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Presentation Outline Humbermma.th

Partnership

« Background to FDS

» Best timed pathways

 Where we are with meeting targets
* Sonographers led services in FDS

 Some Hull examples
« Urology — haematuria, prostate, testicular Ca
* QOvarian Ca



Two week wait

« Consultation with specialist within
14 days of referral
* Could be in person or
telephone

* 93% target
* 83% in Yorkshire
* 75% in the rest of England




Problems

1. Onward referrals - Had to wait significant
amounts of time for onward investigations,
therefore had to wait longer to have cancer
diagnosed or excluded

2. Treatment delays — wait time for results or
having different tests on different days

3. No room for innovation — forgoing
sophisticated tests to meet the targets

GLASBEZOEN

“I want you to find a bold and innovative way

to do everything exactly the same way
it’s been done for 25 years!”



ldea of FDS first floated In
2015



Too interested in the cinema?

THE FORCE AWAKENS

MBERTNEIAY R

PART 2



Personally | think apple are to
blame...




2018 — Best Timed Pathways

Outline best evidence structure and timing of various tumour specific pathways to meet FDS




Example..

Prostate cancer - 28-day best practice timed pathway for prostate cancer diagnosis
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Urgent GP e Clinical triageg' A Straight to = Prostate = Further - Mot — Outpatient clinic;
referral’ Based on local mpMRI before biopsy investigations Discuss treatment
Including protocol biopsy (by day 9) ’ (if required for options and F'ersnnallsgd
locally Men with UTI/ staging) care and support plan with
mandated positive MSU to ﬂ”;;"ggtﬁigz;ﬁ?ﬁﬁ
: _— be informed and M il star g ;
information referred to non- ORI CE R and
cancer routine support
pathway
Patient = Patient == Cancer likely/diagnosed T
information information Clinic review:
Provided in Pr::vi:lad_in Communication with patientand discussion with CNS. Record FDS
primary care' CGI"IEI..IHETID:I or when patient is informed that they have cancer’
OPAJclinic OR

No suspicious lesions repo rted’ or negative hiupsy:g
Cancer ruled out and communication with patient
Patient informed; referred to other secondary care service if possible.

Record FDS when patient informed that cancer has been excluded®

Thisisa
straight to test
pathway
using MpMRI.
The 21-day
pathway
should be
used when an
immediate
MR is not
required or is
conltra-
indicated.



FDS Hard Launch 2021

« 2-week-wait for first appointment removed as
NHS initiatives with Faster Diagnostic
Standards Pathways.

* Nine previous performance targets streamlined
into three key performance indicators

« Standard ensures patients will be diagnosed
with, or have cancer ruled out, within 28 days
of being referred urgently by their GP for
suspected cancer.




3 Key Performance Indicators

28 Days Faster
Diagnosis Standard

Diagnosis/Exclusion
of cancer by 28 days
of referral (80%)
(Prev 75%)

31 Day Treatment
Standard

Start treatment within
31 days of a decision
to treat (96%)

62 Day Treatment
Standard

Commence
treatment within
62 days of being

referred (85%)




Prostate cancer - 28-day best practice timed pathwa ancar diagnosis

oyom

Patient information

Lozal diagnostic centre

Urgent GP - Clinical triageg' 'I*/Etralght to S Prostate +® Further = MDT " — Qutpatient clinic;
referral’ Based on local mpMRI before ||) biopsy investigations Discuss treatment
Including protocol \ biopsy (by day 9) . (if required for options and F'ersnnallsgd
locally Men with UTI/ \/ staging) care and support plan with
mandated positive MSU to ﬂ”;;ngl;‘;i:z;ﬂ?ﬁﬁ
: _— be informed and M il i ;
information referred to non- Pkt ‘:E’""‘Sﬂm" and
cancer routine support
pathway
Patient = Patient = Cancer likely/diagnosed  a
information information Clinic raview:
Provided in F'ruvil:lad_in Communication with patientand discussion with CNS. Record FDS
primary care' mnsultatm: or when patient is informed that they have cancer
OPA/clinic OR
No suspicious lesions repo rted’ or negative hiupsy:g
Cancer ruled out and communication with patient
Patient informed; referred to other secondary care service if possible,
Record FDS when patient informed that cancer has been excluded®

Thisisa
straight to test
pathway
using MpMRI.
The 21-day
pathway
should be
used when an
immediate
MR is not
required or is
conltra-
indicated.



