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PHC NSP Vision Supporting Project Charter 

DATE/Version: February 17, 2021    

Project ID# - title:  PHC-0146 – “Building Molecular Imaging While We Build The New St. Paul’s” 

Project physician lead(s): Dr. Darra Murphy (co-lead Dr. Moira Stilwell) 

Program/Dept/Site associated: Dept of Medical Imaging, SPH 

Project executive sponsor:  Ms. Astrid Levelt, Director, Medical Affairs 

Project time frame:  Start date:  
February 16, 2021 

End date:  
March 31, 2021* 
cannot be extended 

      
Project overview:     

Problem(s)/Issue(s): From now until The New St. Paul’s Hospital is completed, we are in limbo with 
outdated nuclear medicine equipment that will not be replaced due to need 
for renovations to accommodate modern imaging. Clinicians need molecular 
imaging for many conditions that can only be provided by PET, a modality that 
has grown a highly limited basis in BC and has been rationed to essentially only 
cancer despite being current standard of care for many patients including 
those with heart diseases, a wide variety of conditions characterized by 
inflammation and infection, endocrine disease, dementia- to name a few. We 
will require this modern type of nuclear medicine camera in the New St. Paul’s.  
 
However, there are ways we could collaborate with the BCCA and private PET 
providers with a view to building offsite (from PHC), imaging partnerships that 
are economical, innovative and collaborative and embrace the need for 
modern technology without capital expenditure in an old building which can:  

a) serve our patients' needs now for best available diagnostic imaging;  
b) providing early focus to understand how we will utilize the modality when 
we move into new hospital; 
c) advance multiple research agendas in priority areas including cardiac 
imaging, surgical subspecialties and elder care; 
d) offer modern learning for residents and imaging technologists, 
radiopharmacists; 
e) offer opportunities to recruit new dual trained radiologist/nuclear 
medicine physicians; and  
f) Build out more robust collaborations with other facilities using a 
philosophy of "use what you need and share the rest" meaning all resources 
including opportunities for above. 

 
The plan for the new hospital includes space for a Nuclear Medicine 
“department” that notionally contains 3 SPECT/CT (gamma cameras) and 1 
PET/CT (or PET/MRI) camera, currently without a supporting plan for patient 
and supporting workflow directly linked to the populations we focus on. In 
order to ensure that the new building when open can:  

 Accommodate today’s technology for  PET/CT (or MRI) and SPECT/CT 
structurally and in keeping with constantly expanding and expensive 
provincial and federal regulatory demands; and is flexible enough to 
accommodate changes in technology in the next 6 years and beyond 
opening 
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 Ensure space for handling radioisotopes and radiochemistry of 
radiopharmaceuticals is appropriate for the clinical needs of our priority 
populations which means understanding those needs now and when the 
hospital opens 

 And have spaces appropriate for injection, holding and imaging in patients 
and outpatients with varied medical, physical needs dictated by their 
condition, social needs, and regulatory requirements for radiation, body 
fluid, and safety. 

 
We rely on the clinicians who care for our priority populations to inform our 
plans going forward and need these stakeholders to be a part of this process of 
planning and executing a molecular imaging strategy in nuclear medicine. We 
know that our stakeholders understand the benefits and uses of molecular 
imaging for the patients they serve; they ask us continually how and when they 
will be able to better diagnose and, treat and monitor their patients- we want 
to include them in the earliest stages of nuclear medicine redesign in 
collaboration in a business plan and patient service plan that is forward looking 
but building now.  
 
We need stakeholders and champions on the ground floor of building helping 
us demonstrate the resourcefulness and independence that PHC fosters to 
overcome the not insignificant planning and execution to ensure that we don’t 
open and outdated imaging facility in a new building. By building the service 
now, we ensure that this will not happen. Additionally, the Nuclear Medicine 
team needs to understand community-based care redesign to ensure we best 
fulfill clients’ needs while in our care, including when they are not at the 
hospital and/or are served in multidisciplinary care settings. 

-       

How this project Aligns with NSP Guiding 
Principles:  

Exceptional care: The foundation of exceptional care is exceptional diagnostic 
acumen. Molecular medicine is the standard of care and basis of "personalized 
medicine".  
Flexibility: Current circumstances of living in limbo with respect to providing 
modern standard of care demands a flexible viewpoint of meeting our 
obligations for patient care, teaching and research. We cannot wait 6 years to 
work towards furthering those goals. Leadership must demonstrate extreme 
flexibility in considering non-traditional solutions for a long interregnum 
between now and 2027. This project will consider innovative solutions, 
including some not previously implemented in BC. 
Partnerships: The BCCA has by accident or design ring-fenced the growth of 
molecular imaging. However, we know now that molecular imaging is the 
standard of care in nuclear imaging. It is essential that we actively move 
towards the modern imaging paradigm for our patients allowing us best 
diagnostic and therefore treatment for our patients. Supply logistics of nuclear 
medicine require dynamic high functioning collaboration with stakeholders at 
all levels who are conversant in the technology and its benefits. 
Integrated: Hybrid imaging (nuclear medicine images fused with CT and 
eventually, MRI) is the leading edge of integrated diagnosis. It provides the 
basis for modern treatment based on understanding disease at the cell level vs 
the anatomic level and allows better selection of therapies likely to work in 
patients with a myriad of conditions. 
Best Patient Experience: Fragmentation of care causes patient anxiety and 
increased waits. Wrap-around care with one stop-shop imaging decreases wait 
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times and uncertainty; give patients benefit of proven better diagnostic 
accuracy and assessment of therapy and saves the system time and money by 
providing the best right test at the right time. 
Leverage Technology: Capital equipment funding has been difficult for a long 
time in healthcare for many reasons. This project is important to engage 
physicians to ensure that: 1) we don't build a new building for old technology 
and knowledge and 2) we don't postpone the best available resources for our 
patients while we wait for the new hospital. 

    

How this project aligns with FE strategic 
priorities: 

Exceptional Quality, Safety & Value (We are working to build a strong 
community that enables excellent patient care while maintaining safety, 
quality, and value). 

    

How this project aligns with Health Care 
Redesign (if applicable) 

Time-limited project for visioning future state of a clinical department and 
create a new practice model now. An opportunity to leverage the best 
available resources for our patients in preparation for the eventual move to a 
new hospital. Key are the values of independence and resourcefulness- values 
deeply imbued in the clinicians, team and programs we strive to serve. 

    

How this project impacts patient quality: Wrap-around care with one stop-shop imaging decreases wait times and 
uncertainty; give patients benefit of proven better diagnostic accuracy and 
assessment of therapy and saves the system time and money by providing the 
best right test at the right time. Modern nuclear medicine increases accuracy 
and diagnostic confidence and helps clinical teams better understand the 
health and illnesses and chronic conditions in our clients. 

        

Project goal(s):  1) Convene the representative physicians who express need for modern 
nuclear medicine imaging for their specific patient groups. 
 
2) Build a strategic plan to define proposals for collaboration with existing PET 
and proposed expansion of same resources and those coming on line at 
facilities other than ours, before the new SPH 
 
3) Build the financial models for the proposed collaborations with 
administration based on usage required in an incremental fashion at a price we 
can afford that take into account current funding and operational models of 
other users of molecular imaging. The culture of PHC is collaboration combined 
with a resourcefulness and independence that attracts the best people. This is 
a large job and needs champions now, before shovels go in the ground. 
 
4) Present the proposals to senior leadership with goal of supporting the one(s) 
that make sense. The project requires engagement of physicians in a leap of 
faith from physicians that there are viable, workable, innovative and 
collaborative solutions that we can implement now to provide the promise of 
modern nuclear medicine imaging and molecular medicine to a larger group of 
patients who will demonstrably benefit from better diagnosis that can be 
provided during the period between now and the opening of the new St Paul's 
Hospital. It requires physicians to co-create a substantially new division of 
nuclear medicine with no bricks and mortar and collaboration with multiple 
disciplines requires for molecular imaging in an economical operational model. 
Five or six years is too long to wait to do the best we can. 
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What to measure: Desired outcomes:  
1) A reasonable, achievable plan with two options that can be executed to 

build a molecular imaging program for patients in PHC who deserve 
modern nuclear imaging prior to completion of new building. Develop a 
plan that demonstrates the engagement of physicians at PHC to collaborate 
and execute operational plans that use resources available for best results 
even when ideal arrangements are not available. 

2) To demonstrate to PHC physicians they can create solutions in the face of 
resource/administrative constraints in our system and that we can work 
together and look outside our physical walls to co-create innovative 
solutions that allow us to add value to patient care, teaching and research.  

