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Action plan
Key action

Coordinator for
Timescale
action

Disseminate audit findings at departmental
audit meeting

Dr D Rana

August 2015

Disseminate audit findings via CARM fair
poster

Dr D Shelton
and Dr D Rana

April 2015

What was the main matter(s) of concern this audit identified?
Reporting of EUS FNA pancreas cytology samples at CMFT is within the published figures relating
to inadequate rate, sensitivity, specificity, false-positive and false-negative rates.

Please identify the main benefit(s) to our patient, or to hospital process that are expected to
result from the action plan of this audit
Continued provision of a high quality EUS FNA pancreas cytology diagnostic service. The high
sensitivity and specificity with no false-positive cases demonstrated in this audit facilitates accurate
diagnosis for our patients and this enables major surgical resections to be undertaken based on
cytology diagnoses alone.

Will there be a re-audit?

Figure 1: Follow up of
71 solid and 55 cystic
pancreatic lesions
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were included. Panc 2, 3 and 4B were designated as
‘negative’ and Panc 4O, 5 and 6 as ‘positive’.
Results
During the audit period 126 EUS FNA pancreas
samples were received from 70 male (55.6%) and
56 female (44.4%) patients, mean age 61 years
(range 31 – 86 years). There were 71 (56.3%) solid
lesions and 55 (43.7%) cystic lesions, the cytological diagnoses of which are outlined in Table 3, with
the number of specimens assigned to each diagnostic category illustrated in Table 4. The follow up
available for each specimen is indicated in Figure 1.
All of the calculated parameters were within the
published ranges used as standards in this audit.
The false negative cases are outlined in table 7.
Sampling error is one of the possible reasons for a
false negative EUS FNA pancreas sample.
Conclusions
The EUS FNA pancreas diagnostic cytology service
provided by the Cytopathology department is of
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When will the
re-audit take
place?

A3 Project – Improving the Lung
Cancer Diagnostic Pathway

February
2017

high quality and comparable to published practice,
relating to inadequate rate, sensitivity, specificity,
false positive and false negative rates. The high
sensitivity and specificity with no false postive
cases demonstrated in this audit facilitates accurate diagnosis for our patients and this enables
major surgical resections to be undertaken based
on cytology diagnoses alone. This quality will need
to be maintained in the presence of an increasing
workload due to regional reconfiguration of the
hepatopancreatobiliary service. Consideration will
be given to the inclusion of Panc categories in cytology reports issued for these specimens, however,
this will be dependant on discussion with and acceptance of this system by the clinicians receiving
the reports. Establishment of a regional database
to include both clinical and pathological data will
allow prospective service monitoring and is to be
undertaken in conjunction with clinical teams.
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A

Dr Paul Cane

3 problem solving is a method of analysing problems in a thorough and systematic
way. A3 refers to the size of paper sheet that is used to report the analysis and
the actions arising from that analysis. The A3 allows a standardised approach to
problem solving which, if done correctly, can lead to robust and sustainable solutions to
problems rather than the empirical and more risky solutions derived from a ‘knee jerk’ or
superficial solution-generating methodology.
The lung cancer service at Guy’s and St Thomas’
(GST) Hospital receives patients for diagnosis from
a number of different sources. While a proportion
are referred by GPs on the cancer wait pathway, the
majority present with unrelated conditions and,
when CT scanned, show incidental abnormalities,
suggestive of lung cancer. Patients referred by GPs
via the two-week-wait cancer pathway are cared
for by a specialist lung cancer team and subject to
the 62-day target for diagnosis and treatment. However, patients from other sources are usually cared
for by non-specialists initially and are not subject
to the same degree of oversight until later in their
pathway, usually at the point their tumours are
diagnosed. As chair of the lung cancer MDT, I was
aware of different pathways. I had noted cases
where there seemed to be delays in the care of some
patients and was unhappy with the potential inequality of care.
I decided to make the lung cancer diagnostic
pathways the subject of my A3 project, which was
part of the excellent ‘Leading Transformational
Cultural Change’ course. At the start of 2014, we
surveyed the care of all patients diagnosed with
lung cancer in the previous year and found that patients referred by GPs were diagnosed and treated
significantly faster than those presenting from