Bladder best practice timed pathws

N

Day 0

Local diagnostic centre Specialist diagnostic centre

Urgent GP =P cinico u-iagu‘J'L

= TURET / Bladder Biopsy (reported within 7 calendar =t If low risk non-musce

If wisible haematuria: Haematuria one-sto i -
slectronic by suitably P days). Followed by CT of chest (if muscle invasive / nvasive bladder
referral '-r'-'s'“% experienced advanced / metastatic bladder cancer and not yet done). cancer, may remain in
NG12 criteria) member of In centres with capacity to follow an imaging guided local MDT, for all
Including a urclogy computed tomography including pathway and sMDT agreement, if muscle invasive disease others electronically
minimum multi- urography (CT-U) during the initial ' suspected at diagnostic flexible cystoscopy, arrange refer:[t?ﬂspucmlmt
G| dataset disciplinary patients with haematuria. urgent MRI of bladder” Mot and
- {including team. specialist clinic
M| Bloods)’ Bloads, - appointment
= including DRE perform CT Urography in selected cases | | - - _
E Non-Visible for visible &.0. — tumours located in the trigone, multiple- If suspected upper urinary tract ur::-EI:ellal carcinoma
s Hematuria' haematuria in or high-risk tumours. electronically refer directly to sMDT Bladder cancer
o ;";Eﬁgdf}?lt AND If suspicion of upper tract urothelial tumour: cllnic with histology
- . : ) _ results
E Secondary pnmary care. Flexible Cystoscopy (can be omitted if Consider Umtnrnranmm:py +/- Biopsy if diagnostic
2 care Offer PSA if straight to TURBT).® uncertainty on imaging
m abnomal DRE | mmmem—m—m—m——l
Presenting Ensure histological diagnosis if patient fit for treatment (TUR biopsies or AMND
with biopsies from metastasis) AND complete staging investigations (CT of sMDT
metastatic chest, abdomen and pelvis post contrast). Local diagnostic planning
v|:|i1m~ai|m1 meeting / streamlined MDT. Refer approprate cases directly to Ell.lll:!T.“I
Discuss treatment
options and
c Patient Patient = Cancer likely | diagnosed Personalized Care
"B information information / and Support Plan with
] signposting o _ ) ) ) 12 o MDT input; assess
£ Provided in Clinic review, Communication with patient and discussion with CNS . Record FDS when patient is fitness +/- pre-op
'E i 1 Provided in informed that they have cancer OR assessment; Patient
- pnmary care . optimization and
5 consultation or \ suppo 2
E DF’AE Cancer ruled out and communication with patient




Renal best practice timed path

Day 0

Frimary care Local diagnostic centre Specialist diagnostic centre

v -
Urgent GP lCIlnk:al 4 If visible a. Haematuria o J-Eanal diagnostic planning Isurgh:al renal cancer outpatient
* nic Use renal and bladder ultrasound and / or
computed tomography including urography (CT-

elactronic tria meeting / streamlined MDT clinic
referral {using e
MG12 n::rim‘.ﬂn'al}1 by suitably L) during the initial work-up in patients with
Including a experienced haematuria. Bloods requested if not done at point
minimum dataset member of rral i.e. eGFR. All patients with suspected kidney Discuss treatment options and
['”Cl'-'d'”g urclogy cancer on cross-sectional imaging Personalized Care and Support Plan
Bloods) Patients found to have a renal mass on ulirasound (not ultrasound scan) should be with MDT input; assess fitness +/-
Non-Visible mutti- should have contrast enhanced CT chest, abdo, pelvis referred to the Uro-Oncology pre-op assessment, Patient
Hematuria disciplinary if eGFR allows. Mot optimization and support

