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Notes and Actions 
 

Role Name Organisation  Attended 

Chair Dr V Misra The Christie NHS FT  Y 

Surgeon Mr R Verma Salford Royal FT  Y 

  Mr V Tandon Stepping Hill Hospital FT Apologies 

AOS Consultant Dr C Coyle The Christie NHS FT Apologies 

Radiologist Dr C Soh Salford Royal FT  Y 

AOS Nurse Kayhryn Hornby Central Manchester  NHS FT Y 

  Christine Griffiths Tameside Hospital NHS FT  Y 

  Ann Davis Salford Royal FT  Y 

  Ursula McMahon Wigan Leigh and Wrightington FT  Y 

Palliative Care  Pauline Wharburton Bolton NHS FT  N 

  Dr Katie Hobson Salford Royal FT Y 

AHP Tina Coe/Lucie Casserley The Christie NHS FT  N 

  Ursula Haworth Central Manchester  NHS FT Y 

  Caroline Lloyd Salford Royal FT  Apologies 

Primary Care Dr Matthias Hohmann Oldham CCG N 

  Dr Sarah Taylor South Manchester CCG N 

MSCC Coordinator Lena Richards    Y 

User  Representative David Makin    Apologies 

Christie MSCC 
Educator Conor Fitzpatrick The Christie NHS FT  Y 

Network Logistical 
Support 

Sue Sykes/Denise 
Woolrich SCN  N 

 



 
1. Apologies 
 

Apologies noted, as above. Stephanie Mackle, AHP from SHH was in attendance. 

 
2. Minutes from 08/10/14 and matters arising 

 
The minutes were accepted as a true record of the minutes from 08/10/14 
 
Matters arising: Covered in the agenda 
 

  
 
3. MSCC co-ordinator service 
 

a. LR circulated the service report (Nov’13 to Dec’14) which shows that a 
total of 657 calls were made to the service of which 296 were confirmed 
MSCC cases, 80 were impending MSCC and 281 had no MSCC. The 
referral numbers from each DGH is proportionate to the catchment 
population of each DGH. Surgical referral rate (MSCC+Impending) was 
41% and of those referred 47% had surgery. Compared to the national 
figures as published by the RCR, these are much higher figures. 
 
It was suggested that the number of patients who received primary 
systemic treatment should also be shown on the report, as well as the total 
number of patients referred from Pennine Acute NHS Trust. 

 
b. Increased data collection, especially for functional outcomes will not be 

possible until there is an increase in the support for the coordination team 
as discussed in the next point. 
 

c. Following the last meeting, it was confirmed that the funding for LR’s and 
CF’s post was secured as permanent. The funding is part of the Acute 
Oncology Service, from local commissioners. Further funding is essential 
to increase the number of hours that the service runs as well as to collect 
functional outcome data. The AO pathway lead, Claire Mitchell has met 
with the commissioners to make a case for 1 wte MSCC coordinator and 1 
clerical support. 

 
RV felt that there should be an internal coordinator at SRFT; it was agreed 
that this will significantly improve the communication between SRFT and 
other hospitals and also help with managing the surgical pathway. It would 
also remove pressure from busy surgeons and surgical trainees. To 
achieve this, RV will need to liaise with managers at SRFT to get a 
business case together. VM and LR offered to help with this if required. 
 

Action: LR to amend future reports as discussed above 
 

VM to feedback to the group about the business case for 
enlarging the MSCC service 



RV to feedback to the group about progress towards SRFT 
internal coordinator 

 
 

 
4. Guidelines 

 
a. Radiology Out Of Hours (OOH) access was discussed again. VM reported 

that this was discussed at the AO Pathway Board on 14/10/14. It was 
agreed that where Trusts were running MR lists over weekends they 
should scan suspected MSCC patients on-site. There are a number of 
practical issues and the AO teams were to discuss with their Radiology 
teams to work out how to make this happen. We will need an update at the 
next AO meeting in March 2015. 
 
There was a discussion about the issue of the local ‘weekend’ radiologists 
not being able to report spinal MR scans. The suggestion that the neuro-
radiologists as SRFT could provide a provisional report (as they currently 
do for patients referred for potential spinal surgery over weekends) was 
discussed in detail. It was agreed that if this were to happen, this report 
would be provisional and a full reported will be expected from a radiologist 
at the host site as soon as possible. CS will discuss with radiology 
colleagues and feedback to the group. 
 
An incident at Wigan the previous week had brought this issue into focus 
and UM is working with her local team to resolve the issue of weekend 
scanning. 
 
CG stated that she was not aware if MR scans were done at SHH over 
weekends, but she will find out and feedback to the group. 
 

b. Spinal stability and SINS: This was discussed in the context of a radiology 
paper (enclosed) by CS. LR reported a pilot being set up at the Christie to 
evaluate if SINS can be incorporated in to standard reporting of MSCC. 
 
The paper by CS also describes the Bilksy grading of degree of cord 
involvement as seen on the MR scan. It was felt that if incorporated, this 
would help in objectively comparing reports from different hospitals and 
standardise the interpretation of reports. 
 

Action: LR/CF to discuss OOH scanning at next AO pathway meeting 
 

LR/CF to discuss incorporation of Bilsky grading in MSCC MR 
reports at next AO pathway meeting 
 
LR to feedback about SINS pilot at next meeting 
 
 
 

 



5. Pathway 
 
There was a discussion about communication between SRFT surgical team 
and DGH based teams. Following a few recent incidents, it was felt necessary 
to clarify how and by whom the SRFT team should be contacted: 
 
Direct Contact with spinal-on call: For confirmed MSCC cases after clinical 
triage at The Christie OR for impending MSCC in good prognosis patients 
who have a structurally unstable spine. 
 
For patients with spinal metastases and no MSCC: referral to the spinal team 
by the oncology team/local team via the usual ‘routine’ methods, e.g letter. 
 
The ‘Impending MSCC’ pathway will be amended to clarify the point about 
surgical opinion for good prognosis/unstable spine patients. 
 
Later: RV has suggested the following wording for patients with a good 
prognosis but an unstable spine: ‘to get urgent spinal surgical opinion for 
consideration of surgery’. The pathway has been amended. 
 
There was also a discussion about the speed of surgical opinion and RV 
advised that from the point that all information was available to the surgical 
team (scans and prognosis), we should expect an opinion about suitability of 
surgery within 24 hours. If this is not received within this time-frame, a reason 
for this will be asked of the surgical team. 
 
LR asked if we could have the reason why surgery was felt to be 
inappropriate from the surgical team. This would be fed back to the referring 
team and also provide audit data. 
 

Action:  RV to discuss above points about communication with SRFT 
spinal team 

 
 VM/RV to review and consider rewording Impending MSCC 

pathway document 
 
 LR/CF to monitor time to getting surgical opinion and feedback to 

the group 
 
6. Any other business 

 
VM informed the group that the 3rd Christie MSCC Study day will be held on 
13 May 2015. The provisional programme is enclosed.  

 
7. Date and time of next meeting 

 
2-4 pm, 17 June 2015, Wednesday, Meeting Room 6, Trust HQ, The 
Christie 
 

 


