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Executive summary


The Lung Cancer Pathway Board has set out a clear 3-step plan over 3 years to
develop a framework for lung cancer services in Greater Manchester aiming to
improve outcomes, patient experience and reduce variation.



The Lung Cancer Pathway Board meets every 3 months. Attendance to the board
meetings has been excellent with representation from each provider trust, primary
care and commissioning. Work is ongoing within Manchester Cancer to provide
effective patient/user representation at each pathway board by March 2016. The
Lung Cancer Pathway Board is dedicated to engaging with this process.



The Lung Cancer Pathway Board is committed to wider engagement, working
pathway board members on local, national and international lung cancer groups and
committees.



The Lung Cancer Pathway Board held 2 education events in 2014/15. The first annual
Lung Cancer Education and Engagement Event on 20th March 2015was attended by
80 delegates and rated "useful" or "really useful" by > 98%. In addition, a Lung
Cancer Pathology education meeting took place on 13th March 2015 attended by
pathologists from each provider trust in Greater Manchester and East Cheshire.



The Lung Cancer Pathway board has defined a vision for partnership working and
collective accountability to improve outcomes and reduce variation based on 3-steps:
1) Defining measurable lung cancer quality standards
2) Providers trusts working in partnership in a sectorised model of care, with a
sector MDT responsible for performance of the entire pathway
3) Pathway governance and quality improvement, based on robust real-time
pathway performance data



The Lung Cancer Pathway Board has approved a list of Manchester Cancer Lung
Cancer Quality Standards and associated outcome measures. In addition, the
endobronchial-ultrasound (EBUS) subgroup has agreed a list of EBUS key
performance indicators to maintain quality across the service.



Current lung cancer MDT provision and resource has been mapped, and the model
for sectorisation agreed in a stakeholders meeting on 10th November 2014.



The Central Sector MDT (CMFT, Stockport, Tameside) held its first weekly meeting on
23rd April 2015. The South Sector MDT (UHSM, East-Cheshire, Mid-Cheshire) aims to
hold its first meeting in September 2015.



To facilitate the change from stand-alone to sector MDTs, the "Effective working in a
lung cancer sector MDT: A charter" paper was approved by the Lung Cancer Pathway
Board on 31st January 2015. The sets out a list of pledges to ensure efficient sector
MDT working to be included within the sector MDTs operational policy.
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The Lung Pathway Board was awarded a grant from the NHS England / CRUK /
MacMillan Cancer Support Accelerate, Co-ordinate, Evaluate for a pilot project using
the Clinical Web Portal (an IT platform using bespoke web-forms to collect
prospective data on newly diagnosed cancer patients in real-time, developed and
currently established at The Christie for measuring clinical outcomes) for electronic
referral to the NW sector MDT, and to ensure robust real-time data collection
relevant to lung pathway performance for all new NW sector lung cancer patients.
The NW sector MDT will use this dataset to review performance and define quality
improvement targets quarterly. If successful, the system will be implemented in all 4
lung cancer sector MDTs.



The Manchester Cancer/Christie Joint CWP Development Group formed in May 2015
to support the CWP project.



A Manchester Cancer Lung Cancer Patient Experience Survey was approved 24th
April 2015. This survey, based on the national patient experience survey, is due to
launch July 2015 and will be sent to every new lung cancer patient 4-weeks after
diagnosis (as appropriate) with lung cancer patient experience reports produced at a
trust a sector level.



An application to the Living with and Beyond Cancer MacMillan Innovation Fund led
by Carol Diver was successful, with a grant awarded to support Wellness Events for
Patients with lung cancer in Tameside.



Recruitment to lung cancer clinical trials remains high at UHSM and The Christie. An
opportunity for increased trial activity in the other provider trusts has been
identified, and a Manchester Cancer Lung Pathway Clinical Trials portfolio is currently
in progress to facilitate this.



The Lung Cancer Pathway Board continues to work with partners, in particular the
MacMillan Cancer Improvement Partnership (MCIP) to support projects aimed at
improving outcomes and experience for lung cancer patients in Greater Manchester
and East Cheshire.
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1. Introduction – the Pathway Board and its vision
This is the annual report of the Manchester Cancer Lung Pathway Board for 2014/15. This
annual report is designed to:
 Provide a summary of the work programme, outcomes and progress of the Board –
alongside the minutes of its meetings, its action plan and it scorecard it is the key
document for the Board.
 Provide an overview to the hospital trust CEOs and other interested parties about the
current situation across Manchester Cancer in this particular cancer area
 Meet the requirements of the National Cancer Peer Review Programme
 Be openly published on the external facing website.
This annual report outlines how the Pathway Board has contributed in 2014/15 to the
achievement of Manchester Cancer’s four overarching objectives:
 Improving outcomes, with a focus on survival
 Improving patient experience
 Increasing research and clinical innovation
 Delivering compliant and high quality services

1.1. Vision
The Lung Cancer Pathway Board has a 3-year plan to establish truly integrated lung cancer
care, with provider trusts working in partnership taking collective accountability for pathway
performance and quality improvement. Promoting engagement and encouraging innovation
through a sustainable system to identify and share best practice will ultimately improve
outcomes and reduce variation in lung cancer care across Greater Manchester and East
Cheshire.

1.2. Membership
The Lung Cancer Pathway Board membership listed below has representation from each
provider trust, every discipline involved in the management of lung cancer, primary care and
commissioning. Membership and roles is to be reviewed at the next pathway board meeting
July 2015
Name

Provider Trust

Designation

Christine Eckersley

Bolton

Lung Cancer CNS

Neil Bayman

Christie

Consultant Clinical Oncology

Yvonne Summers

Christie

Consultant Medical Oncology

Fiona Blackhall

Christie

Consultant Medical Oncology

Ben Taylor

Christie

Consultant Radiologist
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Simon Bailey

Central

Consultant Respiratory Physician

Durgesh Rana

Central

Consultant Cytopathologist

Sriram Iyer

East Cheshire

Consultant Respiratory Physician

Duncan Fullerton

Mid Cheshire

Consultant Respiratory Physician

Paul O’Donnell

Pennine

Consultant Respiratory
Physician/Palliative Care

Carolyn Allen

Pennine

Consultant Radiologist

Simon Taggart

Salford

Consultant Respiratory Physician

Carol Farran

Stockport

Lung Cancer CNS

Carol Diver

Tameside

Lung Cancer CNS

Rajesh Shah

UHSM

Consultant Thoracic Surgeon

Richard Booton

UHSM

Consultant Respiratory Physician

Phil Barber

UHSM

Consultant Respiratory Physician

Leena Joseph

UHSM

Consultant Histopathologist

Lorraine Creech

UHSM

Mesothelioma CNS

Ram Sundar

Wigan

Consultant Respiratory Physician and
Early Detection Pathway Board Clinical
Director

Liam Hosie

Primary Care (Dicconson Group
Practice, Wigan)

GP

Ian Watson

Primary Care (Saddleworth Medical
Practice)

GP

Coral Higgins

City Wide Commissioning and Quality
Team

Commissioning Manager (Cancer)

In late 2014 Manchester Cancer and Macmillan Cancer Support agreed to work in
partnership to develop genuine user involvement in cancer services in Greater Manchester.
This partnership agreement saw the commitment of over £300,000 from Macmillan to fund
a dedicated five-strong user involvement team for Manchester Cancer. This team will be
responsible for, among many other things, for making sure that each Manchester Cancer
Pathway Board has at least two user representatives within its membership. The first
members of this team began in post in June 2015 and the whole team will be in place by the
end of August. The Lung Pathway Board is supportive of the broader user involvement aims
of Manchester Cancer. As such rather than recruiting its own patient representatives has
been waiting for the support of the Macmillan User Involvement Team.
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Specific roles as set out in the Terms of Reference are designated to the following members:
Name