team

If upper tract urcthelial tumours suspected perform CT
Referral of Bloods, Urography if excretory-phase imaging not already Consider percutaneous biopsy of Consider percutaneous biopsy of
incidentally performed and eGFR allows

diagnosed renal Ws :’;IEFI:',HEE tor renal mass renal mass if not already undertaken
mass’ (GP visible Contrast enhanced CT of chest, abdomen and
secondary care haematuria in ™ pelvis if patient appropriate for active treatment and
e-refemral ) males if not eGFR allows.
provided in
primary care.

Secondary care Ensure histological diagnosis if patient fit for treatment AND complete staging

nvestigations (Contrast enhanced CT chest, abdomen and pelvis if @GFR allows).

Presenting with

metastatic 1841
disease Local diagnostic planning meeting / streamlined MDT
Patient LPatinnt Lﬂnncur likely | diagnosed
information information
. . - . 12
Provided in Provided in Climic review, Communication with patient and discussion with CNS .

consultation or
B

primary care’ s
OPA R Cancer ruled out and communication with patient
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Testicular
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Primary Care

Specialist diagnostic centre

Urgent Primary “’L‘:Iinical

%ﬂcular one-stop clinic

M Patients pres&nting

Carae triagu' Clinical assessment, us’ {if nod done already) and with metastatic
electronic Bloods (FBC, USE’s, LFT and AFP, bHCG and Patient informed if for inguinal orchidectomy || di5€ase consider
referral ) and surgery completed Supra-regional MDT
(following NG12 by suitably A ' review
teri 1 experienced
criteria) member of (with hot reporting if Discuss treatment options and Personalized AND
urclogy multi- available), if elevated markers or high-level sy "are and Support Plan with MDT input, assess
disciplina suspicion of metastatic disease fitness +/- pre-op assessment, Patient
ry
team. preservation where available. oolimization and susoort Regional testis
Including a For small testicular masses which are L PP cancer clinic
mininnusn indeterminate, where lesions are noted with appointment
2 infertility, bilateral tumours, or tumours in a single (including outreach if
dataset testis should be referred to supra regional MDT. provided)
(including
Eluurl::n-:hi]-z 16-24-year-olds should be referred to Teenage and
Young Adults Service.
Offer sperm storage, request blood tests as "™ Fertility Clinic
required by ferility clinic. Provide sperm.
Patient mFatiant ml:annar likely ! diagnosed
imformation information
Clinic review; Communication with patient and discussion with CNS. Record FDS when patient is informed that they have
F’r.{mded o ;ﬁlﬁdﬁg‘n or cancer.” Discuss treatment options and Personalized Care and Support Plan with MDT input: assess fitness +/- pre-op
primary care 5 assessment; Patient optimization and L='.up:n;:u:'nrt_12

OPA

DR Cancer ruled out and communication with patinntu




Gynaecology

specialist Diagnostic Centre

Pelvic
examination /
vaginal
speculum and
Urgent pelvic
ultrasound /

k|
CT if available
and appropriate
based on NG12
and Ovarian
MICE guidelines.
Urgent referral
1

Including
minimum datasat
2

whb Clinical triage
3

by suitably
experienced
clinician
Dutpatient
appointment by
day 5 if mot
suitable for
straight to one-

stop clinic or CT
4

-u-b ht to one-stop clinic (Ultr

/| Transvaginal Ultrasound if not carri
same day hot reporting followed by
Clinical Examination andfor

out in Primary Care with

y (by day 12 if not camied out in
same day clin booking of MRI, if indeterminate US,
significant clinical suspicion of lower genital tract cancer or biopsy
indicating endometnal cancer or ulenne sarcoma (may require 7 days

