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RO B OT I C S

Robot-assisted surgeries are a core 
focus for 2020 with an increasing 
number of specialties joining 
urology. This will help us deliver more 
comprehensively and to the highest 
standards in the private sector.

VA S C U L A R

The last ten years have seen major 
developments in vascular surgery. 
Consultant vascular surgeons 
explain how our new hybrid theatre 
provides an even better setting for 
their complex endovascular work.

C A R D I O LO GY 

Featuring two areas of interventional 
cardiology that continue to transform 
treatment of life limiting cardiac 
diseases. We explore how technology 
and device advances are improving 
outcomes in high risk patients.
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I’m extremely proud of all that we have 
achieved together in 2019. Indeed this year 

we are the highest performing hospital 
in the HCA UK group. Without you, we 

would not be in this position. And in 
2020 we will build on this success 
supporting you with the best teams 
and technology so that we can 
continue to grow together. 

We are very conscious of the 
need to improve our customer 

service capability and digital delivery, 
as well as other areas of business, that 

will drive more patients your way. Our 
new Vice President of Marketing, Gordon 

Henderson is passionate about healthcare 
and is already working on plans to showcase 
our combined efforts. 

Alongside the outstanding medical care 
we aim for every day, we’re pleased to say 
that London Bridge Hospital leads the group 
on patient satisfaction as well as having the 
lowest staff turnover in the company (clinical 
staff turnover at LBH sits at 10%). We will 
also have achieved JAG re-accreditation 
and before year end we have an audit visit 
from the British Society of Echocardiography 
(BSE), and we hope to become the first 
privately accredited Hospital. Thank you to 
Professor Chambers and the Echo team for 
leading the way.

2019 has been a busy year. We com-
missioned a new hybrid theatre, a spinal 
robot, an ultra-low dose CT scanner, a 
standing CT and an MRI scanner. We also say 
goodbye to Sevenoaks Medical Centre as we 
complete the sale to KIMs Hospital early in 
the New Year. This will allow us to focus on 
our core outpatient business in The Shard, 

The City and Canary Wharf. For 2020 we’ve 
already had approval for a new 3T MRI for 
the main Hospital, and we have submitted a 
business case for a 3rd endoscopy unit and 
refurbishment.

I would like to pass on my sincere thanks 
to everyone for their professionalism and 
calmness during the recent terror incident 
and resulting lock down. We continue to 
fine tune our response to such incidents 
and importantly, ensure we communicate 
as early as possible to staff, doctors and 
patients. Sadly during incidents such as 
these messages from the police change 
rapidly as more information becomes 
available. However this is often confused 
by social media channels, so the only true 
position we can give is that we are in lock 
down within a police cordon, with no precise 
information on incident duration. 

Finally, I’ve just finished reading Mr David 
Sellu’s autobiography ‘Did he save lives? A 
surgeon’s story’. It is a pertinent reminder that 
the patient’s care must be our primary focus 
at all times. This Hospital is the envy of many 
a private organisation, not least because of 
you and your colleagues. I believe our success 
comes from your collegiate working within 
multidisciplinary teams, underpinned by our 
strong governance and focus on quality. 
Ours is a continuous journey of learning and 
improvement.

I would like to wish you and your families 
a very Merry Christmas, and all the best of 
health and happiness for the New Year.

With many thanks for all your support. 
I look forward to seeing many of you at our 
New Year’s Party at the Guildhall on Friday 
7th February.
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length of stay from 2 weeks to 2 days. And as 
anyone who’s had a thoracotomy to resect 
a lung tumour – where the visual field can be 
limited – the pain is excruciating with a three 
month recovery. The obvious benefits are 
embraced in many countries in Europe and of 
course the US, but perhaps need to be better 
understood here. 

THE SECONDARY  
BENEFITS OF ROBOTICS

Arguably the most valuable benefits are 
being able to operate with greater precision 
and visibility, reducing human error (natural 
tremor) and locating often hard to detect 
primary cancers. The robot has unique 
access within the (small) cavities of the 
body and it offers a view and dexterity that 
can preserve other structures such as vital 
nerves and blood vessels. 

Take for example, a patient with a tumour  

HUMAN AND PAYER COSTS  
GREATLY REDUCED

Failing to embrace appropriate robotic-
assisted intervention (alongside open 
and laparoscopic interventions), leaves 
our sector out of step with the advances 
technology affords, as well as doing a 
disservice to our customers and patients 
and potentially putting lives at greater risk. 
Helping payers embrace well-governed, 
robotic surgery is very much on our agenda 
for 2020.

A FINAL WORD ON ENDO-WRISTS

“The greater range of movement than 
human wrists; the 3D high magnification 
vision; augmented operative imaging, 
and no tremor, makes it feel like having a 
superpower.” Mr Tom Routledge, Consultant 
Thoracic Surgeon.

Gynaecology (hysterectomy and endome-
triosis), thoracic surgery and colorectal. Those 
who are performing in our HCA hospitals are 
the skilled and experienced clinical leaders we 
will support as we develop the HCA academy 
to promote and maintain standards in  
this field.

Cindy Sightes, Vice President and Chief 
Finance Officer HCA UK (from the US) recently 
said: “If I do anything before I leave the UK, it will 
be to ensure women needing a hysterectomy 
will have the option of robotic surgery.”

THE PRIMARY BENEFITS OF ROBOTICS

With robotics, in the hands of experienced 
surgeons, at the very least, patients are 
offered an approach delivering: less/no 
scarring, lower infection rates, less blood 
loss/pain, lower conversion to open rates 
than laparoscopic, and a faster recovery 
time – in some cases achieving a reduction in 

There is no doubt that robotic surgery, 
already a force in urology, is swiftly being 
followed by other specialties due to its vital 
role in delivering ‘better’. This millennium’s 
new generation of surgeons who are uniquely 
skilled in robotic surgery are changing the 
face of intervention and invasive surgery. 

The results of this hard work and 
investment (both surgeon and hospital 
provider), for patients and payers are 
threefold: better health outcomes, better 
patient experience and potentially lower 
costs. So, in the right clinical circumstances 
put simply: less invasive, more accurate 
and effective at reducing need for further 
treatment or adjuvant therapy.

HCA UK and London Bridge Hospital 
are in the process of developing a robotic 
programme to support existing activity in 
urology and expand to those specialties that 
already have a very clear body of evidence: 
head and neck (Trans Oral Robotic Surgery), 

attached to the carotid artery, just by the 
canal leading to the brain. The options are 
either a maxillary swing (where the whole 
maxilla is freed and swung laterally to provide 
access) followed by plastic surgery; or use 
the arms of the robot inside the oral cavity 
ensuring better access and greater accuracy. 
Here at London Bridge Hospital, Consultant 
Head & Neck Surgeon’s Mr JP Jeannon and Mr 
Asit Arora were able to move deftly around 
the carotid to resect a tumour trans-orally. 

THE TERTIARY BENEFITS OF ROBOTICS

Often in cancer patients the robot is able 
to support better prognosis through greater 
accuracy at the earliest stage in the patient 
journey. The impact of this can be reducing 
the need for systemic therapies altogether 
and greatly reduced radiotherapy, plus the 
reduction in temporary colorectal stoma 
reversal and head and neck reconstruction.