3) Build a project that allows physicians to articulate the needs of the patients 
they serve with regard to resource-intense technology that is required for 
better health care delivery and to understand how to better advocate for 
appropriate funding for modern technology. 

       

        
    

Project deliverables /ACTIVITIES      

Description    Budget estimate  Timeline (date ranges) 

1. Initial clinical physician outreach, consultation, 
modelling:  
10 physicians X 2 hrs. X $158.97/hr = $3180 
 
2. Development of financial models:  
3 physicians X 4hrs X $158.97/hr = $1908 
 
3. Report back and revision of plans:  
10 physicians X 2hrs X $158.97/hr = $3180 
  

  
 
$3,180.00 
 
 
$1,908.00 
 
 
$3,180.00 

  

   Total: $8,270.00   

Project scope      

In Scope:    Out of scope:    

 Medical staff 
  

Project admin support 
Allied health 
Resident compensation 

      

Resources and collaboration needed (internal/external; clinical/non-clinical)    

Internal    External    

 Molecular imaging physicians 
  

  
  

      

Evaluation and Sustainment plan      

Evaluation measures    Sustainment plan    

 Documentation of achievable plan with two options 

 Final report (activities and budget reconciliation) 
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Risks / Opportunities      

Description - Risks (barriers to project completion) Description - Opportunities   

Short timeframe to complete work / schedule meetings 
  

  
  

  

Mitigation Plan (how to overcome the barriers above)  

 
  

Project Report Submission Deadlines: 
 

1) Final Report (calculate one month from end date):  deadline April 30, 2021 
  

SIGNED BY PHYSICIAN LEAD (Co-lead) 
DATE:   
Feb 17/21 

SIGNED BY NSP Physician Director, 
Heather O’Donnell DATE: Feb 18/21 

 

Moira Stilwell 

   
 

   

 



 

PHC FE Project Final Repor 

PHC NSP Vision Supporting Project Final Report 

Project Number/Name & Project 
Lead PHC-0146 – “Building Molecular Imaging While We Build The New St. 

Paul’s” (Dr. Darra Murphy & Dr. Moira Stilwell) 

*Project Results The project met the goal of broad representative consultation with 
clinicians about molecular imaging, specifically PET now and in the NSPH. 
There was active participation that confirmed general high understanding 
and interest in moving forward with planning for PET in Nuclear Medicine 
at SPH. 
Appendices attached: 
I) Briefing Note March 2021 for Physician Engagement Sessions 
II) Report (Draft) – “Building a Modern Molecular Imaging Program” 

*Unexpected Outcomes  There were unexpected gaps in prediction of use of PET in 
inflammation and infection. 

 There was unexpected higher prediction of use in myocardial 
perfusion. 

*Lessons Learned  There is a need for more awareness of progress and near future of 
clinical use of PET for entities that are non-oncologic. We believe part 
of the issue is lack of access. 

 There is clear current guideline based indications for PET myocardial 
perfusion but PET currently (and this may change in near future) does 
not totally supplant MIBI scans. 

*Recommendations for 
improvement (to inform future 
projects and strategic decision-
making) 

1) This work should be ongoing. 
2) Recent FDA approval of drug for Alheimer’s disease creates a relatively 
immediate need for molecular brain imaging. This should be 
pursued/understood in future planning. 
3) Since planning for PET is for NSPH completion at earliest, there is need 
and interest for increased access in the interval. 
 

*Project Costs 
 Please provide the summary of 

items being funded in details. 

 Point out any cost variances 
and rationale behind it. 
 

Budget allocated: $8,270.00    (SSC Health Redesign Funds) 
 
Project Expenses: 
 
March 11, 2021 – consultation with medical imaging physicians 
10 Physician participants x 2 hr x $158.97/hr = $ 3,179.40 
 
Total funds utilized:    = $ 3,179.40 
Unspent budget*:    = $ 5,090.60 
 
(*Unspent funds recovered by SSC) 

Signed by Physician Lead June 21, 2021 Signed by NSP Physician Director or PASS Director 

 

Moira Stilwell  
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BRIEFING NOTE 
 

 

TOPIC: Building Molecular Imaging while we build the new St. Paul’s 

DATE: March 2021 

PURPOSE: Context for physician consultation sessions 

 
Situation 
 
Nuclear Medicine is a specialized branch of diagnostic imaging that uses radioactivity in the form of 
radiopharmaceuticals to examine both organ function and structure and in some situations treat the site 
of disease.  The Division of Nuclear Medicine at Providence Health Care (PHC) provides both general 
diagnostic imaging studies and radionuclide therapy to patients.   
 
A refreshed strategy for Nuclear Medicine service provision is needed.  This strategy must consider 
service provision from now until the opening of the new St. Paul’s Hospital (NSPH) and must inform 
service provision for years to come after we have moved into the NSPH.  The strategy must ensure that 
we provide modern, effective care for the populations we serve: people with heart and/or lung disease, 
kidney disease, mental illness, older British Columbians, people living with AIDS, and people with urban 
health issues while at the same time continuing to serve our community, supporting community 
physicians and outpatients with a variety of needs.    
 
The complex health needs of these populations require, more than ever, the best diagnosis and 
treatment to maintain optimal health and quality of life.  State of the art diagnostic imaging is the 
foundation of better care both in the hospital and the community.  It allows care providers to more fully 
understand the nature of disease processes, follow progress of disease, the effect of interventions and 
the benefits of new therapies. 
 
Planning for this requires a clear, evidence- based, forward looking, rational, and executable approach 
to align capital equipment and the provision of service guided by the strategic goals of PHC.   
 
Background 
 
Two important events in the development of Nuclear Medicine frame where we are today and point to 
the future: 
 
1. The Anger Camera (gamma camera) 

 
The Anger camera that we know as the “gamma camera” has a crystal detector which is ideally 
suited to the detection of gamma rays of the specific energy of Technetium and by virtue of that, 
and Technetium chemistry that allowed creation of multiple radiopharmaceuticals, was the bedrock 
of the development of nuclear medicine imaging. This combination is the workhorse of nuclear 
medicine everywhere.  Other radionuclides have been developed for a variety of purposes such as 
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Indium for white blood cell labeling for detection of infection/inflammation and labelling receptors 
for localizing some tumours, but these have always been technical compromises in adaptation to 
the only camera commercially available.  While the development of hybrid imaging, SPECT CT, has 
revitalized the fortunes of technetium- based imaging with the Anger camera, Positron Emission 
Tomography (PET with CT or MRI) will cause a lasting plateau in Technetium based imaging.  PET 
cameras are better nuclear medicine cameras with a different versatile crystal and faster computers 
ideally suited to a host of radiopharmaceuticals called positron emitters that already have and will 
continue to radically alter imaging.  While local regional data in BC indicates that 90% of nuclear 
imaging is with Technetium, this is artificial due to PET imaging having been ring-fenced by 
provincial policies to limit the growth of modern nuclear medicine cameras in the province 

exclusively to regional cancer centers  While PET can be misconceived as an oncology specific 
tool, it has tremendous value in heart and valve disease, a wide variety of conditions 
characterized by inflammation and infection, endocrine disease, and dementia to name a 
few.  Technetium based imaging has decreased substantially where PET imaging is more broadly 
used and will continue this downward trend. 

 
2. Diagnostics and Therapeutics 

 
Molecular Imaging can be used for both diagnosis and treatment in some situations.  One 
radionuclide is used to diagnose and a second, often closely related radioactive drug is used to treat 
the site of disease, often cancer and its spread.  Benign thyroid disease is also treated in this 
manner.  In its relative infancy, this basic principle has been the underpinning of imaging and 
treating thyroid disease- benign and cancer for more than 50 years.  Now, as molecular imaging 
develops, this has become a safe and effective method that is the link to providing personalized 
medicine.  The promise of molecular medicine is available now to improve the diagnosis and 
treatment of patients in all the populations we care for- molecular medicine is the entryway to 
incorporating genomics into the diagnosis, treatment and potential cure of many diseases. 

 
Approximately 14 years ago, shortly after the introduction of SPECT/CT cameras, SPH purchased 2 state 
of the art (Hybrid) SPECT/CT gamma cameras.  At time of purchase, we were the first in Western Canada 
and 2nd in Canada to own one.  The lifetime use of the cameras is 8-12 years; after this time, the 
machines are no longer manufactured, parts become obsolete, and the technology has advanced.  In 
recent years new technology has led to a reduction in radiation dose, decrease in the time that the 
examination takes, and significantly improved images.  
 