other sources. The two root causes were, first, there
may be delays on acting on the initial abnormal
CT scan and, second, investigations may be started
by clinicians who are not lung cancer specialists
and therefore may not order the most appropriate
investigations with the required degree of urgency.
There was also no equivalent monitoring of the
progress of the non-GP patients, so it was possible
for some patients to be ‘lost’.
Our proposed solutions were to change the alert
system within radiology so a referral to the specialist lung cancer team happens whenever a CT scan
was suspicious of lung cancer, and for the cancer
waits team to be informed so the patient’s progress
could be tracked. The implementation of the solution is at present incomplete, as we encountered
resistance from the wider radiology department to
changing the alert system and also problems with
IT support for new alerts. We are now making progress with the required changes and hope the new
pathway will be working before the end of the year.
We can then repeat the survey next year to measure any differences.

www.rcpath.org
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Dr Paul Cane
Consultant Histopathologist
Guy’s and St Thomas’ NHS Foundation Trust
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Improving the Lung Cancer Diagnostic Pathway
A&E
In-patient
Out-patient

GP patients

Team Members: PC (Lead), GS = RB = BL (Chest medicine), AN = RP
(Radiology), MJ (Cancer Waits Office)
Date: Feb-Nov 2014
Define the problem (what problem are you trying to solve?)

CT Scan

The care a lung cancer patient receives depends on how they present
introducing inequality

(A)

Non-specialist
Review (B)

Specialist Review

Investigations (C)

When?

Progress status

There are multiple pathways for lung cancer patients (figure 1). Patients
referred by GPs were treated 46 days after their CT scan on average while
patients referred by other routes waited 76 days on average (Figure 2).

Design unified pathway

ALL

Sept

Complete

Modify radiology alert

AN,RP

Nov

Complete

Cancer waits team approve new pathway

MJ

Nov

Complete

New pathway to be adopted

ALL

Dec

Abnormal scans not always acted upon immediately (A), specialist team
under utilised (B), inappropriate investigations being done in some cases
(C), patients referred to the lung MDM before they are fully worked up (D) see figure 1 for location of waste in the pathway

= common
locations
for delays

Root cause analysis (what is the root cause of the problem?)
Only patients from GPs are tracked along their pathway. Not all patients are
being assessed by the lung cancer specialists in the first instance.
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Figure 2
Statistical Process Control (SPC) Chart
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Results and measures (what was your PDSA cycle, how long did you run it for, what data did you
collect before and after the change, what did you find? Be visual!
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CT Scan

Specialist
Review

We will compare the average length of pathways before and after the changes, divided according to
route of presentation. Any pathways longer than 62 days will be examined in depth to find the causes
of the delays.
Next steps (any remaining issues/problems - any further follow up required?
Monitor the workload of the lung specialist team to determine any need for extra resource, set up a
quarterly meeting to highlight and learn from examples of good and bad practice, review the policy
of following up indeterminate scans that do not require immediate investigation.

Leadership Journey

Figure 1
Existing lung cancer pathway

All patients

Action plan
Who?

Waste identified

Multidisciplinary
Meeting

A single effective lung cancer pathway utilising the specialist lung cancer team with oversight by
the cancer waits team (figure 3). A consultant upgrade will be triggered by an abnormal scan result,
all patients will be tracked by the cancer waits office and referred immediately to the specialist lung
cancer team.

Action - what, when, why, how?

All lung cancer patients receive the same standard of care by December
2014

(D)

Future state/countermeasures

Current state (what happens now? A simple, visual summary)

Goal (Specific, Measurable, Achievable, Realistic, Timely)
Investigations

Paul Cane, Consultant Histopathologist and Clinical Lead for
Lung Cancer, Guy’s and St Thomas’ Hospital

• There was little engagement from the project team at first
• Whilst acknowledging the pathway could be better the initial consensus was
that it was fine as it was.
• Team members had other priorities and preferred to use email instead of
physically meeting.
• A break-through came after data was collected and shared, finding several case
studies where care had been far from optimal.
• The need for improvement was then acknowledged, the team became
engaged and efficiently agreed solutions

Important learning points included
• It is difficult to engage a team in problem solving until everyone accepts a
significant problem exists
• Looking at individual patient experiences can be a more effective motivator
than average statistics
• Team members may be motivated for different reasons and knowing the
motivating factors is key to success

www.rcpath.org
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Investigations

Multidisciplinary
meeting

Treatment

Figure 3
New lung
cancer
pathway
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