T H E  M A R C H  O F  T H E  R O B OT S
2020  P L A NS  F O R  G ROW I N G O U R RO B OT I C  P RO G R A M M E 

F E AT U R E F E AT U R E

Along with minimally invasive 
procedures, robot-assisted 

surgeries are increasingly 
evidencing the delivery of 

better outcomes. 2020 will 
begin a programme to  

help insurers and patients  
see the robotic surgical light

Pictured right: Mr JP Jeannon,
Consultant Head & Neck Surgeon
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With the highest quality 
intraoperative features including 

image manipluation, 3D guidance 
and the most advanced capabaility 

to be introduced in London, the 
new hybrid theatre at London 

Bridge Hospital is allowing surgeons 
here to tackle ever more complex 

endovascular procedures. 

In the last five to ten years, we’ve seen a surge 
in endovascular procedures due to advances 
in devices, specialist endografts known as 
custom made stents and increasingly new 
techniques in imaging and procedures. 
Many of our consultants work at Guy’s and  
St Thomas’ NHS Foundation Trust, one of  
the largest vascular centres of excellence  
in the world.

“The ways and methods of treating 
aortic conditions have dramatically changed 
over the last decade, allowing us to treat 
more patients with less invasive techniques 
to minimise physical impact and reduce 
recovery times. We’re now able to treat those 
previously turned down for intervention due 
to the latest keyhole techniques from the 
aortic valve to the femoral arteries,” says  
Mr Said Abisi, Consultant Vascular Surgeon.

THE LATEST ENDOVASCULAR  
ANEURYSM REPAIR

Thanks to our recent state-of-the-art 
hybrid theatre, consultant vascular and 
endovascular surgeons, Mr Said Abisi and 
Mr Hany Zayed, are able to undertake an 
increasing body of complex endovascular 
work in the private sector than ever before. 
This includes branched and fenestrated 
endovascular aortic repair – BEVAR and 
FEVAR – a significant uplift in the magnitude 

and level of complexity of thoracoabdominal 
aortic aneurysm repair.

Complex branched and fenestrated 
aortic repair technology emerged a few 
years ago and has now become more estab-
lished, and the first option in appropriately 
selected patients. Our surgeons are leading 
international experts in this field. 

COMPLEX EVAR IN OUR  
NEW HYBRID THEATRE

London Bridge Hospital is now a setting 
where high-risk patients with challenging 
aortic conditions can be treated. Recently a 
79 year old with a complex thoracoabdominal 
aneurysm and significant comorbidities 
underwent a four-hour operation in which Mr 
Abisi and Mr Zayed carried out endovascular 
branched repairs, implanting a complex 
branched endovascular graft with four 
branches to both the renal arteries and 
visceral arteries, as well as the modular 
multi component aortic endografts from the 
descending thoracic aorta to the iliac arteries.

These complex devices were custom-
made and designed specifically to match 
the patient’s anatomy as it varies in every 
patient. Three dimensional information and 
accurate measurements are generated from 
pre-operative thin slice CT scanning. This data 
is used to design and manufacture ‘bespoke’ 

custom-made stents with accurately placed 
branches or fenestrations, to provide blood 
supply to organs within the vicinity of 
thoracoabdominal and complex aneurysms.  
In our last patient, surgeons used the image 
fusion technology in the hybrid theatre, 
utilising the preoperative CT data to guide the 
procedure and accurately implant the multi 
components as planned.

STATE-OF-THE-ART TECHNOLOGY  
TO ASSIST SURGEONS 

Mr Zayed explains the difference: “With 
the hybrid theatre you now have all the 
facilities to provide real-time live delineation 
of the anatomy as you are performing 
the procedure, as if you are seeing a 3D 
representation of the blood vessels you are 
operating on. The image fusion technology 
is exceptionally useful here. The software 
uses pre-operative CT data as the landmark 
and re-imposes the reconstructed 3D picture 
from the CT on the anatomy. So what we see 
on the large high resolution screen is a 3D 
representation of the blood vessels without 
the need for open surgery.”

It also removes the need for repeated 
intra-procedure X-rays; improves the proce-
dure’s accuracy and reduces the amount of 
radiation that both staff and the patient 
are exposed to. But the CT scan isn’t only 

used during surgery – it’s in the planning 
of the procedure. “It’s vital to calculate for 
all variables. Accuracy through meticulous 
planning is essential, just 1mm can be the 
difference between a procedure going 
smoothly or not. All this means reducing the 
risk of complications and ultimately faster 
recovery times. Patients are often home in 
few days,” Mr Abisi explains.  

SOME OF THE LATEST TREATMENTS

London Bridge Hospital’s vascular consultants 
use the latest techniques and technology for 
other vascular conditions such as: standard 
aneurysm repair; balloon angioplasty and 
stent insertion; debulking devices for removal 
of atherosclerosis (artherectomy); covered 
endovascular reconstruction of aortic bifur-
cation to treat aortoiliac occlusive disease 
(CERAB); re-entry devices such as the 
OUTBACK® catheter for treating chronic 
total occlusion, and they are introducing 
lithotripsy for peripheral vascular disease. 
This is also in addition to endovenous therapy 
and endovascular treatment of chronic deep 
venous insufficiency.

We are privileged to work with vascular 
surgeons from the largest vascular centres 
in the world: Said Abisi, Hany Zayed, Rachel 
Bell, Prakash Saha, Ian Loftus, Constantinos 
Kyriakides, Hisham Rashid, Domenico Valenti. 

C O M P L E X  
E N D O VA S C U L A R  

S U R G E RY 
A GA M E  C H A N G E R  F O R  

SU RG EO NS  A N D PAT I E N TS

F E AT U R E F E AT U R E

Pictured above: Mr Said Abisi,  

Consultant Vascular Surgeon
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F E AT U R E F E AT U R E

There is growing evidence of a range of 
newer techniques, under the complex 
Percutaneous Coronary Intervention (PCI) 
banner, successfully treating disease, 
improving quality of life and extending 
the role of minimally invasive techniques. 
These allow Interventional Cardiologists to 
restore arterial function, using intraoperative 
imaging catheters such as Optical Coherence 
Tomography (OCT).

OCT catheters contain a single optical 
fibre that emits infrared light. By measuring 
the echo time delay and signal intensity 
after its reflection from the coronary wall, 
this creates a detailed scan of an arterial 
segment. This gives consultants an improved 
picture of coronary atherosclerotic plaques  
and the vascular response to interventional 
devices such as stents.

A CENTRE FOR EXCELLENCE

Here at London Bridge Hospital certain highly 
trained Interventional Cardiologists perform 
the latest complex PCI techniques. Dr 
Jonathan Hill and Dr James Spratt have led 
the way in extending the role of PCI in CAD 
pioneering techniques to unblock coronary 
arteries. Their expertise is recognised 
globally in developing and teaching these 
techniques to other specialists. 

“Patients are treated based on their need, 
not their anatomy. They’re treated because 
they need to be treated – and we can now 
extend the role of PCI to include more complex 
coronary disease and treat patients previously 
deemed inoperable,” explains Dr Jonathan Hill, 
Consultant Interventional Cardiologist.

Using techniques employed in kidney 
stone treatment, Drs Spratt, Hill and the team 
have been pioneering the use of lithotripsy 
through an adapted ShockWave IVL system 
that targets calcium in coronary vessels.

