
	· Remote from cardiology, but still within same building. 

· Necessitates reprovision of Junior doctors mess. 
	· Enables link corridor from main hospital to MRI (see below).

· Ground floor location. 

· N/M could share reception and waiting with MRI, increasing utility of that area

	5. Create N/M suite under theatre 9
	· Note: not room for both CT and NM under Th 9, This and CT alternative option 3 are mutually exclusive. 
	· There is a void beneath theatre 9 currently containing air-conditioning equipment. Slightly less convenient as corridor access has to be considered, but otherwise carries the advantages described above, without impinging on old PGME.

· Expensive option

	6. Create new NM suite elsewhere in hospital
	·  Being remote from radiology would be operationally difficult; the preferred option allows N/M shared use of radiology facilities, including staff but also expensive air conditioning units. 
	· Cost depends on location, but will not be less than preferred option.

· Advantages depend upon proximity to radiology and / or Cardiology


Phase C

Accident and Emergency X Ray room

Table A3.3.1: AE X-ray room accommodation: preferred option.

	Option
	Disadvantages
	Advantages

	Create X-ray suite in courtyard by A&E, fitted with computerised radiography 
	· None.
	· Radiographers become part of A&E MDT

· Improved A&E access

· An x-ray suite in the courtyard between proposed EAU and AE would have major advantages to emergency access, 

· Improved hospital / staff security overnight

· Improved general x-ray room capacity, supports in-patient flows, too!


Table A3.3.2 Other options for A&E room

	Option
	Disadvantages
	Advantages

	Do Nothing
	· A&E targets will not be met. 

· Breakdown, or even replacement, of an existing room will cause an unacceptable constraint on service.
	· None

	Digital x-ray room in A&E 
	· More expensive than preferred option

· Less flexible in A&E use than CR
	· Faster cycle times than CR: images ready in 5 seconds rather than 45 seconds.



	Build x-ray room in PGME
	· Lacks the MDT / New ways of working benefits of the preferred option. 

· Costs similar.
	· Improved A&E access

· Improved general x-ray room capacity, supports in-patient flows, too!


Phase D(1)

Radiology Accommodation 

Table A 3.4 Accommodation option appraisals

	Option
	Disadvantages
	Advantages



	Do Nothing
	· Fails to support increasing workload with sufficient waiting space for patients, or working space for staff. This will result in loss of staff and a very poor standard of privacy and dignity for our patients. 

· Opportunity to use vacant adjacent area, which will reduce costs, will be missed.
	· None

	Refurbish reception and provide new office accommodation in old breast screening area
	· Cost
	· Supports patient privacy and dignity.

· Supports capacity of a modern NHS radiology department 

· Supports training and development of critical ultrasound skills. This will include continued development of ultrasonographers

· Makes effective use of an old space

· Supports access (appointments desk, better reception facilities)

· Supports choice. In a town such as Bury St Edmunds, most people’s choice will be for excellence at their local hospital.


Phase D(2)

X Ray Room 5

Table A3.3.5 Room 5 Option appraisal

	Option
	Disadvantages
	Advantages

	Do nothing
	· Room 5 may well not last another month, let alone a year!  It is to be sincerely hoped that it can hang on until an A&E room is built.
	· None

	Replace Room 5 with Direct digital radiography
	· More costly than option below
	· As below, but faster cycle times (approx. 5 seconds rather than 45 seconds)

	Replace x-ray room 5, using existing CR facilities
	· Room 5 should be replaced, preferably after the A&E x-ray room alluded to above is built, to avoid a critical constraint in capacity.

· CR slower than direct digital radiography.
	· Increased x-ray room reliability

· Improved general x-ray room capacity, supports in-patient flows, too!

· A ceiling suspended tube would increase the versatility of the unit


Appendix 4

Risk Assessment

Risk assessment No: 1 – CT Scanning
	Directorate/Service: Clinical Support


Dept/Ward/Other: Radiography


Site: West Suffolk Hospital


Address: Hardwick Lane



	Assessment Date: 4th May 2004


Review Assessment Date:
5th July 2004

Assessor’s:
Nigel Beeton  

Signature of line manager:
 ……………………………..