Role

Dr Neil Bayman

Pathway Board Clinical
Director and Lead for
Education

Dr Yvonne Summers

Pathway Board Lead for
Oncology

Dr Fiona Blackhall

Pathway Board Lead for
Research

Dr Ben Taylor

Pathway Board Lead for
PETCT

Dr Durgesh Rana

Pathway Board Lead for
Cytopathology

Mrs Lorraine Creech

Pathway Board Lead for
Mesothelioma

Dr Paul O’Donnell

Pathway Board Lead for
Palliative Care

Dr Carolyn Allen

Pathway Board Lead for
Radiology

Mrs Carol Diver

Pathway Board Lead for
Living With and Beyond
Cancer

Mr Rajesh Shah

Pathway Board Lead for
Surgery

Dr Richard Booton

Pathway Board Lead for
EBUS

Dr Phil Barber

MCIP Programme
representative

Dr Leena Joseph

Pathway Board Lead for
Histopathology

Dr Ram Sundar

Pathway Board Lead for
Early Detection

Dr Liam Hosie

Pathway Board Lead for
Primary Care

1.3. Meetings
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Lung Pathway Board meetings are held every 3 months. The first Lung Pathway Board
meeting was held on 29th April 2014. There have been 5 pathway board meetings held to
date. The minutes and attendance record of the Lung Pathway Board meetings can be found
on the Lung Pathway Board page of the Manchester Cancer website
http://manchestercancer.org/services/lung/.
The Lung Pathway Board is committed to wider engagement with partners involved in the
care of patients with lung cancer. In particular, we work closely with the MacMillan Cancer
Improvement Partnership (MCIP) to ensure complementary objectives and work-plans. Dr
Barber (MCIP Lung Clinical Lead) represents MCIP on the Lung Cancer Pathway Board, and Dr
Bayman sits on the MCIP Early Diagnosis Steering Group. We have been keen to engage the
Greater Manchester Cancer Commissioning Board (GMCCB), and Dr Bayman presented the
Lung Cancer Pathway Boards vision at the GMCCB meeting on 14th May 2015. At a national
level, we are represented on the NHS England Lung Cancer Clinical Reference Group (CRG).
Furthermore, pathway board members are also steering-group/committee members on
several international lung cancer groups (IASLC, ETOP, BTOG etc).
Educating healthcare professionals involved in lung cancer care is a key core aim of the lung
cancer pathway board, and the first Lung Cancer Pathway Board Annual Education and
Engagement Event took place at The Etihad Stadium, Manchester on 20th March 2015.
Planning has commenced for the next event in spring 2016.
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2. Summary of delivery against 2014/15 plan
No

Objective

1

Define and assure high quality care

2

Expanding the role of the MDT

3

Effectively measure lung cancer patient
experience across Manchester Cancer

Alignment with
Provider Board
objectives
Improving outcomes,
with a focus on
survival

Tasks

Delivering compliant
and high quality
services

Mapping of current lung cancer
MDT arrangements across
Manchester Cancer
Agree proposed Lung Cancer
Sector MDT configuration
Define Manchester Cancer
Lung Cancer Sector MDT
Charter
Implement Lung Cancer Sector
MDTs
Develop a Manchester Cancer
Lung Pathway Patient
Experience Survey
Implement a Manchester
Cancer Lung Pathway Patient
Experience Survey

Improving Patient
Experience

By

Status
Green = achieved
Amber = partially achieved
Red = not achieved

Agree a list of MC Lung
June 2015
Pathway Quality Standards and
Outcome Measures
Define a list of Manchester
June 2015
Cancer EndobronchialUltrasound Key Performance
Indicators
Define Annual Quality
June 2015
Account/Scorecard
June 2015

June 2015
June 2015

June 2015
June 2015

June 2015

4

5

Increase Lung Cancer Research in all
provider trusts/sectors

Other

Increasing research
and innovative
practice

Develop a Manchester Cancer
Lung Pathway Clinical Trial
Portfolio
Research Nurses to become
core members of Sector MDTs1
Develop a fully engaged
representative Lung Cancer
Pathway Board
Patient representation on the
Lung Cancer Pathway Board2
Host 1st Manchester Cancer
Lung Pathway annual
education event
Host regional GP/Primary Care
Education Events
Work alongside MacMillan
Cancer Improvement
Partnership (MCIP)

1

June 2015

June 2015
June 2015

June 2015
June 2015

June 2015
June 2015

Benefits of research nurse at sector MDTs dependant on completion Manchester Cancer Lung Pathway Clinical Trial Portfolio. Research nurse attendance is listed as a pledge in
the sector MDT charter against which the secotr MDTs will be audited in 2015/6.
2
Task dependant on support from newly formed Manchester Cancer MacMillan User Group Involvement Team. Manchester Cancer objective for 2015/6 is for all pathway boards to
have 2 patient/user representatives byMarch 2016. The Lung Pathway Board fully committed to engaging with User Group Involvement Team to facilitate this.

9

3. Improving outcomes, with a focus on survival
3.1. Information (National Lung Cancer Audit 2014)
The results from the National Lung Cancer Audit 2014 were discussed at the Lung Pathway Board
January 2015 and presented at the Lung Cancer Education Event 20th March 2015. It was
acknowledged that this data was for patients diagnosed 12-24 months previously, and therefore
did not reflect most recent performance.
3.1.1. Stage and Performance Status
Stage at diagnosis and performance status (PS) distribution for patients with NSCLC diagnosed in
2013 in Greater Manchester and East Cheshire NHS Trusts are shown below. Staging was not
recorded for >10% patients at Pennine and Bolton, and PS not recorded for >30% patients at

Pennine and Tameside.
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3.1.2. Histological Diagnosis

Patients due to undergo active treatment for suspected lung cancer should have histological
confirmation of lung cancer (NSCLC or small cell lung cancer). Patients should undergo one
invasive test to provide most information on histology and stage (e.g. EBUS and sampling of
mediastinal lymph nodes in suspected N2 disease).
Histological confirmation of lung cancer patients diagnosed in 2013 in Greater Manchester and
East Cheshire was greater than for patients diagnosed in 2012 (73.8% vs 68.9% respectively), but
remains below the national average for England (75.1%). There is considerable variation across
Manchester Cancer, with rates of 60.6% in Bolton up to 90.2% in UHSM.
Histologically confirmed non-small cell lung cancer can be classified to further subtype whcih
impacts upon the choice of chemotherapy and the indication for molecular diagnostics. A low
“NOS Rate” low will help to deliver best treatment for patients.
NOS rates for patients diagnosed in 2013 in Greater Manchester and East Cheshire was above the
national average (16.3% vs 13.0% respectively) but has improved slightly compared to patients
diagnosed in 2012 (17.6%)
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3.1.3. Lung Cancer Clinical Nurse Specialists (CNS)
The Manchester Cancer Lung Cancer Pathway Quality Standards includes the national
standard which states “People with known or suspected lung cancer have access to a
named lung cancer clinical nurse specialist who they can contact between scheduled
hospital visits.”

The lung cancer pathway crosses multiple specialities and the lung CNS is essential for
ensuring continuity of care. CNSs serve important roles as links between clinicians from
different specialities acting as advocates and liaising between specialities (including
primary care and palliative care teams).
CNSs provide holistic assessment for patients, covering physical, emotional, social,
spiritual, sexual, financial and everyday life needs, triaging to other services if needed.
Lung CNSs have a special role to play in communicating information and enabling
patients to take a full role in decisions around their care. Data from the National Lung
Cancer Audit have also revealed the influence that CNSs may have in supporting patients
to choose active treatment.
Analysis of data from the National Lung Cancer Audit has demonstrated that, even after
case-mix factors are taken into account, patients who are seen by a Lung Cancer CNS are
twice as likely to go on to receive active anti-cancer treatment, especially chemotherapy
(BTS abstract). In addition, a finding from the National Cancer Patient Experience Survey
2011 was that patients who had been seen by a CNS were much more likely to have had
a good experience of care.
The proportion of lung cancer patients in Greater Manchester and Cheshire who had
seen a lung cancer CNS was higher than the national average (86.4% vs 83.9%
respectively) and was higher than for patients diagnosed in 2012 (82.3%).
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The proportion of patients diagnosed in Greater Manchester and East Cheshire in 2013
who has a lung cancer nurse specialist present at diagnosis was higher than the national
average (74.3% vs 65.3%) and was higher than in 2012 (63%).

