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Summary:  
 
(1) Broad brush outline of audit process and data sources 

 
(2) Outline of Executive Summary findings 

 
(3) Summary of some of the problem areas 

 
(4) Discussion of where we may focus effort for the best return 

 
(5) Propose some potential changes with potential to affect positive change and  
 act as a basis for subsequent group discussion 

 



Name  specialty Region Name  specialty Region 

Stephen McNally Surgeon NoNCAN Vicki Save  Pathology       SCAN     

Angela Rollo            CNS                          NoSCAN Jo Bowden  palliative care          SCAN        

Asa Dahle-Smith Oncology NoSCAN Abdullah Al-Adhami Radiologist WoSCAN 

Christoph Kulli Surgeon NoSCAN Booth, Kimberley CNS WoSCAN 

Elaine Henry Gastro NoSCAN Derek Grose Oncology  WoSCAN 

Iain Tait Surgeon NoSCAN Duthie, Fraser Pathology WoSCAN 

Ishtiaq Zubairi      Oncology NoSCAN Elspeth Cowan CNS WoSCAN 

James Milburn Surgeon NoSCAN Euan Dickson Surgeon WoSCAN 

Neil Jamieson Gastro NoSCAN Lynn Kennedy CNS WoSCAN 

Sandeep Siddhi  Gastro     NoSCAN Milne, Jen CNS WoSCAN 

Umesh Basavaraju  Gastro NoSCAN Ross Carter Surgeon WoSCAN 

Walter Mweka  Oncology NoSCAN Thomson, Sarah Jane CNS WoSCAN 

Andrew Healey Surgeon SCAN White, Mark oncology Trainee WoSCAN 

Beverley Wallace Dietician SCAN Debbie Provan TCAT 

Ian Penman Gastro SCAN Fiona Brown PCS 

Jac McGhie  CNS  SCAN georgia papacleovoulou PCUK 

Lucy Wall Oncology SCAN Rachel Richardson PCUK 

Ravi Ravindran Surgeon SCAN Sarah Bell PCUK 

Karen Henderson Dietician SCAN  
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completed by secondary and  

tertiary care units 
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.. A big thank you to all involved … 



Section 1:  Diagnosis to Regional MDM Referral pathway 
   Delineation of local pathways / delays in imaging etc  
   Communication of suspicious imaging findings 
   Communication and support of patients     
   Existence of local MDM meetings  
   What local services are available  
   Communication with GP, CNS, Palliative care 
 
Section 2 - Regional MDM to initiation of treatment  
   Regional pathways  
   Duration of staging / waiting times for interventions 
   Communication of findings with patients and primary care 
 
Section 3 - Delivery of MDT proposed Treatment  
   Details of where and what is available  
   Standard regional pathways / preferred options 
   Problems with delivery of proposed care 
   Recruitment to trials / research 
 
Section 4 - Follow up, holistic care and anticipatory care provision:  
   Detail of holistic support ( CNS, dietician, psychologist, palliative care) 
   Anticipatory care planning  
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SHPBN Network  
reports Comprehensive questionnaire 

completed by secondary and  
tertiary care units 

Local audit 



Executive summary findings: 
 
Phase 1: 

(1) There is inconsistent patient referral, investigation and management pathways across Scotland,  

 

(2) Individual clinician preference can influence referral pathways leading to inconsistencies in communication 

 

(3) There are variable delays in reporting of staging investigations  

 

(4) The finding of a pancreatic lesion suspicious of pancreatic cancer are not routinely red flagged by radiology  

 to the referring clinician.   

 

(5) Most staging pathways involve sequential “imaging-report- MDT-imaging” cycles leading to protracted  

staging pathways, rather than in parallel “bundle” investigation of suspicious lesion. 



Executive summary findings: 
Phase 1: 

(1) There is inconsistency in patient referral, investigation and management pathways across Scotland,  

(2) Individual clinician preference can influence referral pathways leading to inconsistencies in communication 

(3) There are variable delays in reporting of staging investigations  

(4)The finding of a pancreatic lesion suspicious of pancreatic cancer are not routinely red flagged by radiology  

 to the referring clinician.   

(5) Most staging pathways involve sequential “imaging-report- MDT-imaging” cycles leading to protracted  

staging pathways, rather than in parallel “bundle” investigation of suspicious lesion. 

Phase 2: 

(6) MDM meetings in District General Hospitals results in dual discussion and potential delay referral to a Regional MDT. 

(7) Referral information pre MDT is inconsistent / incomplete. 

(8) Communication of outcome to patients, referring clinicians and general practitioners pre MDT is inconsistent  

 and often poor. 



