[bookmark: _GoBack][image: Description: :::::::Desktop:In progress desktop:TRINITY SAINT DAVID:logo:TSD_logo2010.jpg]
BA Leadership and Management Skills for the Workplace
Module Assignment Submission 
	Student Name:
	Tracey Howells

	Student Number:
	2115849

	Module No:
	BMSK5007 BLOG post 1

	Module Title:
	Changemakers: Creativity and Value Creation



Statement of Confirmation of Authenticity
By the act of making this submission, the student declares that this is the work of the student named above. The work has not, in whole or in part, been knowingly presented elsewhere for assessment, or where assessment has been built on a previous assessment, this has been identified. Where materials have been used from other sources it has been properly acknowledged. If this statement is untrue, the student acknowledges that an assessment offence has been committed.
Attention is drawn to the plagiarism and unfair practice policies of UWTSD.








Adding Value to The Customer Experience Blog

I work as a cancer support worker, working with cancers of the upper gastrointestinal tract. There are seven main types of gastrointestinal cancer: oesophageal cancer, stomach cancer, pancreatic cancer, duodenal cancer, gall bladder and bile duct cancer, liver cancer and small bowel cancer. (Abnet et al., 2015) They total 11% of cancers in the UK alone. 
When a patient initially has symptoms, dysphagia, loss of appetite, or weight loss for example, their GP then requests an endoscopy. This is where a doctor or Endoscopy nurse will place a tube (gastroscope) into your gullet through your mouth. The diagram below will demonstrate the route of the gastroscope. If the endoscopist notices an abnormal area, they will take biopsies of this area to send to the laboratory for testing. This becomes the point of suspicion at which a CT scan is requested. The endoscopists are very experienced at their job and are rarely wrong when making a possible cancer diagnosis from this test. The CT is needed to see of any possible cancer spread, which we call metastases. If the cancer has spread to another organ, this is immediately classed as a palliative cancer, which means it will not be curable. It can also be used to stage the cancer.   
[image: Diagram of an endoscopy]
As a health board we are currently taking up to 14 days, sometimes longer, post diagnostic endoscopy to CT scan our patients. Early diagnosis and treatment of cancer is widely accepted to improve prognosis in oesophagogastric cancer (Pennathur et al., 2013) There are about 17 000 new cases of oesophageal and gastric cancer each year in the UK. These cancers have a particularly poor survival rate in part because of late stage at diagnosis.
Once we have imaging from the CT and histology from endoscopy, we can then discuss in our MDT meeting. The MDT will review your test results at dedicated meetings and discuss your individual care. They will recommend the most appropriate treatment for you, based on the best evidence available. (Grocott et al., 2017). Our MDT is held on a Friday afternoon. This often leads to patients waiting up to three weeks to be discussed. 
After studying figures and patient needs, I would like to propose welcoming a same day CT scan pathway. 
Patients are scoped on day one and have their CT scan performed the same day, if late afternoon then the day after. Therefore, we can add to our MDT meeting and have their case discussed at a much earlier stage in their pathway, resulting in patients being referred for treatment on a more appropriate time scale.

Below is a table displaying the days we currently scope patients in their local hospitals.
	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	GGH
	AM & PM
	AM
	PM
	AM&PM
	AM&PM

	BGH
	AM
	AM
	
	AM&PM
	

	PPH
	
	AM&PM
	AM&PM
	AM&PM
	

	WBH
	PM
	AM&PM
	AM&PM
	AM
	AM






Ideally, we would like to propose allocated slots daily for each hospital. One slot per day I believe would be ample. If these slots are not utilised by 16.00, they could then be used at emergency outpatient slots or inpatient slots.




Below is a table demonstrating how many patients were scoped last year in their local hospitals who had a confirmed cancer diagnosis. 


	SITE
	NUMBERS

	GGH
	39

	BGH
	24

	PPH
	18

	WBH
	36

	TOTALS
	117



These are quite small numbers of patients that would need the same day CT scan. Actually, equalling less than one per day per site on average. 

Here is an algorithm of a typical patient’s journey if they have a confirmed cancer diagnosis.