	Description of the task or activity:   

(Nice guidelines indicate a need for CT scanning in head injuries and cervical spine injuries )

1. Failure to provide required service and support

2. Department of Health funded scanner, will not fit into existing room.



	Please identify category of people affected:  Staff  /  Patients  /  Visitors  /  Contractors

(Indicate all that apply)

Number of people affected: Significant number (4,000 patients approximately per year)


	Hazards identified:   Physical impact upon patient                                                            
Calculate the risk rating without controls in place. L X C = 20
	 Significant  consequences:
Failure in providing diagnosis for critical injuries to patients.



	What precautions exist to control the risk:   

· Present machine maintained by engineer, and monitored regularly. 

Calculate the risk rating with existing controls in place. L X C =  20

Are these arrangements satisfactory: Yes / No

	If No, What further control measures are required:  

Business plan composed, to provided CT scanning room

Calculate the risk rating with recommended control measures  L X C = 8                   

Approximate costing of introducing further controls £______                   

Expected completion date: 

	Risk rating of: Very Low (<8) / Low (8-11) / Medium (12-16) / High (>16)




Risk Assessment Form.  Version 2 (December 2003)

Risk assessment No: 2 – Nuclear Medicine
	Directorate/Service: Clinical Support


Dept/Ward/Other: Radiography


Site: West Suffolk Hospital


Address: Hardwick Lane



	Assessment Date:4th May 2004


Review Assessment Date:
5th July 2004

Assessor’s:
Nigel Beeton  

Signature of line manager:
 ……………………………..

	Description of the task or activity:  

3. Present gamma camera is increasingly unreliable and is used for cancer –critical service
4. Modern twin head cameras will not fit into existing room 

5. Existing room does not meet the Ionising Radiation Regulations(99) (risk of improvement notice)



	Please identify category of people affected:  Staff  /  Patients  /  Visitors  /  Contractors

(Indicate all that apply)

Number of people affected:  Significant number (1,000 per year)



	Hazards identified:    

                      Physical -  Radiation  

                                                                                                               
                                            -Threatening measured cancer targets

Calculate the risk rating without controls in place. L X C = 16
	Significant  consequences:
Exposure to gamma radiation causing genetic defects 

Impact upon the Trust 



	What precautions exist to control the risk:   Landing used at present is of low occupancy.  However, this would not satisfy the Health and Safety Executive. 

Calculate the risk rating with existing controls in place. L X C =16

Are these arrangements satisfactory: Yes / No

	If No, What further control measures are required:

Business plan composed, to provide NM scanning room

Calculate the risk rating with recommended control measures  L X C =  8                  

Approximate costing of introducing further controls £______                   

Expected completion date: 

	Risk rating of: Very Low (<8) / Low (8-11) / Medium (12-16) / High (>16)




Risk Assessment Form.  Version 2 (December 2003)

Risk assessment No: 3 – A & E X Ray
	Directorate/Service: Clinical Support


Dept/Ward/Other: Radiography


Site: West Suffolk Hospital


Address: Hardwick Lane



	Assessment Date: 4th May 2004


Review Assessment Date:5th July 2004


Assessor’s:
Nigel Beeton  

Signature of line manager:
 ……………………………..

	Description of the task or activity:   

Integrate Radiography into A&E- increased MD team working.  Increased radiography and hospital security and improved patient flow.  



	Please identify category of people affected:  Staff  /  Patients  /  Visitors  /  Contractors

(Indicate all that apply)

Number of people affected:  Significant  number (10,000 people)



	Hazards identified:    

                                 Psychosocial – staff working alone

                                    Physical-  Radiographers working alone in an x-ray unit remote from A&E. Out of normal hours signifies greater risk to staff which may be exposed to violence and aggression hazards                                                                
Calculate the risk rating without controls in place. L X C = 20
	 Significant  consequences:
Staff feeling isolated with no visible support.   Affects of verbal abuse on staff

Injury to body from possible physical assault.



	What precautions exist to control the risk:   Security alarms bolted to wall of x-ray room.  Linked to police station. Possible delays police response.  (Problem with location of security alarms, is that they are not located at strategic points).