Executive summary findings: (cont) 
 

(9)   Time to initiation of treatment, particularly in patients with potentially curable disease, regularly exceeds  

 62 days from referral as a result of the staging pathways  

(10) Delays in staging pathways can require repetition of outdated imaging prior to treatment 

 

 



Executive summary findings: (cont) 
 

(9) Time to initiation of treatment, particularly in patients with potentially curable disease, regularly exceeds  

 62 days from referral as a result of the staging pathways  

(10) Delays in staging pathways can require repetition of outdated imaging prior to treatment 

 

Phase 3: 

(11) Access to a full range of treatments or research trials are inconsistent across Scotland  

(12) Only ~ 50% of patients receive active treatment / < 5% get into trials the main block being resource 

 

 



Executive summary findings: (cont) 
 

(9) Time to initiation of treatment, particularly in patients with potentially curable disease, regularly exceeds  

 62 days from referral as a result of the staging pathways  

(10) Delays in staging pathways can require repetition of outdated imaging prior to treatment 

 

Phase 3: 

(11) Access to a full range of treatments or research trials are inconsistent across Scotland  

(12) Only ~ 50% of patients receive active treatment / < 5% get into trials the main block being resource 

 

Phase 4: 

(13) Significant specialist nurse time is taken up organising staging investigations/ administrating MDTs rather  

 than maximising direct patient contact.  

(14) There is variable CNS, community palliative care, dietetic, and psychological support and less than required 

(15) Universally limited best supportive care resource / community access to support 

 



Problem areas: 
 
 Surgery:  Time between  decision and surgery between 2-6 weeks 
   18 surgeons performing pancreatic resection in 5 sites 
   Problems:  High surgeon / volume number 
    
 Chemotherapy: Variability of access to regimes across regions 
   consolidation CRT in Glasgow and Aberdeen 
   central belt (Forth / Lanarkshire pathway for surgery / oncology inconsistent 
   Problems:  Inconsistent pathways 
     Low trial recruitment / deterioration in performance status 
 
 Provision of endoscopic , percutaneous or interventional radiological services.:    
   Intermittent availability for palliation of jaundice 
   Not always 24hr IR cover in some hospitals  
   Radiological ablative techniques( RFA, Microwave, IRE) not routinely available  
   Problems:  MDT communication problems and intermittent availability 
 
 Palliative care: Poor communication with patients during and after staging process 
   Symptom control ( esp. non active treatment patients ) poor 
   deterioration in performance status during assessment and treatment 
   Problems: Late referral to palliative care services 
     communication sporadic 



… is it time for change? 



… but what to change? 





Primary / DGH care 

DGH  / Regional care  

Regional HPB Units   

Number of  
patients  

Place of treatment 



Number of  
patients  

Primary / DGH care 

DGH  / Regional care  

Regional HPB Units   

Human nature for specialists to focus on their own practice  

Even big improvements within a small number of patients will have a small overall 5YS effect 



Best Supportive 
care  

Chemotherapy 

Surgical treatment 
+/- CXT 

Number of  
patients  

Even a small improvement in every patients will have a significant overall 5YS effect 

Need to focus on aspects of management which affect everyone  
(optimizing the assessment/ staging phase)  



Everyone doing their best, but…. 
 



Presentation  

CT raising suspicion 
of PDAC 

Local MDM  

Referral to regional 
MDM  

Further serial 
staging 

investigation 

Local imaging and 
staging   

Regional MDM  
discussion and 

decision 

>1  month 

Procrastinated referral / investigation period  
 
Deteriorating performance status  
 often limits options 
 
Reduced nutritional intake 
 
Poor symptom control 
 
Depression and reduced activity 
 
Patient isolation/limited communication 
during staging process 

Repeat outdated  
investigations  



So what can we do to improve early management? 

Avoid delays in responding to positive investigations (e.g. USOC on CT) 

 

 

 

 



Delays in reacting to positive radiological findings : 

Communication. … Flagging up suspicious radiology 

 

Standard 2  
It is the responsibility of the radiologist to produce  
reports as quickly and efficiently as possible, and to  
flag reports when they feel a fail-safe alert is required.  
 
 
But who / how to flag reports …. 
 
 ..need a mechanism to facilitate alert notification 
 



So what can we do to improve early management? 

Avoid delays in responding to positive investigations (e.g. USOC on CT) 

 

Streamline the referral process 

 

 

 

 



Streamline the referral process: 
 

Communication. … Consistent referral process and pathway 
 

Standardised referral forms  
with automated email alerts 
 
Rationalise referral pathways  
 
Pathway variability disassociates 
patients from the CNS network 



So what can we do to improve early management? 

Avoid delays in responding to positive investigations (e.g. USOC on CT) 

 

Streamline the referral process 

 

Prevent deterioration of performance status during assessment prior to initiation of 
treatment 

 

 

 

 



FEED study: ( Fish-oil ONS, enzymes (PERT), Exercise and Diet) 
Ms Oonagh Griffin, Professor Kevin Conlon and Professor Justin Geoghegan, Dublin 

• Study of Intensive nutrition and exercise supportive care during neoadjuvant CXT 

 

Body composition Physical activity Health related  
Quality of life 

Conclusion: 
Maintenance of performance status, weight and quality of life is possible  
during staging and treatment through early holistic education and intervention 



So what can we do to improve early management? 