MR CANTOR, A RECENT PATIENT’S STORY

In late October, Mr Tom Cantor, who 
previously had angioplasty in the States, 
was told by his cardiologist that he had 
extensive CAD. His only option (at home) 
was a coronary artery bypass graft. However, 

during his consultation a fleeting remark 
about Shockwave being a minimally invasive 
alternative, sent him straight to Google. 

After learning it was available in Europe, 
24 hours later Mr Cantor was on a plane east, 
without an appointment.  He planned to start 
in London with Dr Jonathan Hill, then head 
to France, Germany or Italy to track down 
a cardiologist. During his flight, he received 

P I O N E E R S  I N  C O M P L E X P C I 
W H E N N E I T H E R  C A R D I AC  SU RG E RY N O R P E RC U TA N EO US  
C O RO N A RY I N T E RV E N T I O N A R E  A N O P T I O N

Many patients with coronary 
artery disease (CAD) are 

turned down for surgery due 
to risk. Others are concerned 

about prolonged recovery 
following a sternotomy, or 
are unable to have regular 

angioplasty due to extensive
occlusion of coronary vessels. 

confirmation of his next day appointment 
with Dr Hill. Fortuitously he’d found the 
principal investigator in the US and Europe.  

The latest diagnostic technology (the 
Siemens Somatom Force CT) revealed that 
the diameter of his vessels were too small for 
someone his size. The average diameter of his 
unobstructed vessels were 6-8 mm². In some 
places, this area, including his left anterior 
descending artery, was as small as 2mm². To 
break down the calcium occluding his coronary 
vessels, Dr Hill performed a PCI procedure with 
lithotripsy. Using OCT to guide the catheter, 
he was able to open up vessels at the original 
occlusion and stent sites. Mr Cantor’s vessels 
are now 7mm², and Mr Cantor says “friends 
haven’t seen me with so much energy in a very 
long time”.

Dr Hill and Dr Spratt are also joined by 
Dr Antonis Pavlidis, Dr Sundeep Kalra and  
Dr Julian Strange in this promising field  
that is transforming the lives of previously 
inoperable patients. 

Pictured right: 
Dr Jonathan Hill and Dr James Spratt, 

Consultant Interventional Cardiologists
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A  N E W E R A I N  T H E  
T R E AT M E N T O F  LU N G  C A N C E R 
F RO M  I M M U N OT H E R A P Y TO  SU RG E RY

F E AT U R E

Surgeons often think that surgery after 
immunotherapy will be challenging. However 
in this new era, in some cases it must  
be considered. Mr Andrea Bille, Consultant 
Thoracic Surgeon did just this, performing 
surgery on two primary tumour sites for 
a patient with stage 4 lung cancer and a 
synchronous thymoma.

At 47 years old, Vicki Nixon was fit and 
well when she visited her GP after finding a 
small ‘fruit pastille’ sized lump on her lower 
back. Further investigation sadly revealed 
stage 4 lung cancer.

With a skin lesion, a 3cm primary lung 
cancer and lymph node metastases, the 

mother of three was immediately started on 
an aggressive programme of chemotherapy. 
This was soon followed by immunotherapy 
when markers indicated she’d be a good 
candidate. 

Within a few months of starting immun-
otherapy, a repeat PET CT showed the skin 
metastasis had completely gone, and that 
there was no evidence of residual disease. All 
that remained was a PET negative upper left 
lobe 3mm lung lesion. However the compli-
cation of a second primary, the thymoma, 
typically unresponsive to immunotherapy, 
meant treatment options needed careful 
consideration – radiotherapy or surgery?

Mr Andrea Bille,  
Consultant Thoracic Surgeon

LU N G C A N C E R

LY M P H  
M E TA STA SE S

M E TA STAT I C  
SK I N  L E S I O N

T H Y M O M A T H Y M O M A

F E AT U R E

OPINIONS VARY

Due to the nascent stage in the development 
of immunotherapy, opinions about the next 
steps in Vicki’s care were divided. Many 
surgeons would wait before operating to 
resect both the thymoma and the lung 
cancer because immunotherapy causes 
inflammation around the adjacent main 
vessels. This makes surgery much more 
complicated. The good clinical response and 
the resulting thick layers of fibrotic tissue in 
the lungs were compelling surgeons to watch 
and wait, to see if the cancer remained in 
remission, but proceed with radiotherapy.

SERENDIPITY AT THE WORLD LUNG 
CANCER CONFERENCE IN BARCELONA  
IN SEPTEMBER

In the oligometastatic disease session chaired 
by Dr Valerie Rusch (a Thoracic Surgeon from 
the US), Vicki’s oncologist presented her case 
for discussion.  Dr Rusch, described how at 
the Memorial Sloan Kettering in New York, 
they recommended surgery after such a 
good response to immunotherapy. Previously 
mentoring Mr Andrea Bille, Consultant 
Thoracic Surgeon at London Bridge Hospital, 
she was able to direct the oncologist to  
him for the complex procedure to remove 
both cancers.

Mr Bille performed a hemi clamshell, 
firstly removing the active thymoma. Once 
onsite (intraoperative) pathology confirmed 
that the small residual lung tumour was 
indeed still active (despite being PET 
negative), a lobectomy completed the 
surgery. The final pathology came back 
stating ‘all margins were clear’ and no 
disease in the lymph nodes.

LOOKING TO THE FUTURE

While this was an exceptional situation, Mr 
Bille hopes that the success of Vicki’s case can 
inspire others in the medical community to 
look for new solutions, such as a multimodality 
approach in a rapidly evolving field.

For now, all signs for Vicki are positive. She 
will continue maintenance immunotherapy 
for two years, with a decreasing frequency of 
PET CT scanning. And in case of microscopic 
residual cells, only a small amount of 
radiotherapy at the original metastatic skin 
lesion site is recommended.

Medicine is ushering in this new era in 
cancer treatment. Just a few years ago, 
stage 4 lung cancer patients would have 
been looking at palliative care. In her own 
words Vicki explains, “I thought I’d be playing 
whack a mole, just catching up for a year, or 
five years, before it finally got me, but now 
I’m so hopeful.” 

Thanks to recent innovations in medicine, 
the bold thinking of her oncologist, and the 
positive attitude of her surgeon, Mr Bille, 
the two cancers are now resected and in 
remission.  Another London Bridge Hospital 
Surgeon put it this way: “I feel very sorry for 
oncologists who’ve just retired. Having been 
giving chemotherapy with bleak outcomes 
and no real clinical progress for decades, 
suddenly in the last two years it’s changed 
dramatically. And the rate of change 
continues to accelerate.”  Mr Tom Routledge, 
Consultant Thoracic Surgeon.

P R E  
I M M U N OT H E R A P Y   
M A RC H 2019

P O ST  
I M M U N OT H E R A P Y  

SE P T E M B E R  2019

We’re witnessing the dawn 
of a new era in cancer 

treatment; especially for 
lung cancer, where to date 

patients with advanced
disease didn’t have options.

Now the question has 
become which approach to 
take following a successful 

response to immunotherapy. 
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This new technology raises the bar of minimally 
invasive surgery capabilities to provide: 
improved accuracy, reduced procedure times, 
significantly shorter recovery periods for 
patients, and lower complication rates. 