Calculate the risk rating with existing controls in place. L X C = 20

Are these arrangements satisfactory: Yes / No

	If No, What further control measures are required:

Business plan composed, to provide AE x-ray room in A&E

Calculate the risk rating with recommended control measures  L X C = 12                   

Approximate costing of introducing further controls £______                   

Expected completion date: 

	Risk rating of: Very Low (<8) / Low (8-11) / Medium (12-16) / High (>16)




Risk Assessment Form.  Version 2 (December 2003)

Risk assessment No: 4 – Radiology Accommodation
	Directorate/Service: Clinical Support


Dept/Ward/Other: Radiography


Site: West Suffolk Hospital


Address: Hardwick Lane



	Assessment Date: 4th May 2004


Review Assessment Date:
5 July 2004

Assessor’s:
Nigel Beeton  

Signature of line manager:
 ……………………………..

	Description of the task or activity:   

Inadequate accommodation to provide privacy and dignity for patients laying beds along corridors. Mixture of inpatients and A&E patients.

Inadequate accommodation for clinical staff, reporting rooms for radiologists 

	Please identify category of people affected:  Staff  /  Patients  /  Visitors  /  Contractors

(Indicate all that apply)

Number of people affected:  Significant number



	Hazards identified:   

Physical – Obstructed walkways causing trip and contact hazards.

Psychosocial- Patient and family experiencing anxiety                                
Calculate the risk rating without controls in place. L X C = 15
	 Significant  consequences:
Bruises to body caused by contact from static objects. Possible fracture. 

Stress and anxiety to patient from being exposed to busy environment whilst waiting for treatment.

(This may also affect family members) 



	What precautions exist to control the risk:  None

Calculate the risk rating with existing controls in place. L X C = 15

Are these arrangements satisfactory: Yes / No

	If No, What further control measures are required:

Business plan composed, to provide new accommodation

Calculate the risk rating with recommended control measures  L X C =  3                  

Approximate costing of introducing further controls £______                   

Expected completion date: 

	Risk rating of: Very Low (<8) / Low (8-11) / Medium (12-16) / High (>16)




Risk Assessment Form.  Version 2 (December 2003

Risk assessment No: 5 – X Ray room 5 equipment
	Directorate/Service: Clinical Support


Dept/Ward/Other: Radiography


Site: West Suffolk Hospital


Address: Hardwick Lane



	Assessment Date: 4th  May 2004


Review Assessment Date:
5th July 2004

Assessor’s:
Nigel Beeton  

Signature of line manager:
 ……………………………..

	Description of the task or activity:   

Replacement  of room five- x-ray room equipment malfunctions frequently 



	Please identify category of people affected:  Staff  /  Patients  /  Visitors  /  Contractors

(Indicate all that apply)

Number of people affected:  Significant number



	Hazards identified:   Physical – failure to provide a service and meet targets

Calculate the risk rating without controls in place. L X C = 15
	 Significant  consequences:
Failure may result in funding of (£100,000) to be with held



	What precautions exist to control the risk:  
· On site engineer covers four days a week, to provide support for machine break downs

Calculate the risk rating with existing controls in place. L X C = 15

Are these arrangements satisfactory: Yes / No

	If No, What further control measures are required:

Business plan composed, to replace x-ray room

Calculate the risk rating with recommended control measures  L X C =   9                

Approximate costing of introducing further controls £______                   

Expected completion date: 

	Risk rating of: Very Low (<8) / Low (8-11) / Medium (12-16) / High (>16)




Risk Assessment Form.  Version 2 (December 2003)
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Appendix 11

Radiology SWOT Analysis

	Strengths
	Weaknesses

	· Successful recruiter, skilled and committed staff. 

· Modern MRI unit (NOF funded 2003). 

· Modernised GI imaging service (advanced practitioners, developing asst. practitioners, new fluoroscope installed 2003. 

· Up to date interventional room (1999) supports interventional and upper GI cancer treatment (e.g. ERCP). 

· Computerised radiography and PACS.

· Modern up to date breast imaging unit.

· Department has a proven track record in modernisation.
	· Much equipment is old and unreliable. Gamma camera (14 yrs) 3 x general rooms (16, 15. & 12 yrs) IVU (20 yrs), dental (25) Sudbury (30) and Thetford (35 yrs).  No increase in x-ray room capacity since 1973!

· Nuclear med is remote from main radiology, in cramped accommodation not meeting radiation legislation.

· General radiology accommodation cramped. In patients wait on beds in the corridors, and there is not enough room for consultants and advanced practitioners despite hot desking and office sharing. 