PHC also owns a two headed SPECT camera that is used for images that can tolerate lower-level 
technology, mainly renal scans, lymphangiograms, thyroid imaging and a bone densitometry machine 
but otherwise has quite limited clinical use.  This camera is also past its expected lifetime.   
 
Funding for a new SPECT/CT camera has been approved by PHC but not yet approved by Vancouver 
Coastal Health Authority. 
 
Since the purchases of the two SPECT/CT cameras in 2006, there has been a net decline in the number 
of gamma cameras at SPH by 1.5 as would be expected with a simultaneous growth of the use of a PET 
camera which has not happened.  Despite repeated forays, there has no meaningful planning for PET in 
PHC.  PET imaging requires a supply chain of specific radiopharmaceuticals, the main production and 
purchase of which is controlled by the BC Cancer Agency.   
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Assessment 
 
While it seems intuitive and natural to discuss “the next 6 years” and “in the new hospital” this is a 
strategic mistake that compounds past missed opportunities.  Talking about a strategy for the next 6 
years in Nuclear Medicine is limiting in the short- term, and sets the table for difficulties before the 
doors of the NSPH open.  First, the next 6 years are the last 6 years of 20 years of missed opportunity.  
There is nothing to be gained by the status quo: like our cameras which will not likely survive 6 years, or 
replacement based on an outdated version of an important imaging modality or delaying moving the 
right patients to the more advanced platform as soon as is possible.   
 
While it may seem intuitive to try to hold the line on equipment acquisition and accept a limping “good 
enough” strategy, it is not fair to patients we serve.  As well, one problem that repeats itself in new 
facilities, is that all the equipment is purchased and installed on the same day and therefore reaches end 
of life at the same time playing havoc with any sensible capital replacement plan.  Purchasing a new 
state of the art SPECT CT and moving it (not an unusual event) in 6 years provides a staggered capital 
replacement calendar which is more manageable and allows for accommodation of technology 
improvements in the interval.  The same applies to the establishment of hybrid PET, the earlier the 
better.  Our ability for cardiac imaging, dementia imaging, arthritis and mobility in the geriatric 
population, brain imaging in addiction and mental illness, drug studies, and oncology imaging, to name a 
few, need modernizing now.  
 
Further, is the immediate need to ensure that the design for Nuclear Medicine in the new St. Paul’s, 
through the lens of the strategic plan for PHC, is not outdated when the doors open.  While space has 
been allocated in the NSPH for PET, the development of a molecular imaging program using PET is a 
large undertaking.  Learning from the experience in Quebec where PET has been widely used for many 
years, accessibility required a long, established education campaign for specialists, family physicians, 
healthcare administrators and the general public to understand the value of PET technology.   
 
Next Steps 
 
Through a series of engagement sessions with physician stakeholders we want to explore how modern 
molecular imaging can be used to better serve the needs of PHC’s patient populations.  We have some 
ideas, but first we want to hear from you.   
 
It is our hope that together we can create a strategic plan for Nuclear Medicine at PHC that uses modern 
molecular imaging, included PET and demonstrate that PHC physicians can co-create innovative 
solutions in the face of resource and administrative constraints that add value to patient care, teaching 
and research. 
 
The development of a strategy for molecular imaging within Nuclear Medicine that includes access to 
modern technology is critical.   As we build our strategy for the coming years, we will also be advancing a 
fulsome business plan for on-site PET scanning in the NSPH for opening day and beyond. 
 



BUILDING A 
MODERN 

MOLECULAR 
IMAGING 

PROGRAM AT PHC

March 11, 2021
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Introduction

On March 11, 2021 three (3) physician consultation sessions where held to discuss the development of a 
modern molecular imaging program at Providence Health Care (PHC).  A total of 20 physicians 
participated in one of the three sessions with representation from Cardiology, Psychiatry, Surgery 
(Orthopedics; General Surgery; Breast), Addiction Medicine, Infectious Disease, Geriatrics, Physical 
Medicine and Rehabilitation, Endocrinology and Respiratory Medicine.  Appendix A contains a list of the 
physician representatives.  

The sessions were hosted by Dr. Darra Murphy, Department Head Radiology and Dr. Moira Stilwell, 
Division Head Nuclear Medicine with support from Sarah Hooper, Senior Manager Strategic and 
Operational Projects all from PHC.  

It should be noted that representation from some areas was missing in this initial consultation, including 
(but not limited to), colorectal surgery, cardiac surgery, neurology, hematology, and rheumatology, all of 
which are important services in regards to modern molecular imaging and additional consultation will be 
required.

Purpose

The purpose of the consultation sessions was to convene PHC physicians who have need and clinical use 
for molecular imaging, to be a part of a process for planning and developing a modern molecular 
imaging strategy for nuclear medicine at PHC that:  

• generates feasible options to build partnerships that are economical, innovative and collaborative 
and that embrace new technology 

• increases understanding and awareness of the current and future utilization of Positron Emission 
Tomography (PET)  to inform the New St. Paul’s Hospital (NSPH) 

• advances research and teaching in areas such as cardiac imaging, surgical sub-specialties and elder 
care

Objectives

The objectives of the consultation sessions were to 

1. Facilitate an opportunity for physicians at PHC to articulate the needs of the patients they serve with 
regard to modern technology required for better health care delivery

2. Inform the development of a molecular imaging strategy for nuclear medicine at PHC now and in the 
NSPH

3. Demonstrate that PHC physicians can co-create innovative solutions in the face of resource and 
administrative constraints that add value to patient care, teaching and research

The sessions focused primarily on the use of PET as a modern molecular imaging modality.  Participants 
discussed the use of PET for many different patient populations, identified where PET is currently being 
used, and where PET may enhance care, for PHC patients.  
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Participants were presented with potential opportunities for improving access to PET for PHC patients 
and asked to provide input into how the opportunities could be further developed into a strategy for 
PHC now and into the future.  While it was recognized that informing the transformation of care at the 
NSPH is important, equally important is the advancement of care over the next 6-7 years while the new 
hospital is being built. 

The following is an aggregated report of information gathered during the physician consultation 
sessions.  Data gathered during the consultation sessions will inform the strategic plan for nuclear 
medicine which will include plans to modernize molecular imaging at PHC.  

Contextual Information

PHC’s nuclear medicine program does one of the largest volumes of SPECT CT in the province in addition 
to using non-CT cameras for many different conditions.  There has been recognition over the past 
several years that the technology used by nuclear medicine at PHC is not keeping up with the 
advancements of modern molecular imaging.  Previous attempts to bring updated equipment to St. 
Paul’s Hospital have been unsuccessful.  With the NSPH development coming to fruition, it is time to re-
focus on ensuring PHC builds a modern molecular imaging program which is foundational to the 
diagnosis and in some cases, treatment of myriad of medical conditions for patients now and into the 
future.  

A modern molecular imaging department requires modern equipment.  PET is a type of camera used for 
molecular imaging and is a common imaging tool in nuclear medicine.  The first PET camera built for 
human studies was used in 1973 although its use in Canada has been limited.  PET cameras provide for 
better spatial resolution and temporal resolution compared with SPECT cameras, allowing nuclear 
medicine physicians to label and monitor radiopharmaceuticals at a molecular level for the diagnosis, 
evaluation and treatment of a variety of diseases.  When combined with Computerized Tomography (CT) 
which uses special x-ray equipment to produce images of the inside of the body, the ability to pinpoint 
abnormal metabolic activity allows for earlier detection of disease compared with other types of 
imaging, more accurate diagnosis and the ability to effectively monitor some therapies.   

While PET is not widely available in British Columbia, it is not a rare tool.  A PET scanner is simply a 
modern nuclear medicine camera that enables better imaging and has application in a number of areas.  
Many things done in nuclear medicine could be done better with PET.  

In British Columbia, the addition of PET to the health care system came about following the Kruger 
report.  The Krueger report recommended five PET scanners; one in each of the then regional hospitals 
supplied by one cyclotron which would be controlled by the BC Cancer Agency (BCCA).  Sixteen years 
after this report this plan has not yet been fully operationalized although both Victoria and Kelowna 
recently acquired PET scanners and Prince George will be getting one.  

In British Columbia PET has been viewed primarily as an imaging modality for oncological purposes while 
in many other provinces and countries evidence is mounting for the use of PET for both oncological and 
non-oncological imaging.  BC is currently one of only three provinces in Canada (others two provinces 
are New Brunswick and Newfoundland and Labrador) that does not have ready access to non-
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oncological PET for diagnosis and in some cases treatment of disease.  Of note, PEI does not have a PET 
scanner for any purpose.  