Avoid delays in responding to positive investigations (e.g. USOC on CT) 

 

Streamline the referral process 

 

Prevent deterioration of performance status during assessment prior to initiation of 
treatment 

 

Improve communication between all stakeholders from the point of initial referral  

 

 

 

 



The Key Worker : 

Nominated local (likely CNS) individual to act as a fulcrum and point of 
contact to: 
 
(1) Explain investigations and staging process ( and that it may NOT be 

cancer) 
(2) Initiate early holistic BSC, symptom control, nutritional and exercise plan 
(3) Liaise with the local DGH re interventions  
(4) Introduce concepts of trials if appropriate 
(5) Liaise with primary care  
(6) Liaise with palliative care  
(7) Feed back to Network as patients advocate re “wishes” 

 
 
 

Hi…I just  
want to make sure you know  

what happening 

It’s the “not knowing” 
 is the worst bit 



So what can we do to improve early management? 

Avoid delays in responding to positive investigations (e.g. USOC on CT) 

 

Streamline the referral process 

 

Prevent deterioration of performance status during assessment prior to initiation of 
treatment 

 

Improve communication between all stakeholders from initial referral  

 

Increase numbers receiving active treatment and trial recruitment through all of 
above 

 

 



Proposals: things to stop…. 

Discontinue discussion of pancreatic cancer patients in local MDTs with 
direct regional referral, saving time and potentially resource. 

 

Agree consistency of Health Board referral pathways regardless of stage 
of disease ( e.g. Forth and Lanarkshire) 

 

Identify where CNS time is taken up by administration tasks  



What do we need? 
 
Willingness to change… 
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Willingness to change… 
 
Streamline pathways  
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Presentation  
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Referral to regional 
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investigation 
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Regional MDM  
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Streamline pathways 



What do we need? 
 
Willingness to change… 
 
Streamline pathways  
 
Establish a “Managed Care Network” focused on addressing 
care delivery 
 
Central registration (SHPBN) of USOCs and referrals to act as a 
hub for communication 

 
 
 



Presentation  

CT raising suspicion 
of PDAC 

Referral to regional 
MDM  for vetting 

parallel staging 
investigation 

Alert notification of 
USOC 

Regional MDM  
discussion and 

decision 

SHPBN central 
office 

Notify local team to 
expedite referral  

Notification of 
investigation/ 

management plan 

Notification of 
investigation/ 

management plan 

Central registration of USOCs and referrals … 

Single email address for USOCs to initiate alert 
 
Communication with  
 (a) requesting team  
 (b) encourage urgent MDM referral 
 
Identify possible local “key worker” 
 
Establish a patient specific communication network 
 
Facilitate accurate QPI data  
 
 



What do we need? 
 
Willingness to change… 
 
Streamline pathways  
 
Establish a “Managed Care Network” focused on addressing 
care delivery 
 
Central registration (SHPBN) of USOCs and referrals to act as a 
hub for communication 
 
Formalisation of CNS network 

 
 



Presentation  

CT raising suspicion 
of PDAC 

Referral to regional 
MDM for vetting 

parallel staging 
investigation 

Alert notification of 
USOC 

Regional MDM  
discussion and 

decision 

SHPBN central 
office 

Notify local team to 
expedite referral  

Identify a key individual to accompany 
And assist the patient/family through the  
Investigation  / staging and treatment process 
 
Initiate holistic BSC  
 
Discuss the investigation plan  
 
Answer questions  
 
Explain MDM treatment options  
 
Communicate with local teams / primary care  

Notification of 
investigation/ 

management plan 

Notification of 
investigation/ 

management plan 

Communication , communication, communication… the key worker 



What do we need? 
 
 
Willingness to change… 
 
 
    …are you ? 
 
 
 
 
 



2020 QPI’s 

QPI 6 – Radiological Diagnosis of Pancreatic, Duodenal or Biliary Tract Cancer 
 
QPI 7 – Pathological Diagnosis of Pancreatic, Duodenal or Biliary Tract Cancer 
 
QPI 10 – Lymph Node Yield  
 
QPI 11 – 30 and 90 Day Mortality After Surgical Resection for Pancreatic, Duodenal or Distal Biliary 
Tract Cancer  
 
QPI 12 – Volume of Cases per Centre/Surgeon  
 
QPI 13 – Clinical Trial and Research Study Access    
 
QPI 14 - 30 Day Mortality following Systemic Anti-Cancer Therapy (SACT)   
 
QPI 15 – Access to Palliative Systemic Therapy for Pancreatic Cancer 
 