B
batween biopsy and MRI)

mis

A’ Straight to one-stop clinic (Blopsy led)
Clinical Examination and

T
Blopsy, il visually suspicious lesions of lower genital tract followed
by booking of MRI, if indeterminate LS, significant clinical suspicion
of lower genital tract cancer or biopsy indicaling endometrial cancer

or uterineg sarcoma

4+

GA Hysteroscopy [
Biopsy if LA not
possible in one-stop
clinic
Triage of cases to
local or specialist
MDTs using agreed
standard of care
pathways to minimise
MDT discussions

12
required
Pre-booked MRI carried

B
out

& For endometrial cancer [ uterine sarcoma:

11
Thorax / Abdominopelvic CT  for higher
risk (high grade histology results) if not carried
out in straight to CT clinic and/or

12
Specialist MDT, if required and

10
Formulation of management plan

—II' For cervical / vaginal / vulval cancer:

Chest Abdominopelvic CT

for assessing lymphadenopathy or

PET-CT for higher risk (1b1 and above staging
results ) andior

12
Specialist MDT, if required and
10
Formulation of management plan

-+

8
Straight to CT and
Tumour markers CEA and CA19-9, and clotting

For significant risk of localised ovarian cancer: Formulation of
10 12
management plan and discuss at MDT  in line with agreed protocols

12
For advanced ovarian cancer: MDT  to discuss approach to biopsy
T

including image guided or laparoscopic, followed by Biopsy

Patient
information
Provided in

1
primary care

b Patient

information
Provided in
consultation or
OPA / one-slop

-3
clinlc

OR

10
informed they have cancer.

Cancer diagnosed; Outpatient Clinic and communication to patient Record FDS if patient is
Discussion with CNS and spedialist MDT input, discuss treatment

JIL’It.':mmuavr ruled out and communication to patient; Record FDS if patient informed that cancer has
10
been excluded. Referred to other secondary care service, RDC or discharge

options, subject lo staging testing being reporied; Personalised Care and Support Plan discussion

'u’ﬂl:mﬂrmaﬁun of treatment plan and
Ongoing Personalised Care and
Support Plan discussion with patient
10




Need for speed?

PRESSURE




S

Figure 3: deaths from cancer (per 100,000 inhabitants), OECD countries, 2020 Ith
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Figure 7: most common causes of death as a proportion of all deaths, 2024, England m
r Health
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5 year survival

significantly
iIncreased at
early stage

Cancer survival by stage at diagnosis
Proportion of people surviving their cancer for five years or more

Diagnosed at earliest stage

O

A060G0

|

Around 6 in 10

Prostate

All

Earliest stage = stage 1; istest stage = stage 4

Data for Lng bowel and breast cancer is age-standardised net survival for adults
(aged 15 to 99 years) in England in 2015-2019 followed up to 2020. Data for
prostate cancer is age-standardised net survival for adults (aged 15 to 99 years) in
England in 2013- 2017 followed up to 2018, Breast cancer data is for females only
Source: Cancer survival in England NHS Digital 2022

cruk.org
Together we will beat cancer

Diagnosed at latest stage
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Figure 9: proportion of rapid cancer registrations (RCRD) and full cancer

registrations (NCRD) diagnosed at stage 1 and 2, January 2013 to September 2025,
England

Early dlagnOSIS rates In —Monthly RCRD ——12-month rolling RCRD ——Quarterly NCRD
2024 and 2025 have been 6o%

at their highest ever level. o

Around 10,000 more people 5%

diagnosed at stages 1 and

2 since FDS became a o

performance target
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Screemng GP referral Emergency presentatlon Other route
Route Produced by the National Disease Registration Service.
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FDS Performance for Suspected urological cancer (excluding

testicular) by End Reason
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https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2025/09/CWT-FDS-Statistics-on-End-Reason.pdf
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2025/09/CWT-FDS-Statistics-on-End-Reason.pdf

Can we do more?




