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Although routinely performed, the optimal screening regimen
for recurrent disease after curative surgery for lung cancer has
yet to be agreed. Radio-surgery has improved prognosis for
patients with limited intra-cerebral metastases,1 however screen-
ing for intracerebral recurrence has little evidence base. Local
protocol is to perform CT head/chest/abdomen pre surgery and
CT chest/abdomen at 3, 12 and 24 months after surgery. We
proposed that the addition of CT head to the post-surgical pro-
tocol would enable earlier detection of intra-cerebral recurrence,
facilitating timely treatment.

CT head was added to standard post surgical surveillance pro-
gramme in February 2015. CT reports were reviewed prospec-
tively and we report data to June 2015. For comparison,
retrospective data for all patients currently enrolled in screening
was also reviewed.

All 222 CT scans for the 115 patients undergoing post-surgi-
cal surveillance were reviewed. 28 of these have been performed
since our protocol changed to include CT head.

In total, 22 patients (19%) had recurrent disease. 2 patients
had isolated intracerebral recurrence. This represents 9% of all
patients with recurrent disease and these patients would not be
identified on previous screening protocol. This is in line with
findings from previous work.2

Four cases of symptomatic intra-cerebral recurrence were
identified prior to protocol change. Only one of these patients
was eligible for radio-surgery. Since protocol change, one case of
asymptomatic isolated intra-cerebral recurrence has been
detected through screening; this patient was thereafter treated
with radio-surgery.

Our results show that isolated intra-cerebral recurrence would
be missed on the previous screening protocol. These preliminary
results suggest that the addition of CT head in post operative
surveillance enables earlier identification of these patients. The
earlier detection of intracerebral recurrence as a result of screen-
ing may increase referrals for radio-surgery, with potential for
improved survival.
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Background Moore et al.1 reported that nurse led initiatives can
reconfigure care, making it more responsive to individual needs,
increasing patient satisfaction and reducing hospital visits.
Nurse-led telephone follow up clinics post surgery have evidence
of patient satisfaction and reduction in post-op complications,2

but this is not a routine intervention post thoracic surgery. Prior
to establishing our clinic, patients were discharged after thoracic
surgery with a surgical outpatient appointment at 6 weeks and
no routine community follow up. These patients had often
undergone complicated surgery, and been discharged with chest
drains or on strong opioids.
Methods All patients discharged after surgery were contacted by
telephone up to a maximum of a week after discharge with a
further follow up call 2 weeks later if needed. A protocol of
open questions was used to identify post-op difficulties at an
early stage, facilitate referral to community teams, improve
patient experience and provide additional information.
Results and conclusion 29 patients were contacted over a 6
month period, following discharge after thoracic surgery; VATs,
lobectomy, sleeve/wedge resection, pneumonectomy and pleurec-
tomy. Each call lasted up to 20 min, equating to a maximum 10
h of nurse time.

Telephone clinic highlighted a number of medical issues that
required intervention and prevented GP and hospital appoint-
ments/admissions. Commonly reported symptoms included pain,
shortness of breath, fatigue, constipation, weight loss and inabil-
ity to sleep. In most cases simple advice and reassurance could
be given. In 3 cases, medication was organised (antibiotics, laxa-
tives, analgesia). A referral to the GP or community services was
organised in 4 cases. Patient satisfaction was high however fur-
ther evaluation over a longer period is needed. Additional study
is necessary to explore the cost implications and the monetary
value of avoiding admissions.
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