3.1.4. Treatments for Lung Cancer

Active treatment for lung cancer includes surgery, chemotherapy and radiotherapy. The National
Lung Cancer Audit recommends an operational standard active treatment rate > 60%. In 2013, the
active treatment rates for lung cancer patients in Greater Manchester and East Cheshire was
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greater than the national average (63.3% vs 60.2%) and an higher than in 2012 (60.9%). Active
treatment rates varied from 59.8% at Mid-Cheshire to 74.7% at UHSM.

Surgical resection rates for lung cancer in Greater Manchester and East Cheshire continues to
increase, comparing very favourably to the national average (30.3% vs 22.7%), a further increase
compare to 2012 (27%). There remains significant variation in surgical resection rates between
trusts, from 22.1% at Wigan to 40.4% at UHSM. The national audit data demonstrates resection
rates recorded for Wigan have fallen 8% compared to the previous year. This is currently being
reviewed by the trust.
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Chemotherapy is the primary mode of treatment for small cell lung cancer (SCLC). SCLC often
progresses rapidly, and unless diagnosis and treatment are carried out expeditiously, the patient
may deteriorate during the diagnostic pathway to the point where they can no longer be offered
treatment due to their poor general condition. The proportion of patients with small-cell lung
cancer who received chemotherapy in Greater Manchester and Cheshire in 2013 was equal to the
national average (68.6%) but below the level in 2012 (69.4%). Chemotherapy for SCLC in Greater
Manchester and East Cheshire is given only by medical oncologists. Interestingly, the 2 trusts with
medical oncology input at their lung cancer MDTs in 2013 (UHSM and East Cheshire) had
chemotherapy rates significantly above the national and Manchester Cancer average.
“QS12. People with stage IIIB or IV non-small-cell lung cancer and eligible performance status are
offered systemic therapy (first- and second-line) in accordance with NICE guidance, that is tailored
to the pathological sub-type of the tumour and individual predictive factors.”

Chemotherapy rates for good performance status stage IIIB/IV NSCLC patients in Greater
Manchester and East Cheshire was below significantly below the national average (50.7% vs
57.5%) and lower than the rates in 2012 (51.1). Again, there was a wide variation seen between
trusts with rates of 38.1% in Salford compared to 69.0% in Tameside. When discussed at the Lung
Cancer Pathway Board and when this data was presented to the Education Event on 20th March
2015, the importance of accurate recording of performance status at the MDT was highlighted as
an inaccurate overestimation of performance status will impact on the figures reported in the
national audit.
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3.1.5. Survival

For the purposes of the National Lung Cancer Audit, survival time is measured from the date first
seen in secondary care and is therefore subject to lead-time bias. It is not possible to extract a
Manchester Cancer specific 1 year survival from the national dataset.
In contrast to the previous year’s national audit report, there was some discrepancy between 1year survival and surgical resection rates. Bolton was the second highest trust for surgical
resection rates but demonstrated the lowest 1-year survival, whereas Wigan had the lowest
surgical resection rates but the 3rd highest 1-year survival within MC. This was highlighted at the
Lung Cancer Pathway Board but no explanations or conclusions were drawn. Furthermore, a
breakdown of survival by stage could not be extracted from the national dataset. It is expected
that the plans to implement the Clinical Web Portal (CWP) for prospective pathway and outcome
data collection will enable a more rigorous examination of Manchester Cancer data in future.
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3.2. Progress
The first objective for the Lung Cancer Pathway Board was to define quality across the lung cancer
pathway, with a focus on improving outcomes and patient experience across Greater Manchester
and East Cheshire. Using workshops at the first pathway board meeting (April 2014) a long list of
Manchester Cancer lung pathway quality statements was produced. The statements against which
a meaningful measurable quality indicator could be assigned where then put to a electronic vote,
with every member of the pathway board having equal influence in determining the shortlist
forming the Manchester Cancer Lung Pathway Quality Standards (see appendix 1), and thus
setting the agenda for the pathway board going forward. This process set the tone for a fully
engaged pathway board with representation from each provider trust, essential for progress going
forward.
Acknowledging that endobronchial ultrasound (EBUS) is now an integral part of the diagnostic
pathway essential for diagnosis and staging, the Lung Pathway EBUS Subgroup led by Dr Richard
Booton agreed a set of EBUS key performance indicators, based on data collected from each EBUS
site across Greater Manchester and East Cheshire. These were agreed with local commissioners
and will form part of the sector quality accounts to be presented to the Cancer Commissioning
Board annually.
A fundamental principle of the Lung Pathway Board project is robust governance of the lung
cancer pathways, with collective accountability via the sector MDTs for performance and quality
assurance. To achieve this aim, the Lung Cancer Pathway Board was awarded a grant from the
NHSE/CRUK/MacMillan Cancer Support Accelerate, Co-ordinate, Evaluate (ACE) programme for a
pilot project proposing to transfer the Christie Clinical Web-Portal (CWP) (which uses web-forms
into which clinicians input data on newly diagnosed cancer patients in real-time, resulting in a
robust, prospective data-set of all patients treated at The Christie) from a single provider setting to
a lung cancer sector MDT for 3 separate trusts outside of The Christie. A bespoke lung pathway
web-form will measure lung pathway performance against national key performance indicators,
and local outcome measures defined in the recently approved Manchester Cancer Lung Cancer
Pathway Quality Standards. Web-forms will act as the electronic referral to the sector MDT. Data
input will be by clinicians referring to the MDT, updated by the Web-form co-ordinator (funded by
ACE) during the MDT, and completed by clinicians at the treatment clinics. The sector MDT will be
responsible for ensuring complete, robust and real-time data collection for all patients diagnosed
in that sector.
The sector MDT will use this dataset to review performance quarterly. As data is collected in realtime, problem areas will be quickly identified and an appropriate response implemented, the
impact of which will be demonstrated in the subsequent quarterly reviews.
If successful, this system will be implemented in all 4 lung cancer sector MDTs (covering the entire
Manchester Cancer population). The datasets will be published in annual quality accounts set
against the National and Manchester Cancer Pathway Quality Standards which will be publically
available and presented at an annual public and user engagement event. Such transparency of
robust and up-to-date data will serve to drive up standards and encourage further innovation
across the Manchester Cancer network, reducing cancer waits and variation between trusts, and
ultimately benefiting lung cancer patients by improving patient experience and clinical outcomes.
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This is an ambitious project which could have wide-reaching benefits, and ultimately be adapted
to support other cancer pathways across Manchester Cancer. To ensure this pilot is successfully
implemented and also determine the potential for using CWP across all cancer pathways in
Manchester Cancer, the Manchester Cancer/Christie Joint CWP Development Group has formed,
first meeting on 28th May 2015. To date, a bespoke lung cancer CWP form (including MDT referral
form) has been developed, existing information flows have been mapped, a solution tested to
comply with information governance standards, and a process of system support defined. User
access and training is due to complete 26th June, with the pilot set to go live in the NW sector MDT
July 2015.
Acknowledging that early detection of lung cancer is the single most important factor likely to
improve survival, innovative work in underway across Greater Manchester and East Cheshire,
supported by the ACE programme.
At Mid-Cheshire Hospitals NHS FT in collaboration with South Cheshire and Vale Royal CCGs,
supported by MacMillan, ACE, and the Public Health Transformation Fund, an ambitious project is
underway to improve outcomes of people with symptoms of lung cancer, focussing on education,
increasing awareness with a pro-active approach to high-risk groups, reducing barriers to diagnosis
(introduction of self-request chest x-ray service targeted at areas where there is a higher incidence
of lung cancer, and where uptake of health services is traditionally poor), and streamlining the
lung cancer referral pathway (ensuring a consistent approach to any CXR suspicious of cancer,
irrespective of referral route, and a 2ww referral to be triggered on behalf of the patient’s GP on
reporting of CXR suspicious of cancer).
An ACE supported project is currently underway in Wigan aiming to risk assess for lung cancer and
then offer appropriate interventions to individuals in social and economically deprived local areas
of Wigan.
The Lung Cancer Pathway Board acknowledges the rapid progress made on developing the
targeted early detection pilot using low-dose CT for people at risk of lung cancer in the city of
Manchester. This is a collaborative project, led by Dr Phil Barber and the MacMillan Cancer
Improvement Program (MCIP). Dr Barber updates the Lung Cancer Pathway Board on the progress
of MCIP at each board meeting.