The novel ExcelsiusGPS® Robotic Navi-
gation System offers a major advancement 
in spinal surgery, by allowing surgeons 
to capture 3D images of the spine and 
pinpoint exactly the right depth and angle 
for predetermined screw dimensions to be 
inserted into the vertebra.

Invented by Globus Medical, the robot 
gives patients experiencing spinal conditions 
including chronic back pain, slipped disc, 
fractures, tumours, scoliosis, kyphosis - and 
those needing revision surgery – access to 
the latest and most effective minimally 
invasive techniques. 

IMPROVED ACCURACY

Pedicle screws are the gold standard for spinal 
fusion. However iatrogenic damage of nerves 
and spinal cord, and poor biomechanical 
fixation are commonly reported failures from 
improper pedicle screw placement.

The ExcelsiusGPS® is the first technology 
to combine a rigid robotic arm and full 
navigation capabilities for precise trajectory 
alignment and has significantly increased 
accuracy in screw placement at a rate of 
99%, with no malpositions requiring a return 
to theatre 1.

REDUCED PROCEDURE TIME  
AND RADIATION

The improved precision of the ExcelsiusGPS® 
Robotic Navigation System also cuts down on 
procedure times, denoting a shorter period of 
sedation for the patient.

Cadaveric research shows an average 
insertion time of 3.6 minutes per screw 
using the ExcelsiusGPS® Robotic Navigation 
System compared to an average insertion 
time of 7.7 minutes per screw using 
conventional MIS techniques2. The same 
study also demonstrates radiation exposure 
was eliminated using this technology.

ENSURING NAVIGATION INTEGRITY 

Over the last two decades, as robotics in 
spinal surgery have become increasingly 
prevalent, guidance systems have evolved. 
Displacement of the robotic arm and 
handling patient movement have been 
known limitations of previous models. The 
ExcelsiusGPS® Robotic Navigation System 
addresses these issues with combined 
solutions including Quattro Spikes, Shock 
Absorber and Surveillance Marker3. 

SUCCESSFUL RESULTS

The use of robotics in spinal procedures 
allow for true minimally invasive surgical 
options, and at the same time deliver huge 
improvements in screw accuracy alongside 
much reduced exposure to radiation. 

The ExcelsiusGPS® combined with the 
world-renowned spinal surgeons at London 
Bridge Hospital take us a step further 
using experience, insight and technological 
advancements to deliver exceptional 
results. With less tissue trauma, decreased 
hospital stays and a vastly enhanced 
recovery, we can be confident in improving 
patient safety, patient outcomes and better  
health economics.

“By combining the benefits of navigation, 
robotics and the expertise of surgeons, 
this robot has the ability to revolutionise  
the way we approach spinal surgery and 
change lives.” Mr Khai Lam, Consultant 
Orthopaedic Surgeon.

R E V O LU T I O N I S I N G  S P I N A L  S U R G E RY 
W I T H  T H E  E X C E L S I U S G P S ®  R O B OT I C 
N AV I G AT I O N  SYST E M
LO N D O N  B R I D G E  H O S P I TA L I S  T H E  F I R ST H O SP I TA L I N  T H E  
U K TO  O F F E R  PAT I E N TS  RO B OT I C A L LY A S S IST E D  SP I N A L SU RG E RY 
US I N G  T H E  E XC E L S I US G P S ® RO B OT I C  N AV I GAT I O N SYST E M.

REFERENCES 
1. ‘Robotic-assisted navigated minimally invasive 

pedicle screw placement in the first 100 cases at 
a single institution’ 23 April 2019.

2. ‘ExcelsiusGPS® Robotic Navigation Platform 
Improves Screw Accuracy and Reduces 
Radiation Exposure Compared to Conventional 
Fluoroscopic Techniques in a Simulated  
Surgical Model’.

3. ‘Ensuring Navigation Integrity Using Robotics  
in Spine Surgery’ March 2019

F E AT U R E F E AT U R E

“ This cutting edge system is 
designed to assist in precise screw 
placement for a variety of different 
surgical approaches by eliminating 
human error and will therefore 
optimise patient care in those 
undergoing spinal surgery.  
Many of these procedures will 
include screw placements into  
the posterior cervical, thoracic, 
lumbar spine, and sacroiliac 
joint, when used to treat spinal 
disorders.” Mr Khai Lam,  
Consultant Orthopaedic Surgeon

Pictured left: 
Mr Khai Lam, Consultant Orthopaedic Surgeon
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Surgical Aortic Valve Replacement (SAVR) has long been 
regarded as the gold standard treatment for aortic stenosis. It 
is a major operation, requiring a sternotomy and replacement 
of the diseased heart valve with a prosthetic one. 

Until the start of the twenty first century, around one in 
three patients were deemed too high risk to undergo SAVR 
for treatment of aortic stenosis. With prevalence increasing, 
and no medication proven to halt or reverse 
its progression, inoperable patients were 
presented with a grave cocktail of 
potential consequences, including 
sudden cardiac death, stroke and 
heart failure. 

Like many cardiac  
diseases, early intervention 
through cardiovascular scre-
ening is key. Yet for most 
patients, aortic stenosis goes 
unnoticed for many years; 
silently calcifying the aortic 
valve until symptoms, such as 
shortness of breath, dizziness 
and chest pain, signal that the 
disease has advanced to a critical 
state.  

So in the early 2000s, interventional 
cardiologists like myself began researching 
minimally invasive procedures as an alternative to 
surgery; undertaking trials for a new procedure called the 
Transcatheter Aortic Valve Implantation (TAVI). 

For high risk patients – often elderly, and with complex 
co-morbidities – the TAVI was transformational. A study of 
inoperable patients published in The New England Journal of 
Medicine showed that one-year post-implantation, the TAVI 
had lowered rates of death and rehospitalisation, decreased 
symptoms and improved heart function .

Nearly 20 years have now passed since the first TAVI 
procedure. In that time, post-procedure complications have 
reduced and long-term outcomes have continued to improve; 
giving us new opportunities to explore the use of the TAVI with 
a wider cohort of lower risk patients.

One major area of development has been in the highly 
sophisticated diagnostic tools that are essential to pre-
procedure planning. Three-dimensional echocardiography 
and multi-slice computed tomography allow us to build three-
dimensional pictures of the heart before any decision about 
treatment is made. This next-generation technology is helping 
us to understand disease progression, and create intricate 

images of the structure, electrical rhythm and 
blood flow of each patient’s heart. 

Today, we select TAVI prostheses 
from a range of sizes, based on 

the exact extent of calcification 
and suitability for the individual 

patient. The most recent large 
scale, randomised trial of TAVI 
patients at low surgical risk, 
published in March 2019, 
found that the rate of death, 
stroke, or rehospitalisation 
amongst such patients fitted 

with a balloon expandable 
valve was “significantly lower” 

one year after treatment 
compared to if they had under-

gone surgery.
As we undertake more research 

to identify the optimum point at which to 
intervene in the progression of aortic stenosis, we 

believe that randomised trials of all cohorts of patients are the 
next major and exciting step for the future of the TAVI. Within 
a few years, with a greater understanding of longer term  
valve durability, there is little doubt that the vast majority of 
patients with aortic stenosis will benefit from this minimally 
invasive treatment as standard clinical practice.