Use of PET as a Modern Molecular Imaging Modality

This section contains discussion points related to areas PET could be used to improve patient care.  The 
level of knowledge among participants with respect to PET varied but even among those less well versed 
in the application of PET as an imaging modality, there seemed to be a strong desire to learn more and a 
high level of interest in bringing PET capabilities to PHC.  

Key points

 There are many applications for PET that are employed in other parts of the world but not in British 
Columbia 

 There is significant value in PET as a diagnostic and in some cases, therapeutic tool for myriad of 
medical conditions

 There was general agreement from participants, particularly cardiologists, that the volume of PET 
utilization would increase considerably if PET was more readily available

 There was general agreement that PHC populations are underserved with respect to this imaging 
modality  

General themes across the three sessions are noted with additional data sorted as Session 1, Session 2 
and Session 3.  All sessions took place on Thursday, March 11, 2021.  Session one took place at 07:00; 
session two at 1200; and session three 17:00.

General themes across the sessions

 There was agreement from participants that it would be helpful to circulate a summary of the 
current guidelines and best practices for medical conditions where PET is the test of choice  

 In each of the consultation sessions, it was acknowledged that when there is limited to no 
availability of a diagnostic tool, demand cannot accurately be measured due to physicians 
developing alternative care pathways (i.e. they do a good job with what they have)  

 The importance of understanding the demand for PET imaging in areas where it is the test of choice 
was recognized as important  

 Among many physicians there was an understanding of the significance of PET imaging for many 
types of disease and a desire to further understand the use of PET in areas such as neurology for 
dementia, psychiatric illness, inflammation and infection and other areas where evidence continues 
to emerge  

 There was agreement that offering “one stop shopping”, i.e. PET CT would improve the patient 
experience;  it was also noted to be desirable to have all medical imaging machines in close 
proximity to improve the ability to easily integrate images 

 It was noted with the current desire to move more care into the community, diagnostics will 
become increasingly important and the availability of modern imaging to help monitor and triage 
patients critical to understanding when people need to be in hospital.  There was acknowledgement 
that lab and imaging were at the front end of care in the community  

 PET can be used as a marker for progression of illness or resolution of illness which may either 
prolong or shorten hospitalization
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 Recognition that the translation of research to care easier when research takes place within the 
health care setting; PHC has the catalyst of clinicians and care providers, rubbing elbows and 
shoulders to ensure that new knowledge is developed and translated both to the patient as well as 
to other academic pursuits

Session 1 (0700 – 0800)

 Access to PET is limited for PHC patients, particularly for non-oncological purposes
 Physicians have become adept at working within the available resources and thus difficult to project 

the application and demand for PET for PHC’s patient population  
 PET is the test of choice for oncological imaging and is currently being used routinely at PHC in the 

breast program
 PET is used for thyroid neuroendocrine tumors and for determining spread of colon cancer
 Use of PET in bone and joint imaging discussed.  With the aging population, there is an increasing 

need for modern bone and joint imaging to understand diagnosis, pre operative planning, and post 
operative complications

 Sodium fluoride PET has higher sensitivity and specificity in detecting and diagnosing bone diseases 
compared with conventional bone scintigraphy, even when the latter is supplemented with SPECT or 
SPECT/CT imaging

 PHC nuclear medicine currently completing bone scans for staging of prostate and breast cancers on 
a daily basis.  Recognition that access to sodium fluoride PET would be the test of choice in this area 
if it were available  

 PET is the test of choice for large vessel vasculitis
 Although not common, PET can be used for fever of unknown origin
 PET would be the preferable modality for many tests currently being done using technetium and 

indium (SPECT CT)  
 PET has an increasing role in the preoperative localization/imaging of patients undergoing surgery 

for treatment of hyperparathyroidism

Session 2 (1200 – 1300)

 General consensus that in order to be a first class heart centre, access to PET is critical; “there's so 
much pent up demand amongst my colleagues and probably beyond just my colleagues to have this 
technology; we have so many potential utilities for it, including the academic ones”

 PET is being under utilized in British Columbia due to access and focus of PET on oncology 
 Have the impression that this is a limited resource and cardiology has limited access, therefore, 

modified our practices.  If we were to build a robust program we need everybody to be aware where 
the strength of this technology currently is, and then we will understand what the true need is going 
to be

 There's a lot of potential needs that will be identified once the modality becomes available for use
 Currently PHC cardiologists are accessing PET through BCCA for sarcoidosis.  A strategy to improve 

access for these patients and other cardiac patents is needed
 PET is indicated for myriad of cardiac diseases.  The use of PET in the following were discussed: 

o Myocarditis - one of the important manifestations of COVID-19 and increased numbers are 
being seen.  These patients require access to appropriate resources in a timely way.

o Complex VT ablation and mapping and VT for radiation therapy
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o Viability, perfusion, and ischemia 

 PET is also indicated for pulmonary sarcoidosis.  Currently the pulmonologists are not ordering PET 
due to issues with access.  In some situations the cardiologist will order PET on their behalf  

 A Pulmonary nodule clinic is being proposed for PHC.  Diagnosing and monitoring pulmonary 
nodules for cancer control requires access to a modern nuclear imaging department and PET CT 
provides the highest accuracy.    

 Globally PET is routinely used for device infections but not currently in British Columbia.  It was 
suggested that Data Analytics could review the number of device infections at PHC over the last 
couple of years to understand the potential use of PET for this purpose.  

 Comment that there are a lot of applications that we are not doing, need reinvigoration in the effort 
to get a modern molecular imaging program for the patients at PHC, not just with cardiac disease

 Discussion about geography and how important it was for PET to be available on site at the NSPH or 
whether it could be located elsewhere in the lower mainland.  With respect to developing 
integrated patient programs, the desire for adjacencies in the new hospital and care being wrapped 
around the patient, having access to on-site PET was most desirable.  This was thought to be the 
most patient-centred approach

 PET can be a valuable research tool to enhance the understanding of a variety of medical conditions 
and there is desire to build research programs using PET as an imaging modality 

 Noted that PHC is currently unable to participate in certain national research studies due to the 
inability to access PET.  For example, the Ottawa Heart Institute is currently running a sarcoidosis 
treatment study.  The study requires access to perfusion and FDG PET which is not currently 
available to BC physicians.

 Consider St. Paul's and VGH patients - we also get a lot of referrals from Fraser; Fraser doesn't have 
access beyond rehab and so all the referrals are coming this way.  That's one and a half times the 
patient population that we have VCH - we have to keep that in mind

 While the new Cloverdale Hospital may be getting a PET machine (in addition to a cyclotron), this is 
likely at least 10 years away

 It was thought that the Heart Centre in partnership with nuclear medicine could help lead the way 
towards the development of a modern molecular imaging program at PHC   

Session 3 (1700 – 1800)

 Participants stressed that PHC has expertise in several areas of oncology and the importance of 
smoother access to PET is important for these patients 

 There was a sense that there may be a difference between the hematological oncology patients 
managed at the BCCA versus St. Paul’s Hospital.  For BCCA patients, a routine PET is done at certain 
times and there was uncertainty if this was the same practice for St. Paul’s.  This requires further 
exploration

 It was recognized that there is potential for broad application for PET in psychiatric illness, drug 
studies and addictions.  Studies have been performed examining schizophrenia, substance abuse 
and mood disorders to name a few.  Curiosity was expressed about the use of PET to guide practice 
based on neurological imaging as it was felt there are significant gaps in the treatment of psychiatric 
disorders 

 Desire to learn more about what Lions Gate Hospital is doing in relation to psychiatric research using 
PET imaging – knowledge translation or partnership if PHC had own PET capabilities
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 Interest was expressed from the Infectious Disease perspective to be involved with an offer of 
advocacy to develop the service within this specialty 

 The use of PET in infections is growing and PET is now being recommended as the first line 
examination for infection and inflammation in many situations, such as metastatic sites of infection, 
Staph Aureus Bacteremia, diabetic foot infection, vascular graft infections, and cardiac device 
infections

 Interest in exploring that application of PET for Dementia’s and Parkinson’s disease was expressed 
and felt to be of significance for PHC, especially with PHC’s focus on seniors, healthy aging and 
dementia care   

 From a funding perspective, PET may lead to the avoidance of other costly investigations.  This is 
advantages from a financial perspective but more importantly from the perspective of the impact of 
these investigations on patients.  