3.3. Challenges
The data collection using CWP in the NW sector MDT is due to start July 2015. This is an ambitious
and challenging project requiring expertise from multiple sources. The formation of the
Manchester Cancer/Christie Joint CWP Development Group ensures the resources and expertise is
available to implement the lung cancer pilot and evaluate feasibility of using this system for data
collection and quality assurance of other caner pathways.
During the course of the pilot, the NW Sector MDT will be presented with their performance
report quarterly. The challenge will be appropriate interpretation of this data and identifying and
implementing appropriate quality improvements in the pathway. Quality improvement models
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exist to facilitate this (e.g. Six Sigma, LEAN). The Lung Cancer Pathway Board will need to explore
these further, considering training/mentoring options to ensure each step of the quality
improvement process is robust.
If the CWP pilot is successful, it is important that the system is quickly expanded to all 4 sector
MDTs. Furthermore, it is essential that the Manchester Cancer/Christie Joint CWP Development
Group, NW sector MDT and Lung Cancer Pathway Board work together to overcome any failings
identified.
Early engagement with the Cancer Commissioning Board has been established with support for
the process outlined above. It is essential that the Lung Cancer Pathway Board continues to work
in partnership with the Cancer Commissioning Board, providing high quality data on pathway
performance, clinical outcomes and patient experience to empower and inform effective
commissioning of lung cancer services going forward. This is particularly important for the
innovative early detection projects outlined above, so that any clinical benefits resulting from
successful projects can be shared and implemented across Greater Manchester.
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4. Improving patient experience
4.1. Information
The 2014 National Cancer Patient Experience Survey included all patients who had been treated as
inpatients or day cases between 1st September and 30th November 2013. This methodology was
employed in previous years, and the targeted approach consistently results in only 3 NHS Trusts in
Greater Manchester (The Christie/UHSM/Pennine) registering enough lung cancer respondents for
analysis (≥ 20 respondents required).
In the national Cancer Patient Experience Survey 2014, % lung cancer patients who rated care as
“excellent” or “very good” was greater than the national average for The Christie, Pennine, and
UHSM. Data has not been reported for the other lung cancer provider trusts in Greater
Manchester due to < 20 lung cancer respondents.
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At the Lung Cancer Pathway Board Meeting 3rd October 2014, it was agreed that the limited
response from Greater Manchester and East Cheshire lung cancer patients to the National Cancer
Patient Experience Survey was likely to be a function of the methodology employed, and did not
provide enough data to measure lung cancer patient experience across the whole of Greater
Manchester and East Cheshire.

4.2. Progress
At the Lung Cancer Pathway Board meeting on 3rd October 2014, a proposal was agreed to
develop a Manchester Cancer Lung Cancer Patient Experience Survey. A working group led by
Carol Diver developed the questionnaire based on questions from the national survey to capture
data to measure against locally agreed quality standards, meet requirements for peer review, and
to include the questions identified by a steering group of the Greater Manchester Cancer
Partnership Group, colleagues at Macmillan, and other people affected by cancer, as meaning
most to patients in our region.
The Manchester Cancer Lung Cancer Patient Experience Survey has been reviewed by people
affected by lung cancer at local lung cancer support groups and the local provider trusts. The
survey was approved at the Lung Cancer Pathway Board meeting on 24 th April 2015.
The Manchester Cancer Lung Cancer Patient Experience Survey will be sent by post to all lung
cancer patients approximately 4-weeks after diagnosis. The diagnosing NHS trust’s lung cancer
CNS’s will be responsible for distributing the questionnaire, which will include a stamped-address
envelope to be returned directly to Manchester Cancer for analysis. An individual trust Lung
Cancer Patient Experience Survey report will be sent to each provider trust every 6 months, along
with a combined sector report sent to the SMDT chair. The annual patient experience data will
form part of the sector quality accounts (see section 5).
To support lung cancer patient’s recovery post treatment, to live well with their disease and to
enable them to optimise their general health and wellbeing, a Wellness Events for Patients with
Lung Cancer pilot is in development at Tameside General Hospital. The project is supported by a
£12780 grant from the Living with and Beyond Cancer Innovation Fund provided by Macmillan
Cancer Support and will last for one year. Suitable lung cancer patients and their families will be
invited to attend after completion of initial treatment following a post-treatment holistic needs
assessment with their local lung cancer CNS. A project co-ordinated will be appointed to assist
implementation and evaluation. If successful, the aim is to implement similar Wellness Events for
lung cancer patients across Greater Manchester and East Cheshire.
Working with MacMillan Cancer Improvement Partnership, The Christie lung cancer group has
developed treatment summary templates for every lung cancer radiotherapy indication to be sent
to patients, GP’s and referring clinicians once a patient completes treatment. The treatment
summaries detail the treatment received, possible acute and late side effects, plan for follow-up,
and contact details of the appropriate lung cancer nurse specialist(s).
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4.3. Challenges
Implementation of the Manchester Cancer Lung Cancer Patient Experience Survey has been
delayed from June to July 2015. This is a planned delay to enable the MCIP patient experience
survey to complete at the MCIP trusts, and to enlist the expertise of the recently appointed
MacMillan User Involvement team at Manchester Cancer in co-ordinating survey distribution,
collection, analysis and feedback. The challenge going forward is to ensure effective and complete
implementation of the survey across Greater Manchester, and appropriate analysis within
Manchester Cancer to produce twice-yearly lung cancer patient experience response for individual
trusts and sectors.
It is acknowledged that to date the Lung Cancer Pathway Board does not include a patient
representative among its members. In late 2014 Manchester Cancer and Macmillan Cancer
Support agreed to work in partnership to develop genuine user involvement in cancer services in
Greater Manchester. This partnership agreement saw the commitment of over £300,000 from
Macmillan to fund a dedicated five-strong user involvement team for Manchester Cancer. This
team will be responsible for, among many other things, for making sure that each Manchester
Cancer Pathway Board has at least two user representatives within its membership. The first
members of this team began in post in June 2015 and the whole team will be in place by the end
of August. The Lung Pathway Board is supportive of the broader user involvement aims of
Manchester Cancer. As such rather than recruiting its own patient representatives has been
waiting for the support of the Macmillan User Involvement Team, and patient/user representation
on the Lung Cancer pathway board is expected by March 2016.
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5. Increasing research and innovative practice
5.1. Information
The following lung cancer clinical trial recruitment activity is based on the NIHR Clinical Research
Network: Greater Manchester report, using data extracted from the National NIHR Portfolio for
data reported from 01.04.2014 to 27.02.20153.