REFERENCES 
1. Makkar RR, Fontana GP, Jilaihawi H, Kapadia S, Pichard AD, 

Douglas PS, et al. Transcatheter aortic-valve replacement for 
inoperable severe aortic stenosis. N Engl J Med 2012; 366:1696–704

2. Mack M, Leon M, Thourani V et al, Transcatheter Aortic-Valve 
Replacement with a Balloon-Expandable Valve in Low-Risk 
Patients. N Engl J Med 2019; 380:1695-1705

TAV I  U P D AT E
A DVA N C E S  I N  T H E  T R E AT M E N T O F H E A RT D ISE A SE :  
TAV I  S E T TO  B EC O M E T H E  R E F E R E N C E  T R E AT M E N T  

F O R  AO RT I C  ST E N O S IS

B O L D E R  M A R K E T I N G  A N D  C O M M U N I C AT I O N S

F E AT U R E C O M M U N I C AT I O NS

In 2020, our team of two at London Bridge 

Hospital have big plans for marketing you, 

and our services. We’re fortunate to have so 

many opportunities to do this due to your 

plentiful achievements. So we’d like to share 

all this with your peers, referrers, insurers, 

corporates and of course, patients.

We can use our London Bridge Hospital 

and HCA UK social channels to promote 

your work. We can share newsworthy stories 

through our PR agency and we can create 

content marketing – with strong images and 

in-house video to help build reputations and 

drive business. Next year we’ll be developing 

#followthegamechangers: a communications 

campaign that targets each of our varied 

audiences and showcases the techniques, 

technology, individuals and teams behind 

the game changing medicine and procedures 

that take place here.

We will of course need your help to shine 

a light on your work. Please get involved and 

tell us when you have compelling research, 

unique patient stories or firsts in medicine. Be 

a part of our ongoing campaign to share your 

remarkable work.

…and here are the surgeons who made it into 
The Economist this year – sharing the music 
they listen to in theatre. The faces behind  
the masks are: Mr Adil Ajuied, Mr Sam Singh,  
Mr Ben Challacombe, Mr Rajesh Nair,  
Mr Luke Cascarini, Mr Alastair Fry and  
Mr Ranjit Deshpande.
 
We look forward to working much closer 
with you all in 2020.

For more information contact:
Samantha Boyce, Head of Marketing, samantha.boyce@hcahealthcare.co.uk
Alice Cowling, Marketing Manager, alice.cowling@hcahealthcare.co.uk

BY P RO F E S S O R  S I M O N R E D WO O D
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2 N D  T R U E B E A M ™  L I N E A R  A C C E L E R ATO R  
N OW O P E R AT I O N A L  

Since opening The London Radiotherapy 
Centre at Guy’s and St Thomas’ in 2014, the 
service has gone from strength to strength 
with an increasing volume of patients and 
higher demand for services. This is a reflection 
of the commitment and expertise of our 
consultants and the radiotherapy team.

In response to this growth in activity 
and to ensure we can continue to offer our 
patients the latest radiotherapy techniques, 
The London Radiotherapy Centre has installed 
a second TrueBeam™ linear accelerator. 
TrueBeam™ can treat tumours in any part 
of the body with sub millimetre accuracy and 
sessions are often faster than those delivered 
by conventional linear accelerators.

There will be a number of advanced 
treatment techniques available to patients 
that can be performed using the new linear 
accelerator, including:
• DIBH for breast patients to reduce 

cardiac dose and the use of AlignRT to 
aid with positioning accuracy 

• Butterfly VMAT with DIBH for 
mediastinal lymphoma patients

For more information about the service at The London Radiotherapy Centre please contact: 
Naomi Thewlis, Radiotherapy Services Manager at naomi.thewlis@hcahealthcare.co.uk
Jonathan Bowden, Chief Physicist at jonathan.bowden@hcahealthcare.co.uk

• Gating for thoracic and abdominal patients
• Auto Beam Hold fiducial marker tracking 

for prostate patients to reduce intra-
fraction motion

• Use of SpaceOAR to reduce rectal 
toxicities for prostate patients

• SABR following the latest 
Consortium guidelines. We 
are able to offer this service 
in conjunction with gating to 
reduce toxicity and  
with 4DCBCT to accurately 
target tumours.
The team are excited about 

the multiple advanced treatment 
options available; the introduction 
of this extra capacity will enhance 
patient experience and support the 
continued high satisfaction rates – 99% 
of our patients would be extremely likely to 
recommend The London Radiotherapy Centre.

T EC H N O LO GY T EC H N O LO GY

U N D E R P I N N E D  BY  T EC H N O L O GY 
W E LC O M I N G T H E  V E RY L AT E ST I N  I M AG I N G M O DA L I T I E S

T H E  3 D  C U R V E B E A M  P E D C AT ®

STA N D I N G C T S C A N N I N G

We’re pleased to be delivering Standing CT 
imaging on the 5th floor of The Shard. The 
3D Curvebeam PedCAT® scanner reliably 
images both feet and ankles in a single 
pass without the patient having to change 
their normal standing position. This provides 
true bilateral comparison. Consultants and 
radiographers can, for the first time, see the 
foot in a functional posture in less than 60 
seconds, with a radiation dose equivalent to 
plain X-rays. Vulnerable or elderly patients 
have easy access through a simple walk 
in port with supporting seat and handrail 
allowing for more thorough diagnostics of 
those who previously couldn’t be scanned.

The Standing CT delivers exceptional 
accuracy in assessing hind/midfoot 
deformities (flat or cavus feet, to rule 
out tarsal coalitions, Lisfranc injuries or 
tarsometatarsal arthritis) and the metatarso-
sesamoid joints in bunions. For ankle trauma, 

it allows assessment of the syndesmosis in 
comparison to the contralateral side.
 
PedCAT® scanner benefits:
• Weight-bearing 3D views of the  

foot & ankle
• Scans both feet at the same time  

to give a side by side comparison
• The whole of the foot and ankle is 

captured in a single pass
• Easy walk-in entry, so the patient does 

not need to climb in or step up
• Scans completed in less than 60 seconds
• Can generate all standard X-ray views in 

addition to the full CT volume
• Low radiation dosage (less than 5 µSv), 

equivalent to a standard X-ray set or less 
than a single transatlantic flight.

To refer your patient simply complete 
the imaging request form and send to 
diagnostics@hcahealthcare.co.uk.

Investment in technology is fundamental to 
the way we can support all areas of medicine. 
This year has seen a radical overhaul of not 
just the imaging itself but the suites in which 
patients receive their care. This includes new 
CT, MRI and hybrid theatres filled with the 

latest image fusion and screen technology.
It’s really gratifying to see how 

consultants are not only excited but also 
embracing the opportunities that this 
technology represents, in ever more complex 
medicine and intervention.