Sonographer led services

I:nDoSur trust sonographers play a key role in achieving

Sonographer role extension has been an underpinning
art of the expansion of radiology services for over
hree decades.

V\l[il?ely supported by radiologists and referring clinicians
alike.

Evidence suggests the¥f can provide holistic care, cut
waiting times, ease staff pressures and increase job

satisfaction.




Considerations

« Education and Training for your staff/team
 Protocols for training and competent sonographers
* Who will be the clinical lead and gold standard?

« Safety Considerations — written consent required etc.
* Are PGDs required?

« Patients Journey through the system
« Patient Information Leaflets

« Audit






Sonographer led services Hull

« Rapid Diagnostic Service
 Haematuria

* Prostate cancer
 Testicular cancer

» Ovarian cancer

* HCC (in development)




Hull urology cancer performance Sept 23 — Sept 24

Diagnosis or cancer ruled out within 28 days of referral
53.8% (75%) informed by day 28

One month (31-day) wait from diagnosis to first definitive treatment:
71.6% (96%) of people treated for urological cancers began first definitive
treatment within 31 days of receiving their diagnosis

Two month (62-day) wait from urgent referral to first definitive treatment:
35.8% (85%) of people treated for urological cancers received first definitive
treatment within 62 days of being referred

.......




Haematuria




Haematuria — Traditional Pathway NHS

Humber Health

Partnership

Various route referral into urology

Urology GIRFT One stop clinic — ultrasound &
recommended pathway* cystoscopy*

60% were found to be normal

40% were having a CT examination, | High risk patients have additional
regardless of the ultrasound findings CT Urogram

Long waits to enter clinics to find out i Return for CT staging if bladder
treatment options cancer found

6% cancer detection rate on whole pathway



One-stop US imaging capacity

I T
Potential capacity 26 312

Lists cancelled by Urology 5 60 These spaces were back filled
Lists not filled but ultrasound ! 48 Some slots backfilled by

not informed ultrasound when became
aware no clinic patients
booked- This is dependent on

clerical staff being available to
contact patients by phone.

Actual slots used by Urology 17 204

Patients booked 134
Patients attended 101

% potential capacity used 32.3%



Rt Kidney

Traditional one stop

Actually, is the ultrasound needed?

And is a one stop the right way forward?




Perform U&E in all patients at time of referral. Referrals with test not placed will be rejected.
Perform PSA if applicable, and with informed consent

Microscopic haematuria (non-visible)

Either AND loin Macroscopic haematuria (visible)

(Defined as at least x2 or more positive dipstick, not trace)

pain
Age < 60 &/OR v . il {
First proven Age <40 Age > 40 and < 60 Age 2 60 AND Age > 45 Age < 45
uTI AND 2 2 > 2 occasions of LUTS
&/or occasions of micro-haematuria +/- &/or
< 2 occasions micro- UTI 2 2 occasion of
of micro- haematuria haematuria
haematuria or
trace only
High risk pathway. Imaging prioritised
¥ - ' {
No Referral to v = = - Ul d
investigation nephrology. *Ultrasound *Ultrasound **CT Urogram Ultrasoun
required Urology not
indicated
I Y

*Initial imaging *** Cystoscopy & consultation
performed by day 10
from referral into
pathway

**Report required by
day 15

¥¥* Cystoscopy &
consultation performed
at day 16 -28 post
referral

**CT Thorax / CT TAP / alternative imaging if
pathology identified at CT /USS

Y v

Normal - Discharged Abnormal — decision to treat

g v
FDS Clock stopped




Haematuria — NeW Pathway Humber Health

Partnership

Cystoscopy arranged at

same time as first Imaging Decision to
consultation in urology arranged prior to treat/decision to
One route into cystoscopy discharge given at
urology This date then placed onto allowing time for cystoscopy
Haematuria DOS radiology request reporting appointment