3

A recent clinical trial recruitment audit at The Christie has infact confirmed 118 lung cancer patients recruited to CRN
adopted interventional trials and 92 CRN adopted observational trials. In addition, The Christie has recruited 9 patients
into non-CRN adopted commercial interventional studies and 44 patients to non-CRN adopted translational lung cancer
trials.
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Within Greater Manchester CRN, recruitment to lung cancer trials was second only to breast
cancer for site specific trial activity.
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In 2014/15, clinicians working within the Greater Manchester lung cancer pathways continued to
lead and collaborate on state-of-the-art, high impact, practice changing lung cancer research:
First-line crizotinib versus chemotherapy in ALK-positive lung cancer. Solomon BJ, Mok T, Kim DW,
Wu YL, Nakagawa K, Mekhail T, Felip E, Cappuzzo F, Paolini J, Usari T, Iyer S, Reisman A, Wilner KD,
Tursi J, Blackhall F; PROFILE 1014 Investigators. N Engl J Med. 2014 Dec 4;371(23):2167-77
Use of thoracic radiotherapy for extensive stage small-cell lung cancer: a phase 3 randomised
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JH, Frewer P, Cantarini M, Brown KH, Dickinson PA, Ghiorghiu S, Ranson M. N Engl J Med. 2015 Apr
30;372(18):1689-99
Tracking genomic cancer evolution for precision medicine: the lung TRACERx study. Jamal-Hanjani
M, Hackshaw A, Ngai Y, Shaw J, Dive C, Quezada S, Middleton G, de Bruin E, Le Quesne J, Shafi S,
Falzon M, Horswell S, Blackhall F, Khan I, Janes S, Nicolson M, Lawrence D, Forster M, Fennell D,
Lee SM, Lester J, Kerr K, Muller S, Iles N, Smith S, Murugaesu N, Mitter R, Salm M, Stuart A,
Matthews N, Adams H, Ahmad T, Attanoos R, Bennett J, Birkbak NJ, Booton R, Brady G, Buchan K,
Capitano A, Chetty M, Cobbold M, Crosbie P, Davies H, Denison A, Djearman M, Goldman J,
Haswell T, Joseph L, Kornaszewska M, Krebs M, Langman G, MacKenzie M, Millar J, Morgan B,
Naidu B, Nonaka D, Peggs K, Pritchard C, Remmen H, Rowan A, Shah R, Smith E, Summers Y,
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Taylor M, Veeriah S, Waller D, Wilcox B, Wilcox M, Woolhouse I, McGranahan N, Swanton C. PLoS
Biol. 2014 Jul 8;12(7)

5.2. Progress
Recruitment to lung cancer clinical trials in Greater Manchester and East Cheshire is among the
highest for the NIHR CRNs in the UK and second only to breast cancer for disease site. This is
primarily led by the research activity at The Christie and UHSM, with an opportunity to increase
access to lung cancer clinical trials in secondary care.
A survey of pathway board members in April 2014 cited lack of engagement and ignorance of
current lung cancer trial portfolio as primary obstacles to accrual in secondary care. In response,
the Lung Cancer Pathway Board proposed a Manchester Cancer Lung Cancer Clinical Trial Portfolio,
listing details of current NCRN lung cancer clinical trials that the board considered should be
recruiting in secondary care. This portfolio would be available at the sector MDTs, where each
patient would be considered for a trial. To facilitate screening of suitable patients, the sector MDTs
should list at least one research nurse as a core member.
The Manchester Cancer Lung Cancer Clinical Trial portfolio is currently in being defined. Work was
postponed on developing the portfolio following a debate at the pathway board meeting in
January 2015 regarding the role the CRN in developing such a portfolio. Whilst a CRN lung trial
portfolio exists, it was subsequently agreed that to meet the specific objectives set out above, a
specific MC portfolio is required. Dr Fiona Blackhall (Lung Pathway Board lead of research) leads on
developing and maintaining the portfolio.

5.3. Challenges
To boost recruitment to lung cancer clinical trials in Greater Manchester, engagement of the
sector MDTs is a priority. The CWP pilot in the NW SMDT will mandate that a trial is considered
for every patient discussed, facilitated by the MC Lung Cancer Clinical Trial Portfolio.
The other key obstacle to lung cancer trial accrual in secondary care in Greater Manchester is
limited resource and cancer research infrastructure. An objective from the2014/15 annual plan
still to be implemented is the attendance of a research nurse at each of the sector MDTS
responsible for screening each patient for suitable clinical trials.
Achieving the aim of increasing lung cancer clinical trial accrual within secondary care will require
increased engagement between the local lung cancer teams and the trust cancer research teams .
The current metrics of the Greater Manchester CRN is not ideal for measuring lung cancer trial
activity across the MC footprint, as it includes trusts in East Lancashire and does not include MidCheshire NHS FT. Effective implementation of CWP to facilitate accurate and real-time data
collection will in time provide a complete and accurate picture of lung cancer trial activity across
the MC footprint.
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6. Delivering high quality, compliant, coordinated and equitable
services
6.1. Information
There was an overall improvement in the proportion of lung cancer patients treated within the
national 62-day target from referral with suspected cancer, with all except one trust performing
better in 2014/15 than the previous year. Despite this, only one trust (East Cheshire) met the NHS
England operational standard of 85% of patients treated within 62-days of referral with suspected
cancer in all 4 quarters.

As in the previous year, lung cancer pathway performance was almost universally consistent with
the NHS England operational standard for 31-day wait from decision-to-treat to first definitive
treatment and urgent GP referrals with suspected lung cancer seen within 2-weeks in 2014/15.
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In response to the challenges in meeting the 62-day wait target for several cancer pathways across
Greater Manchester and East Cheshire, the Greater Manchester Director of Operations group
agreed in January 2015 to conduct an analysis of 62-day target breaches. The lung cancer pathway
breach analysis project was led by Julie Fletcher (Cancer Services Manager, Wrightington, Wigan
and Leigh NHS FT) and reviewed 25 consecutive lung cancer pathway 62-day breaches from across
Greater Manchester and East Cheshire resulting in the following recommendations:
•
•
•
•
•

•
•

Out-patient appointment & CT scan within 7 days of receipt of referral
All diagnostics to be requested from 1st out-patient clinic
Patients should be presented at MDT with complete diagnostics. Several pathways went
from test to discussion to test to discussion
Aim for 1st MDT discussion to be by day 19
Trusts to agree local turnaround times for reporting
• Radiology within 48 hours
• Pathology within 5 days
Trusts to explore the possibility of a one-stop clinic for 1st out-patient visit
Explore potential for joint surgery/oncology clinics

The outcomes from this project and the above recommendations are due to be discussed at the
next Lung Pathway Board meeting on 21st July 2015

6.2. Progress
Current clinical guidelines for the management of lung cancer in Greater Manchester can be found
at http://manchestercancer.org/services/lung/. The guidelines will be updated as part of the
2015/6 annual plan.
A key aim of the Lung Cancer Pathway Board is to reduce variation in practice and outcomes
across Greater Manchester, driving up standards across the region to match those of the best
performing trusts. This requires trusts working together in partnership across organisational
boundaries. To facilitate this, a priority in the Lung Cancer Pathway Boards annual plan to 2014/5
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was to define and implement a sectorised model for lung cancer care across Greater Manchester,
in particular merging trust MDTs to form larger sector MDTs.
Following a mapping exercise of lung cancer MDT resources across Greater Manchester and East
Cheshire, a “Proposal for Sectorisation…” report was released in October 2014, defining 3
potential models for sectorised working. These models were appraised at a meeting of
representatives from all provider trusts on 10th November 2014 where there was clinical
consensus by significant majority for a 4-sector arrangement of lung cancer MDTs across Greater
Manchester and East Cheshire.
In January 2015, work began on implementing the sector MDTs. To date, 3 functioning sector
MDTs are established, with work continuing on establishing a South Sector MDT from September
2015.