T H E  S I E M E N S  
S O M ATO M  F O R C E

The Siemens Somatom Force is the most 
advanced CT scanner in the world. In just 
one to two minutes we can scan patients 
and achieve the highest definition imaging 
at a fraction of the radiation dose. The dose 
is so low and at such a speed that you can 
even scan a paediatric patient without 
sedating them. “The major advantage of 
this technology is that you can do more 

with it at a lower dose. We can scan a wider 
range of patients who traditionally have 
been more difficult to scan. I’m really excited 
because it’s such a big step up in quality 
improvement for the patient.” Dr Rebecca 
Preston, Consultant Radiologist. Its high-
quality imaging will lend superior vision to 
heart, lung and vascular procedures and 
their planning.
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All of these gene targets can be found on our website sarahcannon-md.co.uk/home/our-tests/ngs-assay-details/

For information on tests and how to order visit sarahcannon-md.co.uk
For assistance in choosing the right panel contact info@sarahcannon-md.co.uk

To arrange a one-to-one meeting or talk at your MDT email Penny Cardus, Commercial Manager for Labs at penny.cardus@hcahealthcare.co.uk

To refer a patient to Dr Breen contact her secretary on 07980 342 667 or email laura.e.harley@gmail.com

To refer a patient to Dr Robinson contact her secretary on 020 3865 5162 or email pturnball@theloc.com

Personalised medicine describes medical 
approaches based on the analysis of an 
individual including their genome. Today, 
genetic information from a patient can be 
used to help predict how they will respond to 
a given oncology treatment schedule. 

Two patients’ cancers may appear 
morphologically identical but can actually 
have two very different underlying genetic 
faults. The latest generation of oncology 
treatments can specifically target a genetic 
fault. This means treatments can be very 
effective when used in one patient while 
being completely useless in another. 

Technologies like Next Generation 
Sequencing (NGS) can help facilitate 
personalised medicine for patients. Using 

In a recently published review of 865 
patients’ information analysed by the HCA 
GRB, 76 patients were recommended onto 
existing gene-specific therapy (8.5%), while 
180 (20.1%) were referred to be screened 
for specific clinical trials at Sarah Cannon 
Research Institute, UCLH or another trial site. 

In another recent large study of 2448 Non-
Small Cell Lung cancers by NGS – cancer 
driver gene mutations (KRAS, EGFR or other 
recognised mutations) were observed in over 
50% of the samples, whereas single gene 
testing alone can only pick-up up to 20% 
of positives and therefore such single gene 
testing yields a negative/uninformative result.

“Powerful Pathology is transforming the 
way we take care of people. Through Sarah 
Cannon Molecular Diagnostics we can offer 
truly personalised medicine – which means 
the best possible outcome for each individual 
patient” Charles Percy, CEO of HCA Labs.

T H E  G E N E T I C S  O F  C A N C E R  A N D  
T H E  F U T U R E  O F  P R EC I S I O N  M E D I C I N E 
F I N D I N G  O U T W H AT FAC TO R S  A R E  D R I V I N G A N I N D I V I D UA L’S  C A N C E R  TO  G ROW A N D  
SP R E A D C A N  PAV E  T H E  WAY F O R  P E R S O N A L ISE D  P R EC IS I O N A P P ROAC H E S  TO  T R E AT M E N T

just a small amount of tumour sample, 
high-throughput NGS technology can cost 
effectively analyse millions of fragments 
of DNA in parallel, to a high degree of 
accuracy, and within clinically appropriate 
timeframes. This yields more detailed 
information about the molecular makeup 
of a tumour than any previous technology, 
and so highlighting a greater choice of 
potential therapy options.

Sarah Cannon Molecular Diagnostics 
(SCMD), based within HCA labs, are delighted 
to offer a range of cutting-edge options 
including NGS to our consultants, quickly 
providing them with the key information 
they need to manage patients as effectively  
as possible.

However, the interpretation of the 
results from NGS can be rather complex – 
so to ensure the best for our consultants we 
have a team of world-class clinicians and 
scientists available to help interpret and act 
on such data. We stand out from the crowd 
with our unique Genome Review Board 
(GRB). The GRB meet weekly to review all 
of the cancer related genomic analyses 
reported on HCA patients. They review the 
huge amount of information and discuss 
whether actionable genetic variants have 
been identified and whether the patient 
may be suitable for a clinical trial. They can 
be put forward for trials not only at the Sarah 
Cannon Research Institute but anywhere in  
the country.

F E AT U R E P RO F I L E

SCMD currently offers 3 separate NGS multi-gene panels for solid tumour patients

REFERENCES:
1. Moore DA, Balbi K, Ingham A, Arkenau HK, Bennett P Analysis of a large cohort of non-small cell lung cancers submitted for somatic variant analysis  

demonstrates that targeted next-generation sequencing is fit for purpose as a molecular diagnostic assay in routine practice. J Clin Pathol 2018; 1-6.
2. Moore DA et al. Prospective analysis of 895 patients on a UK Genomics Review Board.ESMO Open 2019; 4

MGP -1

Our most commonly 
utilised panel – targeting 

22 of the most commonly 
mutated genes within 

common cancers. 

MGP-3

Sequencing both DNA 
& RNA, this panel covers 
fusions as well as smaller 
scale variants in a wide 

range of genes

MGP-2

Targeting a wider  
selection of 50 genes,  

this may be more  
suited to some of the 

rarer cancers.

BIOGRAPHY
Dr. Karen Breen is a Consultant Haematologist with 
a specialist interest in thrombosis. She currently 
practises at Guy’s and St Thomas’ NHS Foun-
dation Trust, London. Her undergraduate 
training was at Trinity College, Dublin 
and postgraduate training, including 
haematology, was in Ireland before 
moving to the UK to conduct 
research leading to an MD. She is 
a member of the Royal College 
of Physicians of Ireland and Royal 
College of Pathologists, UK. She is 
currently involved in several clinical 
trials and in translational research 
in the Antiphospholipid syndrome, 
and has authored and co-authored 
publications on thromboembolic disease. 
Dr Breen is also lead of acute management of 
thrombosis and anticoagulation and a member of the 

Trust Thromboprophylaxis and Thrombosis Committee 
at Guy’s and St Thomas’ Foundation Trust. She has 

authored several research papers and lectures 
globally on a regular basis. 

CLINICAL INTERESTS
Dr Breen’s main area of clinical 
interest is in management of 
thrombotic and bleeding disorders. 
She reviews patients with deep vein 
thrombosis, pulmonary embolism 
and is an expert in anticoagulation 

management including the newer 
direct oral anticoagulants. She is 

experienced in advising on perioperative  
management of clotting and bleeding  

disorders including during pregnancy. Dr  
Breen also specialises in abnormal full blood  

counts including anaemia and thrombocytopaenia.

D R  K A R E N  B R E E N
M D  M RC P I  F RC PAT H

BIOGRAPHY
Dr Robinson qualified at King’s College London 
and completed specialist training at Guy’s and 
St Thomas’ NHS Foundation Trust. She 
completed post graduate research 
at King’s College London and was 
awarded an MDRes. Dr Robinson has 
been a Consultant Haematologist 
at Guy’s and St Thomas’ NHS 
Foundation Trust since 2010. She 
is the lead consultant for patient 
blood management, pre-operative 
and post-operative correction of 
anaemia, transfusion medicine, 
immune thrombocytopenia and 
obstetric haematology (anaemia, 
thrombocytopenia, thrombosis, antipho-
spholipid syndrome, myeloproliferative 
neoplasms in pregnancy). Dr Robinson is a 
member of the British Society of Haematology and 

the British Blood Transfusion Society. She is chair of 
the British Society of Haematology Transfusion 

Task Force, co-chair of the National Blood 
Transfusion Committee anaemia working 

group, writing group member of NICE 
Transfusion Guidelines and specialist 

committee member of NICE quality 
standards for transfusion. She has 
published over 30 peer reviewed 
papers, book chapters and articles 
and lectures throughout the UK 
and internationally. 