 If PET is used to monitor treatment response, there may be situations where treatment can be 
ended early if positive response is noted, i.e. in cancer care there is potential to determine whether 
a patient is in remission through PET imaging.  PET also may inform when therapy needs to be 
changed  

Opportunities for Advancing Molecular Imaging at PHC

Three opportunities were presented for discussion during each of the consultation sessions.  These 
potential opportunities focused on improving access to PET imaging for PHC patients in support of 
building a modern molecular imaging program now and in the NSPH.  It was noted that the 
opportunities were not mutually exclusive and a combination of approaches may be advantages.

Participants were asked to comment on potential opportunities that would allow a more coordinated 
and consistent access to PET for PHC patients. 

Advocating for a meaningful and productive relationship with BCCA for non-oncologic 
PET

Key points

 BCCA operates two publically funded PET CT scanners in Vancouver.  BCCA opened a third PET CT 
scanner in Victoria in 2019 and an additional one in Kelowna in 2020.

 A precedence has been set by BC Children’s Hospital (BCCH) that could serve as a template for PHC 
whereby BCCH has access to PET at BCCA.  All requisitions come to BCCH nuclear medicine, they 
manage the bookings, supervise the scans and the scans are read by a pediatric nuclear medicine 
physician.  PET is used by BCCH for both oncologic and non-oncologic investigations.  This model 
allows the development of expertise in PET within the nuclear medicine program at BCCH.

 A partnership with BCCA whereby PHC had designated access to PET at BCCA and runs its own 
program will provide PHC the opportunity to demonstrate the need for PET for a variety of medical 
conditions which will inform the NSPH and potential on site PET capability.   

 A second model used in British Columbia, was that used prior to the additional PET scanners 
opening in Victoria and Kelowna.  Patients from these regions were sent to BCCA for PET but the 
patients were protocolled and the images read by nuclear medicine physicians in Victoria or 
Kelowna.  They developed their protocols and processes so that once they opened their doors to 
their own PET scanners, they were well established.  With the long-term vision to have a PET 
scanner in the NSPH, this approach could inform the development of PHC’s process.
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 A partnership opportunity with BCCA provides PHC with a better understanding of the costing 
associated with PET while assessing cost reduction in situations where PET, as the test of choice, 
eliminates the need for alternate tests/investigations.  This will inform PHC’s development of in 
house PET capabilities at the NSPH.

General themes across the sessions

 Currently, there is some (somewhat limited) access to PET at the BCCA (Vancouver location) for PHC 
physicians.  Experience seems to vary from very good to somewhat challenging  

 There is a desire for increased, consistent, streamlined and smooth access to PET imaging for 
patients served by PHC where indicated as the test of choice
 

Session 1 (0700 – 0800)

 Currently MSJ breast program has pretty good access to PET at BCCA, almost always if there is a 
need for it, it's done within a couple of weeks

 The benefit of having the linkage with BCCA for breast is that it limits the number of places the 
patients have to go for service – “diagnostics and everything else breast is very divided – it’s a big 
problem we see in breast cancer care”

 BCCA nuclear medicine physicians come to multidisciplinary rounds - PET is an integral part of 
multidisciplinary care and care conferences.  Having that link with BCCA is important

 There was some acknowledgment that the ability to access PET at BCCA depends to some extent on 
relationships formed with the physicians at BCCA.  There was a general sense that unless you have 
an established relationship, it may be difficult to access PET.  When resources are limited, personal 
and professional networks are important  

 Above noted as problematic as it contributes to the provision of inconsistent care for patients with 
the same medical condition  

 Goal of a more formalized relationship with BCCA would be based on equal access to evidence-
based care for all patients   

 There was recognition that the existing partnership between BCCA and PHC in working well in many 
aspects and that the physicians at BCCA have been very receptive to collaborations.  It was 
acknowledged that there is no intent to disrupt access to PET where the process is already working 
well

 Work is underway looking at creating a solid link between PHC and BC cancer in breast and colon 
care.  Having these partnerships and links between the two organizations is important

 “We use a lot of PET with regards to the neuro endocrine aspect and thyroid cancer aspect – and 
that's through our collaborations with BCCA. It would be nice to improve that access”

 “Sometimes there is a non-oncology need, where there's some abnormality and you need a PET.  
This is where you develop those personal relationships; it's easier to get when you have those 
personal relationships.  For some my younger colleagues, it can be challenging”  

 “It would be nice to have something at our own site, I think that would allow probably more 
demand - I don't think people think of PET as much simply because we don't have it.  To actually 
have to go to the BCCA, unless you know somebody or you've established those relationships, its 
hard”

 “When resources are limited, your personal and professional network is really, really important - 
that's not ideal, you want the right patients getting the best test, no matter who you know”
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 PHC nuclear medicine does bone scans for staging of prostate and breast every day.  Sodium 
fluoride, which is a PET radioisotope not offered right now at the BCCA, is a better bone scan agent 
for every bone scan.  There is a need for that, too - don't want to silo that technology.  If we are 
going to reform productive clinical patient services, research, etc., it's simply providing a broader 
platform and for exams, for example, bone scans, if we had a PET scanner, all our bone scans would 
be sodium chloride.  Prostate and breast cancer patients would have more maps visualized earlier.  
In theory that should be able to be done pretty much anywhere

 The current PET at the BCCA is really an FDG program almost exclusively.  
 There are plans at St. Paul's for pulmonary nodule clinic – that’s cancer control. If you have a 

pulmonary nodule that needs PET, you don't need to go to the BCCA, you just need to go to a 
modern nuclear medicine department

Session 2 (1200 – 1300)

 The Heart Centre is accessing PET at BCCA for patients with cardiac sarcoidosis as PET is an 
important imaging modality for these patients and perhaps the most accurate method to diagnose 
cardiac sarcoidosis.  PET is also the test of choice in determining prognosis and therapeutic benefit 
in the treatment of cardiac sarcoidosis.  

 With somewhat limited access to PET it is felt that this population is significantly underserved.  The 
sarcoidosis program has access to about two scans per week and at times access is closer to 2 scans 
per month with an average wait time of approximately 9-12 months.  Elsewhere in Canada the 
average wait time for PET is between 1 and 3 months.  This results in a delay in the diagnosis of 
sarcoidosis by many months in many cases.   

 Over the last 3-6 months have had access to PET in Victoria and Kelowna for cardiac sarcoidosis.  
Experience has been positive so far.  PET is generally available to the population served by these two 
health authorities.  PHC is developing a positive partnership with both locations and patients living 
in those regions with sarcoidosis have had easier access PET

 Patients with sarcoidosis living in the VCH, Fraser Health Authority and Northern Health Authority do 
not have the same access and cannot easily make it to other jurisdictions

 While access to PET in Victoria and Kelowna has been easier for PHC, it was noted that their capacity 
is much higher than BCCA (Vancouver) as the volume of cancer-related PET in these centres is 
significantly less than in the lower mainland, freeing up capacity and access to the PET scanners.  

 It was noted that there seems to be more recognition in Victoria and Kelowna that PET is a imaging 
modality useful for myriad of medical conditions not just oncology. 

 If PET were more readily available, it is estimated that there would been at least 150 PET scans 
ordered per year for patients with sarcoidosis and likely more as the cardiologists are currently quite 
restrictive in who is being referred.  This estimate does not consider other cardiac indications for 
PET in addition to PET for other medical conditions.  

 There was a sense that practice would change for clinicians in a number of areas in cardiology if PET 
were more available

 All PET scans at BCCA are done using FDG.  In order to determine whether a patient has sarcoidosis 
or coronary artery disease you need PET-perfusion and PET-FDG.  Currently the cardiologists are 
relying on two separate tests – a myocardial perfusion scan and a PET-FDG scan - for diagnosis.  This 
approach increases costs to the health care system because the tests cannot be done at the same 
time and is not the most patient-centred approach to care.  It is unlikely that even if PHC was able to 
secure designated access to PET at BCCA the perfusion agent would be available for PET-perfusion 
for sarcoidosis and other cardiac disease at this time 
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 BCCA does not perform PET-perfusion imaging as they currently do not have the perfusion imaging 
agent available to them due to BCCA’s primary focus on oncological PET.  