FDS pre pathway changes
Referral - patient informed of results = 65 day average

FDS post pathway changes
Referral - patient informed of results = 25 day average



Suspected Prostate Cancer

.
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NHS

Humber Health

Partnership

Sonographer role in PCa pathway

MRI Results Consent and Monitor result Add outcome;
and performs fusion return and inform pt /

counselling guided biopsy review inform urology




Prostate
Outcomes

» Histology results emailed
to prostate trackers

» Prostate trackers contact
sonographer who
performed biopsy

« Sonographer reviews
histology, places outcome
onto report & informs
patient if benign

« Qutcome emailed to
urology & trackers

« Clock stopped if benign.
MDT discussion if
abnormal

RPP 2

0]1] (o] (- Wl Benign disease
RPP 3
Outcome 3

RPP 4
Outcome 4

RPP1 Prostate Cancer

Outcome1

Clinically significant

Disparity between
MRI and biopsy. ie
PIRADS 4 and 5 on
MRI

Clinically insignificant
Benign disease.
(Includes low grade
PIN, acute
inflammation and
prostatitis)

Code

Gleason 3+3 and MDT discussion or clinical

above

High Grade PIN,
ASAP

High Grade PIN,
ASAP or benign
disease

review

Not for MDT but follow up in
urology.

Sonographer contacts patient
with results. Contact recorded
and 2ww clock stopped

MDT Discussion required

Sonographer contacts patient
with results. Contact recorded
and 2ww clock stopped

Not for MDT. Sonographer
contacts patient with results.
Contact recorded and 2ww clock
stopped.



Prostate Summary

FDS pre pathway changes
Referral - patient informed of results
48 day average if positive
69 day average if benign

FDS post pathway changes
Referral - patient informed of results = 27 day average



Prostate cancer performance

Diagnosis or cancer ruled out within 28 days of referral
88.1% (80%) informed by day 28

One month (31-day) wait from diagnosis to first definitive
treatment:

80.9% (96%) of people treated for urological cancers began first
definitive treatment within 31 days of receiving their diagnosis

Two month (62-day) wait from urgent referral to first definitive
treatment:

68.1% (85%) of people treated for urological cancers received first
definitive treatment within 62 days of being referred



Suspected Testicular Cancer




NHS

Humber Health

Partnership

GP Pathway

: Man waits & Man ‘fesses Man gets Referral
M?Sr::mds . hopes it will up and goes » referred for . details are
P go away to GP scan questionable
Man gets Man has
Surgery Man gets Man goes :
referred to scan. It’s
planned ‘ seen ‘ urology ‘ back to GP abnormal

Pathway ~ 66 days




Urology Pathway

Man finds lump

Surgery planned

~

Man is sensible &

goes to GP
J
(" )
Man goes back to
see lovely
urologist
\ J

«

GP Sensible.
Man gets referred
to urology

Urologist is nice,
sonographers like
him

\ 4

Man has scan.
It's abnormal

Patient has scan
same day

Common referral to treatment pathway




Pathway considerations:

* Direct to urology is clinician and patient dependent

* Clinical information on US referral triage
* Routine — 42 days (or more)
« Urgent <7 days

 Alert of US report; does it get read?

« Sonographers commonly faced with giving bad news



Referrals from Primary

Flow Chart for Management of Incidental Significant and/or complex Scrotal
Pathology

Patient scanned as per local guidelines

e ¥ "

Mormal or non- . Lo Other complex
Serious or complex findings

complex findings findines
. & s New intra-testicular solid mass .
s New intra-testicular cyst > 10mm & distant rete testis
* Complex epididymo-orchitis +
* Unresolved epididymitis after over 6 week's antibiotics
BeposbibaSh * Suspicion of acute testicular trauma Report and
reguest
¥ second
Inform patient of concerns and explain urgent referral to urology opinion from
o _ is required. N 3 Radiologist/
Give information leaflet and ask to wait in waiting room
Consultant
N\ v sonographer
IP, ED and OP with Write ultrasound report stating
direct referral from onward referral to Urology,
the clinic are Yellow 1and GP alert added. -
sl e 7 GP and routine OP
referrals are
pathway Complete Urology Day Unit onward referral form,
F_J L o ) included on this
' savein Scrotal One Stop Service file on Y-Drive, as
/I / pathway
surname, and HEY number
F 4
8am-6pm Mon- Friday. 8am-4pm Saturday 4-6pm Saturday or anytime Sunday
| I
v ' |
Patient can is willing to attend Patient is unwilling to