· CT scanner is 8 yrs old and increasingly unreliable.

· Hard to recruit specialist mammography and ultrasound radiographers. 

· Radiology Information System is out dated and no longer supported by supplier. 

· Absolute scarcity of breast imaging radiologists.

· MRI unit not connected internally to hospital

	Opportunities
	Threats

	· DoH Funded Multislice scanner (replacement) has now been granted. 

· NPfIT support for ongoing PACS development and RIS replacement.

· Development of advanced / assistant radiographer practitioners.

· Availability of old PGME area adjacent to radiology.

· Reduced amount of film storage required
	· Threat of closure / Improvement notice on N/M.

· Dental / orthodontic service hangs, literally, on the integrity of the filament of an x-ray tube. 

· A&E trolley wait targets poorly supported by constraints on general x-ray room capacity. 

· NICE head injury guidelines, and expected stroke service improvement targets, will place a heavy burden on cross sectional imaging such as CT.

· Risk of losing successful recruitment as a result of poor equipment / accommodation.


Table  A11.1 Radiology SWOT analysis

While this analysis clearly indicates a need for capital investment, the radiology management group are also strongly supportive of process modernisation and new ways of working. 

APPENDIX 12 

RADIOLOGY MODERNISATION HISTORY

Process improvement initiatives used by the cancer collaborative have already been applied in radiology, with success even within the constraints of the equipment and accommodation problems alluded to above:

· Nuclear medicine waiting times slashed from 30 weeks to less than four weeks following capacity analysis and new methods of appointment booking. (A major breakdown of the elderly camera would threaten this good work) A target waiting time of six weeks has been locally set.

· Modernisation of the GI imaging service, including one stop barium enema / sigmoidoscopy clinics (patients only have to go through one laxative preparation), 

· Bi-disciplinary Speech and Language Therapist / Radiographer Practitioner barium swallows for stroke analysis. 

· Advanced radiographer practitioners now largely provide the GI Imaging Service. Radiologists currently still report all studies, availability of whom is still stressing capacity somewhat, but the lead practitioner is now carrying out further education and development to ease this.

· Modernisation of the radiology portering service. All porters are now ‘imaging assistants’ and so can carry out a range of duties within radiology. This has improved in patient capacity, as we have greater staff flexibility, and has eased many of the ‘foundation’ processes in radiology, which could threaten capacity (e.g. processor quality control and maintenance, stock control, etc.)

· Similar modernisation of the radiology admin service, leading to better accessibility of patients to book their appointments over the phone (uptake around 65%) and increased flexibility of staff to meet patients needs and improve patient experience. 

· Radiology staff work hard to support initiatives such as nurse requested x-rays, which speed up the referral processes, cutting steps from these processes and, as a spin off for us, improving the quality of our referrals!

· Introduction of a 24/7 service to increase out of hours radiography availability for A&E and orthopaedic theatres, whist at the same time meeting the demands of the European Working Time Directive.

In addition to these and other initiatives, staff from the StHA modernisation team are currently working with the radiology modernisation group to find further ways to improve the service. 

Appendix 13

MRI patient image

Patient with advanced cancer from our MR scanner:


Two of the vertebrae are pretty well mush and are pressing on the spinal cord. Many of the others are quite blotchy; there's cancer in there as well. This is an excruciatingly painful condition.

This patient did not enjoy the bumps and rattles between the hospital and MRI, and clearly, with such a fragile spine, the trip did them no favours. The new ribbed carpet in the rear entrance has not helped.

We see more of these than we were expecting; we'd thought 1-2 a month when MR went in but we're actually getting 5-6 a week, and when the oncology unit is finished we can safely expect more upward pressure. We really reed a level, internal approach to MRI.
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Referral for X-ray examination


� HYPERLINK "REFERRALS.doc" ��REFERRALS.doc�





Attendance and carrying out of examination


� HYPERLINK "ATTENDANCE FOR EXAMINATION.doc" ��ATTENDANCE FOR EXAMINATION.doc�





Reporting and documentation of x-ray examination


� HYPERLINK "REPORTING.doc" ��REPORTING.doc�





Supporting Processes and Documents
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REPORTED BY RADIOLOGIST





A&E: � HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-22 A  E REPORTING POLICY.doc" ��2000-22 A  E REPORTING POLICY.doc�





Lung: � HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-24 Standard 2.4-10 Cancer on Cxr.doc" ��2000-24 Standard 2.4-10 Cancer on Cxr.doc�





Other: � HYPERLINK "..\\2001-39 Reporting.doc" ��..\2001-39 Reporting.doc�








Reported by other professional staff:





Ultrasonographers:


� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-14 Reporting by Ultrasonographers.doc" ��2000-14 Reporting by Ultrasonographers.doc�





Recall patient for further views:





� HYPERLINK "\\\\CHARLIE\\RADIOLOGY\\Radiology Policies and Procedures\\2000-08 RECALL  POLICY.doc" ��2000-08 RECALL  POLICY.doc�





PACS


Processes:





Radiographer comments on A & E films


� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-22 A  E REPORTING POLICY.doc" \l "RadiographerComments" ��2000-22 A  E REPORTING POLICY.doc - RadiographerComments�








Reported by other clinicians:





� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-05 Unreported films.doc" ��2000-05 Unreported films.doc�





From attendance page � HYPERLINK "ATTENDANCE FOR EXAMINATION.doc" ��ATTENDANCE FOR EXAMINATION.doc�








Carrying out and recording  of exposures:� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-07 Carrying out and recording of exposures.doc" ��2000-07 Carrying out and recording of exposures.doc�





Quality assurance:
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Consent for immobilisation of children





Rules for the protection of pt:� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-13 Rules for protection of patient.doc" ��2000-13 Rules for protection of patient.doc�





Reporting


� HYPERLINK "REPORTING.doc" ��REPORTING.doc�





Female of childbearing age?�HYPERLINK "\\\\CHARLIE\\RADIOLOGY\\Radiology Policies and Procedures\\2000-03 Pregnancy Risk2.doc"�� 


2000-03 Pregnancy Risk2.doc�





IMAGING PROTOCOLS


� HYPERLINK "\\\\CHARLIE\\RADIOLOGY\\Radiology Policies and Procedures\\dept protocols.doc" ��Dept protocols.doc�








CONSENT� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2001-33 Consent.doc" �� 2001-33 Consent.doc�





Practitioners and operators: � HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-02 Practitioners and Operators.doc" ��\2000-02 Practitioners and Operators.doc�





Documentation of examination:





See operational policy





Identification of patient:


� HYPERLINK "\\\\CHARLIE\\RADIOLOGY\\Radiology Policies and Procedures\\2000-01 Patient ID.doc" ��2000-01 Patient ID.doc�





ID of theatre patients:


� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2001-36 Policy for Identification.doc" ��2001-36 Policy for Identification.doc�





Chiropractors (Sudbury Only)


� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-23 CHIROPRACTIC REFERRALS.doc" ��2000-23 CHIROPRACTIC REFERRALS.doc�





Clinical Support Practitioners


� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-27 Practitioner referrals.doc" ��2000-27 Practitioner referrals.doc�





Who May refer?





� HYPERLINK "\\\\CHARLIE\\RADIOLOGY\\Radiology Policies and Procedures\\2000-11 Referrers.doc" ��2000-11 Referrers.doc�





Nurse Practitioners


� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\1996-10A A&E NURSE REQUESTED X-RAYS.doc" ��1996-10A A&E NURSE REQUESTED X-RAYS.doc�





� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2001-10B Colorectal NURSE REQUESTED X-RAYS.doc" ��2001-10B Colorectal NURSE REQUESTED X-RAYS.doc�








N/M Radiographers


� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2001-17 NM Radiographer referrals.doc" ��2001-17 NM Radiographer referrals.doc�





JUSTIFICATION


�HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-13 Rules for protection of patient.doc" \l "Justification"��2000-13 Rules for protection of patient.doc - Justification�





Referral guidelines


‘How to Make the Best Use of a deparment of Clinical radiology’


Hard Copy Only





Documentation of justification:� HYPERLINK "\\\\Charlie\\radiology\\Radiology Policies and Procedures\\2000-13 Rules for protection of patient.doc" \l "Docjust" ��2000-13 Rules for protection of patient.doc - Docjust�





Examination� HYPERLINK "ATTENDANCE FOR EXAMINATION.doc" ��ATTENDANCE FOR EXAMINATION.doc�
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