CLINICAL INTERESTS
General haematology, immunohae-

matology, patient blood management, 
obstetric haematology, transfusion medicine. 

Anaemia, B12 deficiency, preoperative and post 
operative correction anaemia and iron depletion.

D R  SUS A N  RO B I NS O N
M B B S, M RC P, MS C, M D R E S, F RC P, F RC PAT H

S P OT L I G H T O N  C O N S U LTA N T H A E M ATO L O G I ST S
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W H O  S U R G I C A L  S A F E T Y  C H EC K L I ST 
E V E RY PAT I E N T E V E RY T I M E

Q UA L I T Y  I M P R O V E M E N T S 
L E A R N I N G F RO M SE R I O US  I N C I D E N TS  Q 3

J A G
AC C R E D I TAT I O N -  
E N D O S C O P Y

I M A G E  E XC H A N G E  
P O RTA L  A C C E S S 

All secretaries, in house and external, are now 
able to have access to request images from 
external sites. This may be helpful if you work 
across a number of sites and wish to view 
images onsite or have them re-reported by 
our radiologists. 

To gain access, all your secretary needs 
to do is contact the IT helpdesk on 020 7759 
3737 or raise a task on Service Now. Training 
can be provided and this will enable them to 
request the images to be sent via IEP from 
one site to another. 

The radiology department will need to be 
informed and they will download the images 
onto PACS for you to view.

On 20th November 2019 the Endoscopy 
Department was inspected in order to 
attain JAG Accreditation. This accreditation 
is awarded to high-quality gastrointestinal 
endoscopy services. Four inspectors met with 
staff and patients throughout the day. Whilst 
we await the report, the feedback on the day 
was extremely positive. 

Thank you to everyone for their continued engagement with the WHO Surgical Safety Checklist. 
Auditing of practice over the last quarter has demonstrated between 99% and 100% 

compliance. The theatre teams have been asked to continually monitor engagement 
using the following five steps to good practice:
1. It should take no more than a minute to complete each section of the Checklist.  
2. Every item on the Checklist is linked to a specific, unambiguous action.  
3. The WHO Checklist focuses primarily on team function and communication.  
      Clear team introductions, pre-procedural information sharing and discussing a      
      treatment plan are of vital importance.
4. A major key to the function of the Checklist is the fact that it is a verbal exercise     

      carried out among team members. Reading the Checklist “out loud” as a team  
      exercise is critical to its success.

5.  All team members need to be engaged and focused on the steps of the Checklist as  
     they are read aloud.

Lucy Woods, Medical Secretariat Supervisor, 
has recently taken on the role as the main 
point of contact for independent medical 
secretaries. 

Lucy will be sending regular updates from 
the hospital and will co-ordinate on-boarding 
of any new independent secretaries. By 
having one point of contact we will streamline 
communication and provide a support link to 
the hospital’s internal departments. 

We’ll be introducing Lucy to secretaries 
very soon, if they have not already met 
at the breakfast meeting on Tuesday 3rd 
December, followed by tours of the hospital. 

A survey has already been sent to medical 
secretaries requesting feedback on how the 
hospital can assist in their role and improve 
communication so that we are supportive 
and integrated. 

Lucy can be contacted via email at 
independent.info@hcahealthcare.co.uk

When submitting the HCA booking form for 
patients to be admitted, it is important that 
the form is always accompanied by the last 
outpatient clinic letter or a relevant previous 
medical report. In the case of an MDT 
conducted outside of London Bridge Hospital 
the outcome letter should also be present. 

 This letter provides the hospital with an 
accurate record of what occurred during the 
last patient visit and details the management 
plan for care and treatment. 

 Submission of this letter, therefore, not 
only initiates the patient medical record for 
HCA, but also provides vital information 
to the booking and pre assessment teams 
in order to deliver a smooth and seamless 
patient journey. 

 Provision of this letter also ensures that 
we are meeting our regulatory governance 
requirements for internal audit of medical 
records and clinical coding, details of which 
are now externally reportable to PHIN. 

For any further queries relating to 
Governance or regulatory requirements 
please email Sue Ellis, Head of Governance at  
sue.ellis@hcahealthcare.co.uk 

•  Implementation of Care Planning and Documentation Workshops for 
all clinical staff

• A review of the process for documenting phone calls to the ward 
when a patient has discharged  

• Implementation of a new system to ensure that all potential difficult 
airway patients admitted to ICU must have an airway plan in situ 
and the difficult airway sign must be in place upon admission

• A revised and systematic approach of nurse handover rounding on 
ITU in order to ensure that care delivered is safe and consistent

• A review of Microguide to ensure units of measurement match 
Meditech and to ensure clear guidance on the time of taking 
samples and indications to monitor renal function

• Implementation of a new electronic Early Warning Score Alert system 
“nerve Centre” to be rolled out Q1 2020

I N F O R M AT I O N I N F O R M AT I O N

I N D E P E N D E N T 
M E D I C A L  
S EC R E TA R I AT 

L A ST  C L I N I C  
L E T T E R 

PAU S E

To maintain the utmost standards of patient 
care, this year we’ve introduced PAUSE.  
An initiative to encourage all clinical staff 
to take ownership, assess the situation and 
speak up should they feel concerned for a 
patient’s safety. 

When working in pressured situations, 
research tells us that an open, honest and 
communicative environment delivers the 
highest levels of healthcare and our teams 
are no exception. 

Please support and champion the 
initiative in your practice and take the time 
to PAUSE should anyone need to.

PAUSE

ASSESS SITUATION 

UNDERSTAND NEEDS

S TART AGAIN

EVALUATE AND LEARN

P H I N  P O RTA L  L O G I N 

The CMA Order 2014 requires private health-
care facilities in the UK to submit private 
activity data to PHIN. Once PHIN have 
received this data, you will be invited to 
review and submit your fees (see step-by-step 
guide below) via the PHIN portal. Invitation 
emails are sent to the email address you have 
registered with the GMC.

 
The Portal can be reached via:  
portal.phin.org.uk  
Your GMC Number is your username.

 
CONSULTANT FEE SUBMISSION

1. Once you are logged in to the PHIN 
portal, please select Self-pay fees on the 
left-hand navigation bar to submit your 
fees. If you work across multiple sites and 
charge the same fee, you are able to 
copy this information across sites using 
the drop-down function. Choose the site 
you wish to copy and click Copy fees. 
Alternatively, if the fee is different please 
enter these manually and Save.

2.  If you no longer provide consultations 
at a site listed, you can exclude this 
hospital by clicking Exclude hospital.

3.  Once you have finished entering your 
consultation fees, please click on 
procedure fees to proceed to the  
next stage.

 Note: If any of the procedures listed 
are incorrect, please leave this 
procedure blank and complete the 
ones that are relevant to your practice.

4. If you no longer perform procedures  
at a hospital in the list provided, please 
click Exclude hospital.

 If you perform procedures at a hospital 
not in your list, please let PHIN know 
at consultants@phin.org.uk

5.   Click on preview and approve to view 
how this information will appear on 
the PHIN website and approve it for 
publication by selecting Approve for 
publication.

 You must ensure you have completed 
your profile information on the Portal 
to enable publication of your fees on 
the PHIN website. 