The 6 aims of sector MDT working are:
•
Facilitating the Integrated Cancer System
•
Pooling expertise to drive standards
•
Reducing variation in clinical practice and outcome
•
Improve core member attendance
•
Increase recruitment to clinical trials
•
Increase opportunities for education
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To facilitate the change from stand-alone to sector MDT working, the “Effective working in a lung
cancer sector MDT: A charter” paper was approved by the Lung Cancer Pathway Board on 31 st
January 2015 (see appendix 2). It is acknowledged that a move from stand-alone MDTs to sector
MDT working provides a new set of challenges, in particular the risk of prolonged and inefficient
meetings if patients are listed and discussed inappropriately or audio-visual teleconferencing
facilities fail. The sector MDT charter sets out 19 pledges which mitigate against these risk and
uphold the key aims of sector MDT working. Each sector MDT will develop an operational policy
and work plan to meet the lung cancer measures set out in the National Peer Review Programme
and the pledges set out in the charter.
The multi-organisational sector MDTs are accountable for performance of the integrated lung
cancer pathway within their sector. Governance and quality will be assured using the real time
pathway performance review system set-out in section 3 of this report. The annual Lung Cancer
Education and Engagement Event will be the forum where each sectors annual quality accounts
are published and presented. This transparency of outcomes and performance aims to drive up
standards, reduce variation, and inform regional lung cancer commissioning.
The Lung Cancer Pathway Board held its first annual Lung Cancer Education Event at The Etihad
Stadium, Manchester on 20th March 2015, and featured sessions on Lung Cancer Care in Greater
Manchester, Mesothelioma, Improving Outcomes, and a virtual lung cancer MDT. Professor David
Baldwin, Chair of the NHSE Lung Cancer Clinical Reference Group, gave the keynote lecture setting
out his vision for lung cancer care in 2020. The event was attended by 80 delegates (clinicians,
researchers, managers and commissioners) and was very well received with > 98% of delegates
rating it “useful” or “extremely useful”.
In acknowledgement of the growing complexity of lung cancer pathology and in particular
molecular diagnostics, a Lung Cancer Pathology sub-group meeting took place on 13th March 2015.
With pathology representation from each provider trust, the meeting featured educational
sessions on molecular diagnostics, and workshops aimed at determining how to ensure the most
appropriate patients the most appropriate molecular testing in the most appropriate time frame
across Greater Manchester. The structure of the Lung Cancer Pathology Subgroup is currently
being formalised, and the recommendations from these workshops will determine the work-plan
for the sub-group over the next year.

6.3. Challenges
The annual plan set out and ambitious task to implement all of the sector MDTs by June 2015. A
decision was subsequently taken to employ a synchronous approach to implementation, so
lessons could be learned and experience shared. Progress has been rapid by the South Sector MDT
in not yet formed. A formal agreement has been reached with the South Sector Trusts with the
next meeting scheduled for 7th July. The South Sector MDT aims to go live in September 2015.
The North East Sector MDT (Pennine) is established but not yet functioning in-line with the
pledges set out in the sector MDT charter. Further work is required to further develop the NE
sector MDT over the next 3 months.
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It is acknowledged that the move to sector MDTs is a significant change, and effective sector MDT
working will require some time to develop. The “Effective working in a lung cancer sector MDT: A
charter” aims to safeguard against ineffective MDT working. To ensure sector MDTs are working
towards the pledges set out in the charter, the option of Manchester Cancer peer review of sector
MDTs (with clinicians from neighbouring sector MDTs observing and auditing effectiveness of a
sector MDT against the charter) should be explored.
Whilst progress has been made around education, with the first annual Lung Cancer Education and
Engagement event on 20th March 2015, and pathology education event on 13th March 2015, a
formal programme for lung cancer education in primary care has not fully developed. Several local
Lung Cancer education events have taken place across Greater Manchester for GPs and GP
trainees, but a formal programme co-ordinated by Manchester Cancer is still to be developed. The
Manchester Cancer core team continues to work on a strategy for primary care education and the
Lung Pathway Board will engage with these over the next 12 months.
It was highlighted at the Lung Cancer Pathway Board meeting on 24th April 2015 that there is
variation in practice across Greater Manchester for the diagnostic pathway. The proportion of
patients referred from primary care with expected lung cancer is projected to increase, and
therefore efficient secondary care diagnostics pathways are paramount to manage this increase in
demand. A key challenge for 2015/6 is to identify areas of good practice to build on and share
across all lung cancer diagnostic pathways in Greater Manchester and East Cheshire.
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7. Objectives for 2015/16
Introduce and summarise the Board’s objectives for 2015/16 and beyond. Point to the latest
version of the Board’s full 2015/16 annual plan in the appendices.
The Lung Pathway Board as 5 primary objectives for 2015/6, aiming to achieve its vision of fully
integrated pathways continuously audited and accountable to provider trusts working in
partnership:
1)
2)
3)
4)
5)

Complete the sectorisation of lung cancer MDTs
Understand and improve patient experience
Increasing palliative care engagement
Develop and implement universal model for lung cancer pathway
Complete and evaluate CWP pilot

Further details of the primary objectives for 2015/6 can be found in the annual plan (see appendix
3)

In addition, the pathway board will complete the objectives outstanding from the 2014/5 annual
plan:



Develop a Manchester Cancer Lung Pathway Clinical Trial Portfolio
Research nurses to become core members of sector MDTs

This will ensure every patient diagnosed with lung cancer is considered for a clinical trial,
increasing access and recruitment to lung cancer research in Greater Manchester and Cheshire.
To standardise care for patients with mesothelioma, the lung cancer pathway board has proposed
the formation of a regional mesothelioma MDT, in line with the NHS England Malignant
Mesothelioma service specification, to be explored during 2015/16.
Further proposals include a specialist post-operative/adjuvant therapy MDT and combined
therapy MDT/clinic (for patients considered for concurrent chemo-radiation and/or surgery).
These proposals will be appraised during 2015/6.
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Appendix 1 – Lung Cancer Pathway Quality Standards
MC1. Raise profile/awareness of lung cancer in primary care through engagement and education.
MC2. All lung cancer patients are seen by chest physicians with a specialist interest in lung cancer.
MC3. All lung cancer imaging is reported by radiologists with a specialist interest in thoracic medicine.
MC4. All lung cancer cyto/histo-pathology is reported by pathologists with a specialist interest in lung cancer
MC5. All suspected lung cancer patients to have CT scan and reported before 1st appointment with chest physician.
MC9. All patients for combined modality treatment or borderline surgery/non-surgical treatment to be seen in single
multidisciplinary clinic.
MC10. Manchester Cancer to remain within the top 3 regions nationally (National Lung Cancer Audit) for surgical resection rates
(% histologically confirmed NSCLC having surgery) by minimising variation in surgical resection rates between trusts.
MC15. All patients assessed by their lung CNS following treatment to go through what the patient knows, their prognosis, future
treatment options, point of contact and financial details (Holistic needs assessment/SPARC)
QS1. People are made aware of the symptoms and signs of lung cancer through local coordinated public awareness campaigns
that result in early presentation.
QS2. People reporting one or more symptoms suggesting lung cancer are referred within 1 week of presentation for a chest Xray or directly to a chest physician who is a core member of the lung cancer multidisciplinary team.
QS3. People with a chest X-ray result suggesting lung cancer have a copy of the radiologist's report sent to and followed up by
the lung cancer multidisciplinary team.
QS4. People with known or suspected lung cancer have access to a named lung cancer clinical nurse specialist who they can
contact between scheduled hospital visits.
QS5. People with lung cancer are offered a holistic needs assessment at each key stage of care that informs their care plan and
the need for referral to specialist services.
QS6. People with lung cancer, following initial assessment and computed tomography (CT) scan, are offered investigations that
give the most information about diagnosis and staging with the least risk of harm.
QS7. People with lung cancer have adequate tissue samples taken in a suitable form to provide a complete pathological
diagnosis including tumour typing and sub-typing, and analysis of predictive markers.
QS8. People with resectable lung cancer who are of borderline fitness and not initially accepted for surgery are offered the
choice of a second surgical opinion, and a multidisciplinary team opinion on non-surgical treatment with curative intent.
QS9. People with lung cancer are offered assessment for multimodality treatment by a multidisciplinary team comprising all
specialist core members.
QS10. People with lung cancer stage I–III and good performance status who are unable to undergo surgery are assessed for
radiotherapy with curative intent by a clinical oncologist specialising in thoracic oncology.
QS11. People with lung cancer stage I–III and good performance status who are offered radiotherapy with curative intent receive
planned treatment techniques that optimise the dose to the tumour while minimising the risks of normal tissue damage.
QS12. People with stage IIIB or IV non-small-cell lung cancer and eligible performance status are offered systemic therapy (firstand second-line) in accordance with NICE guidance, that is tailored to the pathological sub-type of the tumour and individual
predictive factors.
QS13. People with small-cell lung cancer have treatment initiated within 2 weeks of the pathological diagnosis.