Urology appointment the same day attend Urclogy same day



NHS

Humber Health

Testicular cancer pathway summary et

* Motivator: Unnecessary steps & delays in GP pathway

« Concern: patients having verbal results but delays in accessing
GP appointments for discussion & onward referrals

» Solution: sonographer led onward referral process

* Result: Quicker access to management and support for
patients



Case 2: 37 y/o. GP referral. Hard lump. Urgent scan at triage

A - - et — g T
Right 7 |
- (0.
- — -
i11L:
d8
24 {
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G.
DR:
A
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- .
— — .do » =
— e - —— - — - -
) —il = » Ty
- - = . o .
- \: ~ ‘- - o. - =
—~% — —— ) RightT&‘st_w,&“f.

Mixed germ cell tumour

Referred from GP 13/10/2025.
Scan, sonographer direct
referred to urology day unit &
patient seen 14/10/25,
orchidectomy 25/10/2025

Total scan to treatment — 12 days

11111

,,,,,,



Suspected Ovarian Cancer

\ |
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DON'T
OVARY-ACT!




Breast

Lung
Bowel
Uterus

Skin Cancer

Ovary Survival Survival Survival
10,000 20,000 30,000 40,000 50,000 0,000

35% 76% /8%

O O O

|] |\ I\

Survive ovarian _ Survive prostate
cancer for 10 or more Survive breast cancer cancer for 10 or more
years, 20132017,  [or 10.0rmore years.  years 9013-2017,

England 2013-2017, England England



Suspected Ovarian Cancer — IOTA Simple Rules

When the simple

conclusive in

approximately 75%
of adnexal masses

(for
malignant/benign

: '.#

_

25% indeterminate

Unable to determine
tumour subtype




ADNEX

Diagnostic risk prediction model Clinical Predictors:

3 clinical predictors

« Age (years)
6 ultrasound predictors

« Serum CA-125 (U/mL)
Estimates the risk of five tumour types

* Benign * Type of centre to which the
* Borderline - patient has been referred for
» Stage | primary invasive ultrasound examination (i.e.
- Stage II-IV oncology centre).

Metastatic



Ultrasound Predictors

Maximal diameter of the lesion (mm) Number of papillary projections




Maximum diameter of solid tissue

Ascites




Presence of more than 10 cyst
locules Acoustic shadows




How it looks:

Age

Oncology center

Is your center a tertiary referral center with a specific
gynecological unit?

Maximal diameter of the lesion

Largest of the diameters measured in three perpendicular
planes

Maximal diameter of the largest solid part

Mote: The maximal diameter of the largest solid part can
never be larger than the maximal diameter of the lesion.

Cyst locules

Is the lesion multilocular or multilocular-solid with more
than 10 cystic locules that are separated by septa?

Number of papillations (papillary projections)

Papillations must be at least 3 mm. Note: If papillations
are present the maximum diameter of the largest solid
part cannot be 0!

Acoustic shadow present

Presence of acoustic shadows is defined as loss of an
acoustic echo behind a sound-absorbing structure

Ascites present

Is there ascites outside the pelvis present?

Serum CA-125
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Pilot AIms:

« Performance compared to histology?

» Performance compared to MRI?
Could MRI capacity could be relieved with its implementation?
Could it help support FDS?