 While PET perfusion together with PET FDG is the desired modality for sarcoidosis, it was recognized 
that growing the PET FDG for these patients was a desirable initial step 

 Strong desire to strengthen the collaborative relationship that already exists between PHC and BCCA  
 The greatest risk is that while BCCA may be willing to build a stronger partnership with PHC, greater 

access to PET may not be possible due to the limited capacity of the resource.  It was felt that even 
with a stronger partnership and designated access to PET at BCCA, an increase in oncology cases will 
take precedence over access for non-oncological patients due to the perception in British Columbia 
that PET is primarily a tool for cancer diagnosis and treatment

 There was recognition that while the physicians at BCCA have been instrumental in helping PHC 
physician’s access PET scans, BCCA is limited by volumes because of their funding model.  There was 
a clear message from some of the PHC physicians that limitations are due to the resource, not the 
BCCA physicians    

Session 3 (1700 – 1800)

 From an infectious disease perspective, PHC physicians have been able to access non-oncological 
PET through BCCA but it has been limited and at times challenging.  It was felt that access could be 
improved.  An example of the difference in experience between Alberta and British Columbia was 
given.  In Calgary there is dedicated time for non-oncological PET resulting in very timely access.  PET 
is frequently used in the diagnosis of certain infections.  Since coming to British Columbia one 
physician reported that he has had to completely alter his practice due to challenges with access to 
PET

 For PET that is required for deep seated, complicated infections patients have been scanned within a 
few weeks, a recent example being a patient with liver disease who received a PET scan within 2.5 
weeks.  In other situations the wait has been over a month which was felt to be too long when 
actively trying to diagnose and initiate appropriate therapy for a patient with an infection.  It was 
thought that PET should be done within days of requisition for this particular population and having 
protected times with BCCA or an alternate location would be ideal.

 Access for patients with mental illness or addiction would be challenging and it would be likely that 
they would not access this resource if located outside of St. Paul’s Hospital.  Many of these patient 
choose to come to St. Paul’s hospital over other hospitals because of the care they receive and 
sense of safety they feel and may be unwilling to travel elsewhere for diagnostic and therapeutic 
purposes  

Next Steps

1. Explore BCCA’s interest in developing a model of care in which PHC would have access to and 
manage their own PET scans at BCCA.  The goal being similar to BCCH, in which the PHC’s nuclear 
medicine program would manage PET scans for all patients of PHC.  

2. Understand that capacity that may be available to PHC if a suitable business (including financial) 
model could be determined and approved in which PHC runs their own PET at BCCA. 

3. Better understand the radiopharmaceutical supply chain and whether it would be feasible to build a 
supply chain for other agents, such as a perfusion agent to support PET for cardiac imaging.  

4. Assess the efficacy of FDG PET for a variety of medical conditions. 
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Negotiating a public-private partnership with the PET facility in Burnaby allowing access 
to PET for PHC patients

Key points

 There is a private provider of PET in Burnaby, British Columbia.  The facility is under new ownership 
and are in the process of buying a brand new PET CT scanner  

 They have expressed some interest in partnership with PHC – a potential opportunity to rent or 
lease space that would allow access to PET for PHC patients with myriad of medical conditions.  

 Developing an agreement would improve access to PET for PHC patients where PET is the test of 
choice. 

 Providing access to PET for PHC patients will allow PHC to better understand utilization of PET for 
PHC’s population without being locked into purchasing a particular camera.  Molecular Imaging 
cameras are costly and can become quickly outdated.      

 There is easy access to parking and the PET will be on the ground floor of building supporting access 
for those with limited mobility.

 The facility has access to radiopharmaceuticals.  FDG comes from BCCA and other radionuclides 
come by generator from a variety of places.

 In addition to FDG scans, they are able to perform amyloid, Neuraceq and Flutemetamol scans used 
in Alzheimer’s and are actively seeking license to provide PSMA imaging used for people with 
prostate cancer.    

 This was acknowledged as an innovative and bold step and requires support from the VCH Authority 
and the MoH.  

 While public private partnerships are not currently common in British Columbia, there is a history in 
BC of public health care providers leasing equipment from private organizations so this is not an 
unheard of approach.   

General themes across the sessions 

 There was support, particularly from the cardiologists to further explore this option
 That was viewed at a temporary solution to care for patients until the NSPH is built, ideally with in 

house PET capability
 There was agreement during the physician consultation that better access to PET is needed for 

myriad of PHC patients and that a public-private partnership would be one desirable way to achieve 
this

Session 1 (0700 – 0800)

 Currently there are about 2-3 patients per week coming through breast cancer care at MSJ who are 
paying privately for PET scans  

 Need to ensure that the BCCA would charge a public provider (in a private facility) a reasonable 
price for radiopharmaceuticals.  Currently the private facility is paying above market price for the 
radiopharmaceuticals coming from BCCA

 May be significant cost for other radiopharmaceuticals at a private facility because of the half life
 Private clinics can be a very fickle environment - you run a significant risk, I think at the current time 

with a private partnership, particularly if we are saying these investigations are medically necessary 
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 I think it would have to be very much fleshed out and stand on pretty solid ground.  You can't 
predict where this is going to go 10 years from that, and I would be concerned with changing 
environments

 I'd much rather see us develop partnerships, for example, with the St. Paul’s Foundation, I think 
that's much more solid

Session 2 (1200 – 1300)

 If the facility developed capabilities for PET perfusion, a cardiologist may need to be present for the 
scan (depending on the type).  There was general agreement that a good starting point would be to 
build the FDG PET capacity

 If this is an option, it sounds like a no brainer.  Patients have to wait 12 months to get a PET scan in 
BC, which is sub-optimal care.

 All the PETS that have been done in the last five or six years have been sarcoidosis, PET scans, but 
there are other opportunities for utilizing PET

 The limitation for viability or perfusion specifically is the lack of access to rubidium which is not 
readily available in BC, I've been told, or at least not at the BC cancer agency 

 We've all become accustomed to the fact that PET is not an option, so no one even considers it. I 
think if and when we decided to use this option and we expand the indications for PET scans for 
cardiovascular reasons - and that is disseminated widely - I think we should definitely do it if there's 
capacity and access 

 We'll have to look at the long term viability, whenever you rent something from someone else, 
you're at their mercy, they may turn around and say, we are no longer going to provide this for you, 
or the some of the conditions have changed.  I would regard that as a good short term solution but I 
think PHC should come up with its own independent long term solution

 Today's the first time I'm hearing about this potential opportunity - so that really changes things for 
me and likewise, it could change things for many other cardiologists, not just at PHC, but also at VGH 
and other people who are practicing in the arena of cardiology.  I welcome it and support it

 I think it'd be very easy to get cardiology partners on board to support this.  I think we have a 
growing mass of cardiologists within the Lower Mainland who would be who would be very 
supportive of this

 We've got people on the line specifically chosen around programs that are emerging and growing, 
e.g. VT ablation and mapping – PET could support that.  I think we've got a lot of valid programs 

 In terms of endocarditis and the work currently being done and potential use of imaging related to 
that - I think we've got a growing number of cardiologists and specialists who would support this

Session 3 (1700 – 1800)

 Access is an issue for some patient populations – most notably those with mental illness and 
addictions.  It is unlikely that many would travel to Burnaby for a test.  In particular, the Division of 
Addiction Medicine is working with marginalized patients who would see travelling to Burnaby as a 
significant barrier to care

 Psychiatric patients may require additional sedation or increased medications to support a lengthy 
ambulance ride

 BCCA is used to sick patients, maybe with medical bed access, depends on what the private facility is 
set up for – is it suitable for hospitalized patients as well?



DRAFT
15

 Some concern was expressed regarding access to patient information and results from a private 
facility.  Ease and timeliness of access important.  One participant had the experience of increased 
time and workload accessing images, getting the images to the right place and being able to 
integrate different images performed at different locations.  Information would need to be 
provincially accessible on public health care platform

 What are the logistics of ambulatory patients being seen at a private facility if the referring physician 
is seeing them privately but has PHC privileges?  This would need to be sorted out 

 The feasibility of building a research program into the lease or rental agreement would need to be 
explored; and worth exploring as there is potential that a research program could help support the 
rent or lease costs.  It was noted that it is easier to monitor research done within one’s own 
ecosystem

Next Steps

1. Build a financial model for this opportunity.
2. Explore the availability and cost of the necessary radiopharmaceuticals, including FDG, Rubidium 

(specifically for PET perfusion) and Sodium Fluoride.  As Rubidium has a short life span, one 
potential solution is to build a provincial program that would allow the Rubidium generator to be 
moved around the province to a different site each day, for example.  This would support access and 
help to ensure little to no waste.  

3. Investigate the infrastructure on the site.  BCCA is equipped to support sick patients.  The setting in 
the private clinic may not be equipped to manage the same level of illness/stability in patients.  