- 34 -

QS14. People with lung cancer are offered a specialist follow-up appointment within 6 weeks of completing initial treatment and
regular specialist follow-up thereafter, which can include protocol-led clinical nurse specialist follow-up.
QS15. People with lung cancer have access to all appropriate palliative interventions delivered by expert clinicians and teams.
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Appendix 2 – Sector MDT Charter

Effective working in a lung
cancer sector MDT
A charter

Version 1.0
February 2015
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Introduction
The Manchester Cancer Lung Cancer Pathway Board is committed to developing a sectorised
model of lung cancer MDTs reflecting the National Cancer Action Team (NCAT) Characteristics of
Effective MDT.

Key aims of the lung cancer sector MDT
 Facilitating the Integrated Cancer System
Manchester Cancer aims to be one of the top integrated cancer systems in the world. In contrast
to stand-alone MDTs, Sector MDTs facilitate integrated pathways and promote team-working.
 Pooling expertise to drive standards
By pooling resources from the stand-alone MDTs, sector MDTs are attended by >1 member of
each core discipline. This creates an environment where diagnostic and treatment
recommendations are considered, debated and challenged, and prevents automation and
formation of potentially nihilistic habits.
 Reducing variation in clinical practice and outcome
Manchester Cancer aims to reduce variation between trusts. Pooling expertise and facilitating
integrated working through Sector MDTs will improve access to high quality care for all patients
and reduce variation in clinical practice and outcomes between trusts.
 Improve core member attendance
Sector MDTs, by pooling expertise and integrated working, are better resourced to adequately
cover absences of core members.
 Trial recruitment
Pooling resources and expertise will encourage debate about appropriate clinical trials for each
patient, and enable attendance by a research nurse to each sector MDT.
 Education
Sector MDTs lend themselves to an education by enabling considered appraisal of management
decisions both between disciplines but also within disciplines as >1 specialist from each discipline
attends.
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Aims of the MDT Charter
It is acknowledged that a move from stand-alone MDTs to sector MDT working provides a new set of
challenges, in particular the risk of prolonged and inefficient meetings if patients are listed and discussed
inappropriately or audio-visual teleconferencing facilities fail. The sector MDT charter sets out pledges
which mitigate against these risk and uphold the key aims of sector MDT working (above).
It is expected that each sector MDT will develop an operational policy and work plan to meet the lung
cancer measures set out in the National Peer Review Programme and the pledges set out below.
This first version of the Sector MDT Charter aims to facilitate implementing the sector MDTs and refers to
functioning of the sector MDTs only. Further aims of the sector MDTs are (i) accountability and (ii)
performance management, and will be included in later versions of the charter.
The Sector MDT Charter will be reviewed annually (and adapted as appropriate) by the Lung Cancer
Pathway Board.
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The Pledges
1

The sector MDT will meet at the same agreed time once a week. All MDT members should
make every effort to be punctual.

2

The chair is responsible for ensuring the meeting is paced appropriately. It is
recommended that sector MDT aims to take no longer than 2 hours.

3

The position of sector MDT chair will be held for a maximum of 24 months. The new MDT
chair should be from a different trust than the outgoing chair.

4

Each trust will ensure appropriate IT support for audio-visual teleconferencing equipment,
able to respond to issues during meetings if required.

5

Each trust should have a full-time MDT co-ordinator supporting the sector MDT

6

The sector MDT will be attended by core team members (as defined by National Peer
Review Programme) from each trust. The sector MDT will therefore consist of >1 member
in each discipline with appropriate cross-cover procedures agreed.

7

The sector MDT chair will be made aware of any absences (and cover arrangements)
and/or new attendees in advance, and introduce them at the start of the meeting.

8

All patients from each of the sector trusts will be discussed at the meeting. All sector MDT
members are expected to engage in discussions/debate for all patients presented at the
meeting.

9

Mutual respect for the views of all core members will underpin the effectiveness of the
sector MDT, and the chair is responsible for ensuring each voice is heard.

10

All patients will be referred to the sector MDT via an agreed proforma to summarise the
clinical, radiology, and pathology details required to make a management
recommendation.

11

The minimum requirement for all patients referred to the sector MDT is a documented
performance status, an understanding of the co-morbidities and staging CT scan.

12

Patients should not be referred to the sector MDT without the appropriate investigations
to enable a recommendation. Appropriate referrals to the lung cancer sector MDT are:
a.
All patients with a diagnosis of lung cancer or mesothelioma requiring a
management recommendation from the lung cancer sector MDT.
b.
Patients with suspected lung cancer or mesothelioma requiring confirmation of
diagnosis from the lung cancer sector MDT (including advanced diagnostic techniques).
c.
Patients with known previous lung cancer or mesothelioma, presenting with
recurrent or progressive disease.
Patients discussed at the sector MDT outside of these indications is at the discretion of the
chair.

13

Patients referred inappropriately, or without appropriate information/investigations will
not be discussed. The referrer will be informed.
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14

The sector MDT will be attended by a research nurse. Every patient discussed should be
considered for appropriate/available clinical trials, and this should be recorded.

15

The chair is responsible for summarising the discussion and a clear recommendation after
each case. This will be recorded on the patients MDT proforma during the meeting.

16

The completed MDT proforma will form part of the patients referral to
surgery/oncology/palliative care etc.

17

Feedback on the outcome of “interesting cases” to the MDT is encouraged and should be
agreed by the chair in advance.

18

The sector MDT is considered an education opportunity. Medical students and trainees
should be encouraged to attend.

19

Sector MDT members are encouraged to raise any concerns about the functioning of the
sector MDT with the MDT chair. The Lung Cancer Pathway director should be informed if
the above pledges continue to be unmet.
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Characteristics of an Effective MDT
In 2010, The National Cancer Action Team (NCAT) set out Characteristics of Effective MDT:
• treatment and care being considered by professionals with specialist knowledge and skills in the
relevant aspects of that cancer type;
• patients being offered the opportunity to be entered into high quality and relevant clinical trials;
• patients being assessed and offered the level of information and support they need to cope with
their condition;
• continuity of care, even when different aspects of care are delivered by different individuals or
providers;
• good communication between primary, secondary and tertiary care;
• good data collection, both for the benefit of the individual patient and for the purposes of audit
and research;
• improved equality of outcomes as a result of better understanding and awareness of patients’
characteristics and through reflective practice;
• adherence to national and local clinical guidelines;
• promotion of good working relationships between staff, thereby enhancing their job satisfaction
and quality of life;
• opportunities for education/professional development of team members (implicitly through the
inclusion of junior team members and explicitly when meetings are used to devise and agree new
protocols and ways of working);
• optimisation of resources – effective MDT working should result in more efficient use of time
which should contribute to more efficient use of NHS resources more generally.
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Appendix 3 – Pathway Board Annual Plan 2015/16
Pathway Clinical Director:

Neil Bayman

Pathway Manager:

Hodan Noor (from 1st June 2015)

Date agreed by Pathway Board:

June 2015

Review date:

May 2016

Summary of objective

No

Objective

1

Complete the sectorisation of lung cancer MDTs

2
3
4

Understand and improve patient experience
Increasing palliative care engagement
Develop and implement universal model for lung
cancer pathway
Complete and evaluate CWP pilot

5

Alignment with Provider Board
objectives
Improving outcomes; High quality
compliant services
Improving patient experience
Improving patient experience
Improving outcomes; High quality
compliant services
Improving outcomes; High quality
compliant services; research and
Innovative practice
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Objective 1: Complete the sectorisation of lung cancer MDTs
Objective:

 Complete the creation of a south sector lung MDT
 Ensure that all sector MDTs are working effectively and following the MDT
charter

Rationale:

The case for sectorised lung MDTs has been made: sectorised MDTs will adhere to
the lung MDT charter, contain multiple professionals, have the improved discussion
and decision-making that follows from this, and monitor its outcomes regularly.