PHIN
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N E W C O N S U LTA N T S 
G R A N T E D P R AC T IS I N G P R I V I L EG E S  I N  SE P T E M B E R  A N D N OV E M B E R  2019

NAME TITLE NHS
Anaesthetics
Dr Neel Desai Consultant Anaesthetist GSTT
Dr Paul James Consultant Anaesthetist GSTT
Dr Jeyanjali Jeyarajah Consultant Anaesthetist GSTT
Dr Iosifina Karmanioulou Consultant Anaesthetist GSTT
Dr Marco Scaramuzzi Consultant Anaesthetist Royal Brompton
Dr Saju Sharafudeen Consultant Anaesthetist King’s
Dr Michael Shaw Consultant Anaesthetist St George’s

Breast
Mr Prakash Sinha Consultant General Surgeon Princess Royal University & King’s

Cardiology
Dr Christopher Baker Consultant Cardiologist Imperial College
Dr Amit Bhan Consultant Cardiologist Barts
Dr Ahmed Elghamaz Consultant Cardiologist Northwick Park Hospital
Dr Julian Strange Consultant Cardiologist University Hospital Bristol

Colorectal
Mr Tarun Singhal Consultant Colorectal Surgeon King’s

ENT 
Mr Asit Arora Consultant ENT Surgeon GSTT
Mr Jerome Lim Consultant Otolaryngologist Medway Maritime Hospital

Gastroenterology
Dr Mayur Kumar Consultant Gastroenterologist Princess Royal University Hospital
Dr Sebastian Zeki Consultant Gastroenterologist GSTT

Haematology
Dr Samir Agrawal Consultant Haematologist Barts
Dr Rachel Kesse-Adu Consultant Haematologist GSTT

Neurology
Professor Paolo Muraro Consultant Neuroradiologist Imperial College

Neurosurgery 
Mr Gordan Grahovac Consultant Neurosurgeon and Spine Neurosurgeon King’s
Mr Francesco Vergani Consultant Neurosurgeon King’s

Oncology
Dr Omar Al-Salihi Consultant Clinical Oncologist GSTT
Dr Rebecca Kristeleit Consultant Medical Oncologist University College London Hospital
Dr Paul Mulholland Consultant Medical Oncologist University College London Hospital

Orthopaedic
Mr Jason Bernard Consultant Orthopaedic Spinal Surgeon St George’s
Mr Bajinder Dhinsa Consultant Orthopaedic Surgeon William Harvey Hospital
Mr Andrew Goldberg Consultant Orthopaedic Surgeon The Royal National Orthopaedic Hospital
Mr Omar Haddo Consultant Orthopaedic Surgeon Whittington Health
Mr Sammy Hanna Consultant Orthopaedic Surgeon Barts

Plastic & Reconstructive
Mr Edmund Fitzgerald O’Connor Consultant Plastic & Reconstructive Surgeon GSTT & King’s
Mr Georgios Orfaniotis Consultant Plastic & Reconstructive Surgeon GSTT

Podiatry
Mr Nicolas Ivanoff Podiatrist Full time private

Psychology
Dr Annie Pavitt Psychologist GSTT

Radiology
Dr Joerg Ederle Consultant Neuroradiologist King’s
Dr Nabil Kibriya Consultant Radiologist King’s
Dr Amit Roy Consultant Neuroradiologist GSTT
Dr Suki Thomson Consultant Neuroradiologist King’s
Dr Phil Touska Consultant Radiologist GSTT

Sports & Exercise Medicine
Dr Stephen Thompson Consultant Sports & Exercise Medicine Private

Transplant Surgery
Mr Loannis Loukopoulos Consultant Transplant Surgeon GSTT

Upper GI and Bariatric 
Ms Cynthia Borg Consultant Upper GI and Bariatric Surgeon Lewisham University Hospital

Urology
Mr Peter  Pietrzak Consultant Urological Surgeon Southend University Hospital

Vascular
Mr Mohamed Abdelhamid Consultant Vascular and Endovascular Surgeon St George’s

Every day at London Bridge Hospital we have comprehensive MDTs happening across our campus. All MDTs have recommendations 

recorded direct to the patient record. This not only ensures the very best in patient care but it also allows service development as the 

specialist team and key clinical managers are altogether in one place. 

MDT Day Frequency Boardroom MDT Chair

Colorectal Wednesday 7.30am Monthly The Shard Mr Mark George
HPB 1st Thursday & 3rd Wednesday Monthly St Olaf Mr Parthi Srinivasan
Cardiac Rotating day 7.30am Monthly St Olaf Professor Simon Redwood / Mr Chris Young
Spinal Ortho Tuesday 5.30pm Fortnightly St Olaf Mr Khai Lam 
Spinal Wednesday 6pm Fortnightly The Shard/St Olaf Mr Tom Ember
Neurosciences Thursday 6pm Monthly The Shard Dr Ben Turner
Thoracic & Lung Monday 6pm Fortnightly The Shard Professor George Santis
Hip Alt Tuesdays & Thursdays 6pm Monthly The Shard Mr Paul Jairaj*
Breast Friday 7.45am Weekly The Shard Dr Mark Harries
Haematology Tuesday 5.25pm Fortnightly Guy’s Dr Majid Kazmi
Gynaecology Wednesday 6pm Monthly The Shard Mr Anthony Davies
Urology 3 out of 4 Wednesdays 7.30am Monthly Guy’s Mr Rick Popert
Benign Urology Monday 7.30am Monthly Guy’s Mr Arun Sahai
Head & Neck Friday 8am 2nd & 4th Friday Guy’s Mr Luke Cascarini
Upper GI Thursday 6pm Monthly Guy’s Dr Nick Maisey
Skin Thursday 7.30am Monthly Guy’s Mrs Jenny Geh
Foot & Ankle Tuesday 7am Monthly The Shard/St Olaf Mr Sam Singh
Knee Thursday 12-1pm Monthly The Shard Mr James Bliss
Hand and wrist Tuesday 6pm Monthly The Shard/St Olaf Mr Simon Owen-Johnstone

*(rotating chair)

Should you wish to be added to the regular circulation of any of the MDTs or to submit a case for discussion please email LBH.MDTCoordinators@hcahealthcare.co.uk

M DT  S C H E D U L E

I N F O R M AT I O N I N F O R M AT I O N

Appreciating how busy consultants are 
looking after others, HCA’s Roodlane 
Medical primary care services are offering 
London Bridge Hospital consultants a 
discounted annual rate for unlimited 
GP consultations. See a Roodlane GP 
at convenient London locations (in The 
Shard, The City and across London) for 
the annual price of £144. So, physician 
heal thyself, for less than 40p a day!

To sign up for this annual programme, 
you’ll need to contact us any time from 
now until 31 Jan 2020. Your programme 
will then be activated in February. Get in 
touch with the London Bridge Hospital 
Business Development team.

To enrol or for more information, please 
contact Amy Firkins by 31st January 2020.
Tel: 0207 234 2743
Email: amy.firkins@hcahealthcare.co.uk

M E D I C E , C U R A  
T E  I P S U M : 
W E L L S O M E T I M E S  T H E R E  
J UST I SN ’T T H E  T I M E

S AV E  T H E  D AT E
C O NSU LTA N T N E W Y E A R’ S  PA RT Y

We once again look forward to seeing you on Friday 7th February at Guildhall for our annual 
Consultant dinner and drinks. This will be a black tie event and partners are very welcome to 
attend. More details on ticket information will be available in the New Year.
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