Focusing on key approvals and partnerships required to build PHC’s modern molecular 
imaging program in the NSPH

Key points

 The focus of this part of the discussions was on what PHC needs to do (now and as part of NSPH 
planning) to build its modern molecular imaging program.  There was a continued focus on 
partnership opportunities discussed earlier as well as planning for NSPH

 NSPH includes space for PET as part of the nuclear medicine department.  As PHC does not currently 
offer PET, there is a lot of work needed to bring this to fruition

 The process of getting payment permission (operating dollars) and key supply chain logistics for the 
kinds of radiopharmaceuticals that are needed for PET is complex

 Noted that there is already some concern that the NSPH will be outdated when it opens its doors in 
the area of modern molecular imaging.  With the advancement of technology it is likely that the 
future needs will include multiple PET CT and potentially PET MRI rather than multiple gamma 
cameras.  The specifications required to house each of the cameras are different (i.e. required room 
size, how the rooms are built to protect against radiation exposure, the weight capacity of the 
flooring, etc.) and will be very costly to retrofit in the future.  There was some recognition that it 
may not be possible to change the NSPH planning and partnerships may be necessary into the future  

 PHC nuclear medicine requires representation at provincial tables to ensure PHC is part of the 
provincial strategy for molecular imaging

 There is recognition that the supply chain logistics and operating budget for PET are critical 
determinants to improving access for patients of PHC.  Being part of provincial discussions and 
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developing partnerships will support an action plan for accessing the Cyclotron at BCCA (and FDG as 
an imaging agent) 

 A funding model for PET needs to be developed as there is currently no model for PET outside of 
BCCA where the physicians are salaried

General themes across the sessions

 There was discussion in each of the sessions about access to radiopharmaceuticals.  As noted, one of 
the challenges with PET is that the supply chain for the radiopharmaceuticals required for PET 
imaging is very complicated.  Proximity to a cyclotron is required and while there is one at BCCA 
(that is controlled by BCCA) but it only produces the radiopharmaceutical FDG.  While effective for 
many PET imaging, other radiopharmaceuticals are required for the imaging of some medical 
conditions  

 The physicians who were consulted about the use of PET as a modern medical imaging modality 
were supportive of developing a business case that provides PHC patients with access to this 
important modality

 Recognition that the approach to building a modern molecular imaging program for PHC should be a 
shared undertaking.  Individual people, programs, or divisions attempting this undertaking on their 
own have not been successful in the past.  A comprehensive organizational approach is needed  

 PHC requires support and engagement from VCH and lower mainland medical imaging to begin to 
develop a viable action plan.  MoH approval of PHC’s business case will be required

Session 1 (0700 – 0800)

 NSPH includes traditional SPECT CT cameras, and one PET scanner roughed in.  Design process is 
moving very quickly.  Helpful to use the other opportunities to really try and quickly build the case

 Designing the nuclear medicine department for the mid life of the new hospital, and building in the 
capacity increase ability is critical to the success going forward

 10 years after doors open, I think two pets and one gamma camera, is probably what you really 
want 

 At some point, we might be circling back to the Mount St. Joseph people - may be one of those 
cameras should be at MSJ

 Agree with a mixture (of access), I think at the heart of the conversation is whether we focus on 
building this ourselves and having full control over the resource or through partnership and linking 
with other organizations 

 Take advantage of what we can control, that gives us the greatest strategic ability to maneuver.  In 
my opinion, it is all opportunities.  It may not be sufficient in the new St. Paul's planning - there's 
certainly capability for one, but if the need is twice or three times that resource requirement then it 
would be through partnerships

 In terms of overall capital planning, we need to set ourselves up to be ahead of the game - so that 
10 years after opening, we don't find ourselves with capital equipment that dies on the same day 
and not on anyone's horizon

 We have a very strong foundation (St. Paul’s Foundation).  If there is a long term view to planning 
that includes a piece of equipment that's going to outdated in 10 years, then having them as a part 
of the plan can be important

 Supply chain and costing of PET as a service will need a lot more work 
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 There is opportunity for us to publish our work - when we are using a resource like this, we should 
show that we're using it responsibly

 Partnerships with the PHCRI may be instrumental in developing studies.  Developing research 
studies using PET may be a mechanism for offsetting some of the operational costs of PET with 
research grants  

Session 2 (1200 – 1300)

 Start capturing need - set up a mechanism to order PET, regardless of whether you think you're 
going to get the patient in – perhaps use Cerner - so we can demonstrate what the clinical need is

 We don't do this in any consistent way that could be easily probed.  Not opposed to doing that in 
terms of documenting the need; only concern would be that the patients who most require the 
technology don’t get lost.  We could develop a process around that

 Pet is just a modern imaging tool - a newer type of camera that we use for nuclear medicine and for 
molecular imaging.  Maybe the mistakes of the past were to push this as cardiac PET or an oncology 
tool but we see there is a huge number of use cases that are outside both of these realms that we 
need to try and target.  The way we can move forward is that this is part of any new nuclear 
medicine department, it's just a just a modern type of scanner.  It's been around a long time - we 
need to get up to speed

 We haven't taken a comprehensive inventory of all the potential indications or clinical applications 
within the cardiac space where we could use this.  I know we all have our own ideas of what would 
be appropriate, but if we could get an inventory of the guidelines, or best practices as they relate to 
PET, and then overlay that with the work that we're doing at the heart center currently, we could 
probably get decision support to pull out some numbers for us, as to how many patients have been 
falling into those indications 

 We probably need to have a phased approach to how we would roll out access for our patients, and 
where the highest level of evidence lies, and then, stretch that out to other groups of patients 
where the evidence may be emerging

 The more we can work together to show how regional heart center can use modern nuclear 
medicine and bring your other colleagues along, whether it be respiratory, ID for infected devices; 
the standard of care is PET

Session 3 (1700 – 1800)

 The question was posed as to whether all SPECT CT exams would transition to PET.  Due to the 
current availability of radionuclides this would likely not happen, however access to agents such as 
sodium fluoride that enable better bone scans would replace traditional bone scans.  It is thought 
that as the supply chain for radiopharmaceuticals improves, there will be more of an equal split 
between gamma cameras using technetium and PET  

 It may be possible to reduce burden of radiation exposure by avoiding other tests that may become 
redundant with the increase of PET imaging however it is important to consider that each modalities 
provides different information.  The use of different “tools” for different things remains important.  
PET adds to the available “toolbox”  

 Need to consider any unintended consequences of building a modern molecular imaging program at 
PHC that includes PET.  An increased understanding of the implications in terms of patient care is 
required to ensure there is no downstream impact.  Is PHC and the health care system prepared to 
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deal with such impact?  For example, will there be an impact on waitlists in other areas if PET 
imaging becomes more mainstream

 Would you use PET as some sort of marker of progression of illness or resolution of illness – thinking 
about how this affects getting someone out of hospital sooner and monitoring them

 There was some input that perhaps this needs to be approached from a regional perspective, rather 
than a PHC or NSPH perspective.  If PHC is successful in developing partnerships with BCCA and/or 
the private provider in Burnaby, consideration of how PHC patients will be triaged is important to 
ensure patients receive the right care, at the right time, in the right place.  An example of where 
patients will benefit most was given.  Those with thoracic malignancies that have a disease curable 
by surgical intervention would benefit from PET whereas those that were clearly non-surgical would 
not

Next Steps

Next steps have been developed in consideration of combined feedback from all three sessions.  The 
development of a PHC modern molecular imaging program should be modelled on existing programs, 
particularly where there is expertise in PET across North America and globally.  There are many well 
established nuclear medicine programs that use PET as a modality (the European Society for Hybrid 
Imaging provides a map of where PET is used across Europe) and PHC can learn from those who have 
robust application of PET (i.e. cardiac, neurology, infectious disease) in place already. 

In alignment with the planning for the NSPH, nuclear medicine should review how existing models are 
integrated with care as the NSPH clinical planning is focused on Integrated Patient Programs.  Nuclear 
medicine is a foundational service that supports PHC’s populations of emphasis in addition to supporting 
the needs of the communities served by PHC, including inpatients and outpatients. 

Several areas of focus were identified that inform next steps.   

Build a business case 
Led by nuclear medicine, PHC should develop a business case for PET.  It is recommended that the 
approach should be based on a conservative initial approach in order to monitor costs, starting with 
access for patients with medical conditions where there is a high level of evidence for non-oncological 
PET.  The business case should include a plan to increase breadth of service over time, moving to areas 
where evidence is emerging and PHC can contribute to research.  A suggested first phase is to build a 
more robust and coordinated approach to accessing PET in partnership with the heart centre and 
perhaps infectious disease as both of these areas identified they are currently accessing PET at BCCA and 
would  like to improve this access for patients.  