By (date):

December 2015

Board
measure(s):

 South sector MDT meeting without incident

Risks to
success:

 Logistical challenge of setting up south sector MDT

 Principles of the MDT charter embedded in all sector MDTs

 Lack of engagement from MDTs on MDT charter
Support
required:

Support with cancer management and executive teams when it comes to making
changes to job plans and MDT arrangements.

Work programme
Action
South sector MDT implementation meeting
South Sector MDT implemented
Audit of SMDT effectiveness against charter

Resp.
By (date)
NB/HN
7th July 2015
NB/HN/RB/SI/DF September
2015
NB/HN
December
2015

Objective 2: Understand and improve patient experience
Objective:

Further develop the bespoke lung cancer patient survey, deliver it across the region
and use the understanding to develop an improvement plan.

Rationale:

The results of the National Cancer Patient Experience Survey are of limited use
when analysed at the pathway level and the survey suffers from other limitations.
Historically MDTs have developed and local lung cancer surveys that do not allow
easy comparison across the region. A standardised and tailored lung cancer patient
experience survey is required.

By (date):

Survey to be ongoing. First iteration of improvement plan by March 2016.

Board
measure(s):

Ongoing survey being delivered at all sites.
Improvement plan in place.

Risks to
success:

Survey design does not yield required data
Survey fatigue from patients
Lack of engagement by one or more trusts
Lack of resources locally to administer

Support
required:

Support from colleagues in the Manchester Cancer Macmillan User Involvement
Team will be invaluable in developing and analysing the survey and in the creation
of an improvement plan.

Work programme
Action
Survey to be sent to first patients
Review after 3 months to ensure adequate response and appropriate
data collection
Patient experience reports produced
Improvement plan(s) based on first reports

Resp.
CD/NB
NB/HN

By (date)
July 2015
Oct 2015

NB/HN
All sector
MDT leads

Jan 2016
Mar 2016
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Objective 3: Increasing palliative care engagement
Objective:

Ensure that palliative care clinicians are core members of all sectorised lung MDTs,
with cover for leave and absence so that palliative care is represented in every MDT
meeting.

Rationale:

Lung cancer is associated with relatively poor outcomes. Many of the patients
diagnosed with lung cancer present with late stage disease. The involvement of
palliative care professionals from the earliest stage in these care and decisionmaking for lung cancer patients is therefore vital. Notwithstanding this, coverage
can be patchy and greater engagement between professional groups is required.

By (date):

March 2016

Board
measure(s):
Risks to
success:

Palliative care clinicians core and attending members of all sectorised MDTs

Support
required:

Support from Manchester Cancer/SCN Palliative Care Board and the Manchester
Cancer Palliative Care Director required to increase engagement and ensure
coverage of MDTs.

Lack of engagement from wider MDT members.
Logistical challenge of ensuring palliative care

Work programme
Action
Palliative Care Lead invited to Lung Pathway Board Meeting to explore
opportunities for better engagement
Palliative care clinicians core and attending each sector MDT

Resp.
NB/HN

By (date)
July 2015

NB/HN

December 2015
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Objective 4: Standardising the patient pathway
Objective:

Standardise as far as is reasonable the pathway that lung cancer patients follow in
Manchester Cancer by:
 Exploring and understanding the current variation, particularly in
diagnostics



Developing and agreeing Manchester Cancer pathway guidelines and
protocols and plans to audit against these



Explore the concept of developing a service specification to describe service
that patients should receive in detail (possibly in collaboration with other
cities/integrated cancer systems)

Rationale:

There can be unacceptable variation in the pathways that lung cancer patients
follow in Manchester Cancer. Increased understanding of this variation can lead to
the development and agreement of standardised pathways so that all patients
experience the same service.

By (date):

March 2016

Board
measure(s):
Risks to
success:

Standardised guidelines and pathways agreed. Audit against these.

Support
required:

None.

Development and agreement of guidelines is time-consuming and requires full
engagement.

Work programme
Action
Scoping exercise to determine current practice at each trust

Resp.
NB/HN

Proposals and appraisal of standard models for lung cancer pathway
with standard pathway guideline agreed
Measures reviewed/adapted and incorporated to CWP for continuous
audit of pathways based on agreed standard guideline

NB/HN

By (date)
September
2015
December 2015

NB/HN

March 2016
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Objective 5: Complete and evaluate the CWP pilot in the NW sector MDT
Objective:

Rationale:

By (date):

Complete the CWP pilot in the NW sector MDT:
 Implement electronic referral to MDT


Data capture on bespoke CWP form designed to measure outcomes against
MC Lung Pathway standards



SMDT quarterly review of data to inform quality improvement



Presentation of data to 2016 Lung Education and Engagement Event

A core principle of the Lung Cancer Pathway Boards vision is collective
accountability of the sector MDTs for the performance of their lung cancer
pathways. CWP is a tool which facilitates continuous audit of performance against
the agreed quality standards
April 2016 (ready to present at the next Lung Education and Engagement Event

Board
measure(s):

All patients referred to NW sector MDT via CWP electronic form
Data for all new NW sector lung cancer patients captured
Pathway improvement(s) implemented based on quarterly performance report(s)
Evaluation of pilot presented at Lung Education and Engagement Event spring 2016

Risks to
success:

Insufficient support from Christie IT/CWP group
Lack of engagement from NW sector clinicians/MDT co-ordinators
Incomplete or inaccurate data collection
Quality improvement expertise within NW sector MDT

Support
required:

Ongoing support from Manchester Cancer/Christie joint CWP development board
Support for NW sector MDT to recognise and implement quality improvement
opportunities

Work programme
Action
Implementation of CWP at NW sector MDT
Review of CWP in SMDT setting
First pathway performance report
First quality improvement recommendation
Evaluation and presentation at Lung Educationa and
Engagement Event

Resp.
NB/HN/JL
NB/HN/JL

By (date)
July 2015
September
2015
NB/HN/JL
November
2015
NB/HN/ST/RS/CE December
2015
NB/HN/ST/RS/CE
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Appendix 4: Manchester Cancer Provider Board objectives
1. Improving outcomes, with a focus on survival
We aim to:


have a cancer survival rate for all cancers one year after diagnosis that is consistently
higher than the England average for patients diagnosed beyond 2012



have a one-year survival rate higher than 75% for patients diagnosed in 2018



narrow the gap with Sweden’s one-year survival rate from 12% (now) to 6% for
patients diagnosed in 2020



approach Sweden’s one-year survival rate by 2025, and



have greater than 70% of cancer patients diagnosed in 2020 survive at least five years

2. Improving patient experience
We aim to:


improve year-on-year the patient experience across the region (as measured by the
National Cancer Patient Experience Survey), and



have the best performance in core patient experience questions of any major city
area in England by 2015

3. Increasing research and innovative practice
We aim to:


increase the proportion of patients involved in clinical trials from 30% to more than
40% by 2019

4. Delivering high quality, compliant, coordinated and equitable services
We aim to:


support our specialist commissioning colleagues to deliver compliance in the four
historically non-compliant specialist cancer surgery services (oesophago-gastric,
hepato-pancreato-biliary, gynaecology and urology) by December 2015, and



maintain regional compliance with the national cancer 62-day waiting time target
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