I have been looking closely at this algorithm, as the patients wait from test to surgery can be up to 20 weeks. From GP assessment to STT-Straight to test can take two weeks. Straight to Test (STT) pathways (where a diagnostic procedure is arranged as the first episode of care), enable patients to be given a diagnostic appointment within 2 working weeks in place of an outpatient appointment. The advantage of an STT pathway is that it can reduce the time period from referral to diagnosis, and also enable earlier treatment (for example with STT endoscopy) (Smyth et al., 2016)
Some things such as, awaiting an EUS (endoscopic ultrasound) cannot be expedited as there is only the one doctor able to complete them and only allocated days they are performed on. The same reason for oncology and surgeon outpatient appointments, these are on set clinic days with allocated consultants. This led me to look into patients having a CT scan the same day as their endoscopy. This would cut the wait by two weeks, sometimes more, depending on waiting lists and back log. I believe this would be most beneficial to the patient as they are already in the hospital setting. They have already trawled the car park for a space, they have also already, possibly, taken the day off work to attend. The patient, by this point could be extremely anxious regarding a possible cancer diagnosis so having a CT the same day as opposed to waiting for weeks will hopefully eliminate some of that anxiousness for them. 
Several factors I will need to take into consideration for this to be implemented. The first being, blood tests. The patient will have needed to have had a blood test, testing the patient’s creatinine level and liver function, as during the CT scan the patients are injected with a dye, we need to ensure the patients liver and kidneys are in good working order to be able to process this dye/contrast. The radiologists can work with a creatinine and liver function test taken within the last eight weeks. Therefore, we need to work closely with endoscopy staff to ensure the patients that have a possible cancer diagnosis during the procedure have an up-to-date blood test, testing their levels. If not, endoscopy staff are all fully trained in phlebotomy and can take the blood following the procedure. It is a simple fifteen-minute wait for the patient for the blood sample to be processed in our laboratory. This will allow us the time to take the CT request to the CT department, which is a short walk from endoscopy. 
Another factor to consider is consent. A patient is likely to have sedation during their procedure so we would have to gain consent for CT prior to the endoscopy procedure as the patient needs to have full capacity when agreeing to a medical procedure. This is where we will get the Doctors on board to discuss the need for a possible CT scan during the consent process. Patient consent to treatment is a legal requirement for medical care. It is good practice that we ensure consent is given in the appropriate environment, in the proper manner and in the presence of appropriate and relevant information. (Appelbaum et al., 1987)

The same day CT scan project aims to remove unnecessary delay by ensuring that patients have their scan immediately following their endoscopy, or within the next working day. 

The objectives of this project being that patients are kept in their best nutritional state. If a patient was to be kept waiting for scans for a long period of time their dysphagic symptoms would become worse and we would then have to think about artificial feeding or stent placement allowing the patient to be able to eat and drink. If a stent is placed the patient would then be deemed as non-operable as our surgeons cannot operate with a stent in place. If patient was to be artificially fed this can be extremely troublesome and stressful for a patient that could, in fact be palliative (non-curable). We need this project to be actioned as patients are managed in a time appropriate manner and are kept at the best performance status for potentially curable surgery options. 
The outcome of this project could result in: 
· Reduction in the time to diagnosis for upper GI patients and improved compliance with national optimal pathways
· Reduction in the average waiting time from endoscopy to staging CT from 14+ days to 1 day. 
· Early diagnosis of metastatic disease/confined cancer resulting in patients’ general health and nutrition being kept as best it can
· Reducing anxiety waiting for a potential cancer diagnosis
· Fewer visits to hospital

Once implemented, our cancer services tracking team will audit the patient figures across the pathway to enable us to see how much the wait is reduced. 
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Attend GP with dysphagia/weight loss


STT (Straight to test)
Endoscopy
within two weeks from referral 


Order CT Scan and await histology
within two weeks from endoscopy


Order EUS and PET Scan
two weeks from MDT





Discuss on MDT 
up to two weeks from endoscopy


Discuss in Cardiff MDT
two weeks from EUS and PET


Outpatient appointment with Surgeon
one week following MDT


Outpatient appointment with Oncologist
one week following surical outpatient appointment


Neoadjuvant Chemotherapy
two weeks from oncology appointment



Surgery
eight weeks following end of neoadjuvant chemotherapy
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