Consideration needs to be given to how patients will be triaged and all physicians participating in the 
initial phase must be well versed in the guidelines with respect to when PET is the test of choice.  

Canadian funding models for PET should be reviewed to inform PHC’s business case.  

Educate
There is a desire to learn and understand more about the application of PET in psychiatry and for other 
medical conditions.  How PET imaging is being applied elsewhere can inform care for PHC’s different 
patient populations.  



DRAFT
19

It was agreed that it would be beneficial to provide participants with a comprehensive inventory of all 
potential indications and applications for PET together with an inventory of guidelines or best practices.  

The development of an educational strategy for the organization to increase knowledge in the area of 
modern molecular imaging is necessary and to build excitement about how PET can inform care, 
teaching and research.  

Consult
It was identified that further consultation is necessary as this round of consultation did not capture all 
areas where there is clinical indication and interest in PET as a molecular imaging modality.  Some of the 
key areas that were missing include gastrointestinal surgery, cardiac surgery, neurology, hematology, 
and rheumatology.  Ongoing consultation and engagement with both internal and external stakeholders 
is critical to the development of PHC modern molecular imaging program.  

Build a Network of Champions
PHC should begin to build a network of champions who are interested in and have some awareness of 
the importance of modern molecular imaging for the future of their patients.

Collect Data
Nuclear Medicine should work with Decision Support to pull numbers on how many patients currently 
fall into the indications for PET.  Where accessible, provincial data bases should also inform who may be 
candidates for PET to further the understanding of the application and demand for PET in BC.  A starting 
point may be to look at cardiac MRI as an indication for PET where PET may be the test of choice.  

Consideration should be given to both patients who are currently accessing nuclear medicine tests who 
would be switched to PET and patients who are not being referred for any nuclear medicine tests 
currently.  

Nuclear Medicine should work with Decision Support and/or IT to develop a mechanism for capturing 
when PET would be the test of choice if there was capacity and it was available, potentially using Cerner 
as a platform.  There was a lot of support for capturing needs that are not being satisfied and the 
development of a process to “order” PET regardless of whether it is available or not to demonstrate 
clinical need.  While this is being done in some areas (i.e. radiology includes a note in their report), it is 
not being captured in a broad and consistent manner.  Of note, the importance of ensuring that patients 
who are a priority for PET get on the waitlist and don’t get lost in the data was identified.  

An analysis of programs across the country should be completed where PET is being used for non-
oncological purposes to inform projects here in BC.  A review projections for non-oncological PET, i.e. 
Edmonton’s molecular imaging program will be informative of PHC business case.  

A review of funding models for PET in other provinces will also inform the development of a funding 
model for BC and PHC.   

Develop a Model for the Supply Chain of Radiopharmaceuticals
PHC needs to determine which radiopharmaceuticals are required to support access to non-oncological 
PET for PHC populations and develop a supply chain and financial model for accessing the 
radiopharmaceuticals.  There is potentially a need for FDG (possibly available through BCCA), Dotatate, 
and Sodium Fluoride.  A coordinated approach to securing radiopharmaceuticals could inform a 
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provincial strategy for the expansion of PET capabilities across BC.  While the long term plan had been 
for BCCA to supply radiopharmaceuticals across the province this is not yet occurring.

Currently the private facility in Burnaby is receiving some radiopharmaceuticals from BCCA (FDG) and 
purchase some of their own directly from suppliers outside of Canada. 

Lion’s Gate Hospital may offer some learnings and their Foundation purchased a PET scanner but they 
have not secured access to necessary radiopharmaceuticals in an ongoing supply chain.  

Seek Continued Support from Senior Leadership Team
Continued support from PHC’s Senior Leadership Team is instrumental for both the development of a 
business case for PET now and in the NSPH and for the overall strategic plan for Nuclear Medicine.  

Develop a Strategic Plan for Nuclear Medicine
Along with the development of a business case for PET, the Division of Nuclear Medicine will continue to 
develop their strategic plan which will set the vision and goals for the program over the next 6 years.  
Nuclear Medicine’s plan should map to the Mission-Forward Strategic Plan for PHC with goals under 
each of the four strategic pillars; Partnerships, Discover, Learn and Innovate, Quality, Safety and Value, 
and Inspiring People and Teams and foundational principles of Mission/Vision/Values, Ethics, 
Sustainability, and Person/Family Care.
The development of nuclear medicine’s strategic plan should be informed by program/strategic plans in 
other areas, i.e. Radiology, Cardiology.  Particularly relevant is where other programs or departments 
want to strengthen their services using modern molecular imaging for care, education and research 
purposes.  The alignment of these program plans will strengthen PHC’s business case for PET and 
nuclear medicine’s strategic plan.

Advocate for a Robust Capital Plan for Molecular Imaging
Given some of the challenges experienced with the replacement of capital equipment, Nuclear Medicine 
may want to highlight for SLT and the St. Paul’s Foundation the importance of building a capital plan for 
the years to come so that equipment does not become outdated at the same time and the Division of 
Nuclear Medicine continues to include access to modern equipment as advancements in technology are 
made.  

There is some concern by the Division of Nuclear Medicine that when the NSPH opens, it will be fitted 
with new equipment that will all become outdated at the same time.  Currently the NSPH plans include 
4 Nuclear Medicine rooms; 3 for gamma cameras and 1 for PET CT.  As discussed in the background 
section, there is some concern that building the nuclear medicine department in this manner will not 
lend itself to keeping up with the advancement of technology or will lead to the need for costly 
retrofitting.  

Also for consideration, while PET CT is the recommended approach at this time, centres globally are 
beginning to perform PET MRI.  As this technology advances, it may become test of choice for some 
medical conditions.  

The challenge in building a new hospital is building for the future so in a few years time the hospital is 
not outdated and can support advances in technology.
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Summary

Initial consultation with physicians providing care for patients experiencing a variety of different 
diseases and medical conditions yielded support for nuclear medicine’s plans to develop a modern 
molecular imaging program at PHC.  The discussion focused primarily on the addition of PET imaging as a 
modality used to diagnose, monitor and in some situations treat myriad of medical conditions.  It is 
believed that conventional nuclear medicine will gravitate towards PET as the modality of choice in the 
coming years. 

There was recognition that an education strategy to ensure broad understanding of PET as a molecular 
imaging tool would be beneficial.  Globally, PET is not a rarified tool – when combined with CT, it is a 
better camera than traditional gamma cameras (SPECT CT) and provides for improved imaging and 
consequently better diagnosis and treatment.   

There was agreement that better strategies are required for the patients at PHC in order for them to 
access the imaging they require, namely PET scans.  Access to on site PET was preferable but there was 
support for beginning to build a modern molecular imaging program by exploring the feasibility of 
partnerships, both with BCCA and with the private provider located in Burnaby.  

Physicians attending the consultation sessions expressed a desire to continue to build internal 
partnerships within PHC.  Appreciation was expressed for the collaborative relationship that has 
developed between cardiology and radiology in particular.  It was felt that the success of the heart 
centre is in large part due to this collaboration, with advancements being driven by radiology in many 
situations.  Both departments are keen to continue collaborating and building this program as St. Paul’s 
moves into the new hospital.  

There may be additional opportunities to ensure PHC patients have access to PET as the most important 
point is to ensure that patients have access to the best, most appropriate diagnostic and therapeutic 
interventions.  As a regional and provincial resource, St. Paul’s Hospital is ideally suited to provide this 
important imaging modality and it was felt that in certain areas of excellence, such as the heart centre, 
access to this modality is critical in order for PHC to remain at the forefront of care, teaching and 
research.  At the heart of the decision is whether this is a service PHC can build in house; through the 
development of partnerships with other organizations - or a combination of both. 

While there are a number of priorities across PHC, it should be recognized that diagnostic tools are 
foundational to health care.    Support from PHC’s senior leadership team is required to be successful 
with the development of a modern molecular imaging program.  

The development of a modern molecular imaging program will contribute to the provision of high 
quality, integrated, compassionate and patient-centred care, where and when patients most need it 
now and in the future. 
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Participants were asked for their top 3 most important points or 
key messages

Dr. Wiseman:

1. PET is an essential part of any teaching hospital in 2021 - we should already have one at PHC based 
on the patient populations we treat

2. BCCA is only focused on Oncological PET- there are many non-oncological applications that have 
become standard of care for many diseases that are unavailable to our patients but available in 
other provinces

3. PET is important for many other reasons including training, research, and really should be 
considered a cornerstone test available at our center, and its indications are continuing to grow.
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