Step down indeterminate lesions that were benign
Escalate sinister masses




Histology findings
FIGO 2B

Results

Benign
Borderline Borderline
FIGO 1C
FIGO 1C
Cystadenoma Cystadenoma
FIGO 2A
Cystadenoma Cystadenoma
Cystadenoma Cystadenoma

FIGO 3C2 Peritoneal, ovarian and omental involvement
FIGO 2B

Cystadenoma

Borderline

Cystadenoma

EZ N FIGO 2B

Benign Cystadenoma

ER FIGO 1A

EZ3 FGO 3B

EET TN Cystadenoma

EZE I GO 1C

XTI Cystadenoma

EZI FGO 2A

XTI Cystadenoma

Mucinous borderline tumour
FXY Onmental, peritoneal and ovarian involvement.
FEZY High grade tumour involving tubes, ovary and peritoneum ADNEX = 100% ag reement
Mucinous borderline tumour _ _

CEST TN Cciacenom: with histology
I GO 2B

ST Cystadenoma

XTI Cystadenoma _
_ M)t;tastatic colon cancer (n_21 )
_ Primary uterine sarcoma

Cystadenoma



Average 20 days from US to MRI

Average 61 days from US suspicion to removal

Shortest wait Longest
wait
MRI/CT 2 days 70 days
Surgery 20 days 126 days

x2 of these radiology escalation - the two shortest waits

MRI/CT 2 days 5 days

Surgery 20 days 25 days
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Results

Ovarian mass found at Ultrasound to Diagnosis in days

1 2 3 4 5 6 7 8 9 10 11 3 14 6

12 1 15 1 17 18 19

mFrom US to MRl ®mFrom MRI to histology  ® Total number of days



Results

Escalation within radiology drastically reduced waiting

MRI/CT
Surgery

Fast tracked case
6 days
19 days

x2 of these radiology escalation - the two

shortest waits

MRI/CT

Surgery

2 days

20 days

5 days

25 days
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butline Career and Progression Framework — Final V4. Updated March 2023

Entry routes
All entry routes should be CASE
accredited, or equivalent, from
academic level 6*

Professional title

Career Progression

(sfH)

Expert practitioner with
experience & ideally doctoral
level qualification or equivalent

Consultant
Sonographer

**registrotion upon gualificotion
from approved course if feasible

Practitioner with relevant
Master's level equivalent
ultrasound/ sonography
gualification **

Advanced
Practice

Sonographer

Existing post graduale routes

to be maintained

**registration upon guolification
from approved course if feasible

== Enhanced
Practice
Sonographer

Relevant BSc (Hons) in
sonography / medical
ultrasound **

Sonographer

Relevant postgraduate
certificate, diploma or master’s
in sonography / medical
ultrasound

***Maoy not be CASE accredited

Relevant qualification or
competency ‘sign off in
specific area of practice ***

Assistant
=¥ Sonographer

Consultant Practitioners

Progression: Master's degree.
Woking towards relevant doctorate or equivalent

Progression: Working to develop skills to match
Advanced Clinical Practice Framework
Postgraduate, M-level education

Progression: Further education and training
which meets CASE academic level 7 standards or
equivalent

Structured preceptorship and skills development
under capability framework essential

Progression:
s  Apprenticeship
*  Accredited level 6 study

Assistant Practitioners

Career level

Suggested band
[*subject to local job evaluation)

8a-8d

7/8a

6/7

* Entry routes into sonography should be CASE eguivalent i.e. the education and learning outcomes should meet CASE |2arning
outcomes for the relevant academic level of study. 5ee explanatory narrative for further details for non-CASE accredited awards.




Summary

v/

e

Sonographers can
have a positive impact
on faster diagnostic
pathways

Increase job
satisfaction

@

Improves outcomes for
patients and helps
meet targets

Everyone is a winner!



Summary Continued

« Significant pressures are being faced with all FDS pathways and
solutions are not always working harder, but we can work
smarter.

* Don’t underestimate the skill set of sonographers. Role extension
and advanced practice goes beyond purely clinical acumen.

* Dynamic multi-disciplinary team approach, driven by
sonographers, has led to tangible improvements in both patient
care, and performance.



United By Compassion: Driving For Excellence
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