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Clinical audit

The role of the radiologist in surgical management:
an audit of clinico-radiological conferences
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Summary
A prospective analysis of the radiological
findings and final diagnoses of342 patients
discussed at joint surgical/radiological
conferences over a seven-month period
was undertaken in an attempt to define the
role of the radiologist in the clinical
management of surgical patients.
Although the diagnosis had already been
correctly made on clinical or radiological
grounds in 38% (130/342) of patients pre-
sented at the X-ray conferences, careful
review of the films resulted in an immedi-
ate firm diagnosis in a further 9% (31/342),
or promoted further radiological investi-
gations which were responsible for an
eventual definitive diagnosis in 20% of
the remainder (32/169). The input of the
radiologist in selecting the most appro-
priate additional investigation was parti-
cularly valuable in the management of
more complex clinical problems.
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Advances in diagnostic and interventional
radiology have been rapid and far-reaching.
In 1921, Burckhardt and Muller visualised the
biliary tree by direct puncture of the gall
bladder.' This technique was refined by the
development of percutaneous transhepatic
cholangiography in the late 1930s,2 but it is
particularly within the last decade that we
have seen an explosive growth in the number
of radiological options available to assist the
clinician in both the diagnosis and treatment
of patients. Newer, non-invasive techniques
such as ultrasound, computed tomography,
and magnetic resonance imaging, have great
potential, however their relative merits as
diagnostic3-5 and interventional tools6-9 re-
main uncertain. With a bewildering array of
often costly options now open to the clinician,
close liaison with the radiology department
has become of paramount importance in
ensuring that patients receive the most appro-
priate sequence of investigations and treat-
ment. In the light of these changes, many
clinical 'firms' are increasingly reliant on
expert radiological advice and discussion at
their clinico-radiological conferences. The aim
of this study was to examine the effect of such
conferences by means of a prospective audit
of outcome.

Patients and methods

Over a seven-month period, details of all
surgical cases discussed at the clinico-radiolo-
gical meetings of three surgical firms were
prospectively recorded. The information col-
lected distinguished between in-patient and
out-patient investigations, and recorded the
provisional diagnosis before the meeting,
whether or not this had been amended during
the meeting, and whether further modes of
investigation were proposed and by whom
(surgeon or radiologist). Patients were subse-
quently followed up to identify the investiga-
tion which had resulted in the definitive
diagnosis. In every out-patient or those in-
patients without a diagnosis at discharge from
hospital, the clinical notes were reviewed after
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Figure 1 The method of diagnosis at the combined
surgical/radiological conference in 342 patients (top).
The outcome of the 169 patients who went on to further
investigations (middle) and the method of subsequent
diagnosis after the conference in the 107 patients who
were diagnosed prior to discharge (bottom)
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six months to determine (a) whether a final
diagnosis had been made, and (b) the method
(radiological or nonradiological) by which it
had been reached.

Results

Details of 431 sets of investigations from 342
patients were reviewed at 58 joint surgical/
radiological meetings over a 30-week period.
Eighty-nine (21%) of the investigations pre-
sented related to patients who had been
reviewed at previous meetings. Investigations
were not available for presentation in 4% of the
cases discussed.
The pre-conference diagnosis (largely clin-

ical) was confirmed in over a third of patients
presented (figure 1). However, in a further 9%
(31/342) of patients, a firm diagnosis was
established as a result of the conference
(almost invariably by a radiologist (29/31))
with these cases being either a change of a firm
pre-conference diagnosis or arising de novo in
patients previously without diagnosis. Of the
remaining 169 patients, a diagnosis was made
in about half (83/169) as an in-patient with this
rising to 63% (107/169) by the time of their
final review six months later. A breakdown of
the principal method of diagnosis in these 107
patients is shown in figure 1; this confirms the
importance of advice from the radiologist as
the source of diagnosis in 30% (32/107) of
these patients. No patient had an originally
correct diagnosis altered in error as a result of
the conference.

Discussion

Clinical audit is now firmly established in
healthcare and applied to a wide range of
activities. Although many of the data are
necessarily of a routine nature, many studies
applied to specific clinical areas such as peri-
operative morbidity,'0 open access gastro-
scopy," patient satisfaction,'2 and surgical
waiting lists,'3 have revealed interesting and
often unexpected results.
The aim of this study was to assess the

impact of the radiologist on the management of
surgical patients. Difficulty was anticipated
where a number of parallel investigative routes
were used in addition to radiology; however, it
proved surprisingly straightforward to identify
the investigation 'responsible' for the eventual
diagnosis, particularly in patients who under-
went further tests after the initial X-ray
conference. Although it was anticipated that
the impact of the radiologists would be
significant, particularly with respect to their
choice of the most appropriate next investiga-
tion, the frequency with which their interven-
tion ultimately produced a definitive diagnosis
was remarkable. Of the 107 patients in whom a
firm diagnosis was made after further tests,
radiology played a key role in 30%, and the
relevant investigation had almost invariably
been suggested by a radiologist. Although the
choice of investigation was often fairly obvious
(eg, barium enema for change in bowel habit),
almost all the more complex cases (ie, the 72/
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Figure 2 Suggested scheme for collaborative manage-
ment in the investigation of the surgical patient. The
thickened lines indicate radiological autonomy

342 patients who had been presented at more
than one clinico-radiological conference) fell
into this group. We were surprised to find that
of the patients discussed, 18% had no firm
diagnosis at six months. However, many of
these patients appeared to have self-limiting
nonspecific abdominal complaints, which often
resolved without subsequent investigation or
treatment.
The increasingly complex, costly, and often

complimentary range ofradiological techniques
available for investigation ofthe surgical patient
need to be carefully orchestrated to ensure that
rapid and accurate diagnosis is achieved with
minimal radiation and discomfort yet max-
imum efficiency. The radiologist, in collabora-
tion with the clinician, is in an ideal position to
co-ordinate and streamline the investigative
pathway and certainly the results of this study
suggest that radiologists have the clinical
expertise required to accomplish this
task.There is therefore an argument in favour
of radiologists relinquishing their traditional
role, and taking on a greater degree of
autonomy in patient care (as is already the case
in the US and Scandinavia13"4). This would
allow the radiologist to carry out a logical
sequence of investigations during a single visit
to the radiology department. A suggested
scheme of collaborative management in the
investigation of surgical patients is shown in
figure 2. Recent developments within the NHS
in which the surgical directorate would pur-
chase services from the radiology department
could form the basis for a conflict of interests,
although in the clinical setting of a close
working relationship this seems likely to remain
a theoretical problem only.
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Conclusion

Combined clinico-radiological conferences
have many functions, including education,
communication and a forum for discussion.

By being responsible for the choice of appro-
priate investigation in many cases (especially
the more difficult), they help streamline the
investigative pathway and thus improve effi-
ciency and reduce patient trauma.
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Medical Anniversary
JOHN LOCKE, 29 AUGUST 1632

John Locke (1632-1704) was born in Wrington, Somerset, and educated at Westminster
School and Christ Church, Oxford. He became personal physician to the Earl of
Shaftesbury, and became FRC (1668) for his experimental studies. He declined an
ambassadorship (1689) but became an influential philosopher. - DG James
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