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(HA-N) 

Chest Physician Manchester University NHS 
Foundation Trust (Oxford Road 
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(Deputised as Trust 
Representative and Central 
Sector Lead) 

Kandadai 
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Thoracic Surgeon 
 

Manchester University NHS 
Foundation Trust 

Rajesh Shah (RS) Consultant Thoracic Surgeon Manchester University NHS 
Foundation Trust 
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Durgesh Rana 
(DR) 

Consultant Cytopathologist Manchester University NHS 
Foundation Trust 

Leena Joseph (LJ) Consultant Histopathologist Manchester University NHS 
Foundation Trust 

Carol Diver (CD) Macmillan Cancer Nurse Consultant Tameside Hospital NHS 
Foundation Trust  
(Trust Representative) 

Jackie Fenemore 
(JF) 

Nurse Clinician - Lung Cancer 
 

The Christie NHS Foundation 
Trust 

Christine 
Eckersley (CE) 

Lung Cancer Specialist Nurse 
 

Bolton Foundation Trust 

Sarah Jayne (SJ) Macmillan Lung Cancer Specialist 
Nurse  

Stockport NHS Foundation Trust 

Ben Taylor (BT) Consultant Radiologist The Christie NHS Foundation 
Trust 

David Woolf (DW) Consultant Clinical Oncologist The Christie NHS Foundation 
Trust 
(Trust Representative) 

Fiona Blackhall 
(FB) 

Medical Oncology Lead  
 

The Christie NHS Foundation 
Trust  

Janet Smart (JS) Cancer Manager Cancer Manager Representative  

Del Wray (DW) Lung Best Timed Pathway Project Lead  

Paula Daley (PD) User Involvement Team Leader, 
Greater Manchester Cancer 

 

 

Guest attendance 

Zoe Merchant 
(ZM) 

Prehab4Cancer Project Manager, 
Greater Manchester Cancer 
 

 

John Moore (JM) Prehab4Cancer Clinical Lead, Greater 
Manchester Cancer 
 

 

Anne-Marie 
Raftery (AMR) 

Clinical Lead/Lead Nurse Palliative 
Care & 
Pathway Director, Palliative Care 

 
 

David Waterman 
(DW) 

GMEC SCN Palliative Care Clinical 
Lead & Consultant in Palliative 
Medicine 

 

Kathryn Banfill 
(KB) 

Clinical Fellow, The University of 
Manchester 

 

Jane Cronin (JC) Macmillan Lung Cancer Service User 
Co-ordinator 

 

 

Apologies  

Freya Howle (FH) / 
Jonny Hirst (JH) 

CURE Project Lead, Greater 
Manchester Cancer 

 

Janice Delaney 
(JD) 

Patient Representative  

Simon Bailey (SB) Chest Physician Manchester University Hospitals 
NHS Foundation Trusts (Oxford 
Road Campus) 
(Trust Representative & Central 
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Sector Lead) 

Ian Webster (IW) Consultant in Respiratory Medicine Bolton NHS Foundation Trust  
(Trust Representative)  

Richard Booton 
(RB) 

Consultant in Respiratory Medicine Manchester University NHS 
Foundation Trust (Wythenshawe, 
Trafford, Withington &  Altrincham 
Campuses) 
(Trust Representative & South 
Sector Lead) 

Seamus Grundy 
(SG) 

Consultant Respiratory Physician 
(Thoracic Oncology) 

Salford Royal Foundation Trust  
(Trust Representative & Clinical 
Lead for Lung Best Timed 
Pathway) 

Ram Sundar (RS) Chest Physician, Wrightington Wrightington, Wigan & Leigh NHS 
Foundation Trust  
(Trust Representative & North 
West Sector Lead) 

Thapas Nagarajan 
(TN)  

Consultant in Respiratory Medicine East Cheshire NHS Trust 

Jayne Holme (JH) Consultant Respiratory Physician Manchester University NHS 
Foundation Trust 

Phil Barber (PB) Consultant Respiratory Physician Manchester University NHS 
Foundation Trust 

Mayuri Basnet 
(MB) 
 
 

Consultant Histopathologist - Cellular 
Pathology 
 

Wrightington, Wigan & Leigh NHS 
Foundation Trust and Salford 
Royal Foundation Trust 

Nyla Nasir (NN) 
 

Consultant Histopathologist 
 

Mid Cheshire Hospitals NHS 
Foundation Trust 

Karen Clayton 
(KC)  

Lung Clinical Nurse Specialist Lead East Cheshire NHS Trust 

Kath Hewitt (KH) Specialist Thoracic Nursing Lead 
 

Manchester University NHS 
Foundation Trust 

Carolyn Allen (CA) Consultant Radiologist Pennine Acute Hospitals NHS 
Trust 

James Whittaker 
(JW) 

Consultant Radiologist Stockport NHS Foundation Trust 

Anna Sharman 
(AS) 

Lead Radiologist 
 

Manchester University NHS 
Foundation Trust 

Anna Walsham 
(AW) 

Lead Radiologist Salford Royal Foundation Trust 

Coral Higgins (CH) Senior Cancer Programme Manager, 
Greater Manchester Cancer 
Commissioning Hub 

Greater Manchester Cancer 
Commissioning Manager 
Representative  

Liam Hosie (LH) Lead Cancer GP  

Kathryn Place (KP) Macmillan Transformation Manager: 
Recovery package implementation 

Macmillan  

 

1. Welcome and introductions 

ME opened the Board and welcomed attendees. 

 

2. Minutes of last meeting (09 11 18) 
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Discussion 
summary 

The draft minutes were approved as an accurate record of the November 
meeting.  
 

Actions and 
responsibility 
 

a) RA to publish to Greater Manchester Cancer website.  

 

 

3. Relevant Sub-committee feedback 

Discussion 
summary 

a) Tobacco Control 
 
LB summarised discussions from the Tobacco Control Sub-committee. The 
CURE project is underway. The project team are expecting to review the 
impact of the project in terms of mortality at the end of 2020. The six sites for 
further roll-out have now been named. The team are liaising with Chief 
Executives of various sites.  
 
The CURE website will be available soon and accessible to everybody 
offering information on the programme and access to training that has been 
developed. LB noted that the sub-committee are working with Greater 
Manchester Making Smoking History (MSH) programme offering clinical 
expertise to MSH to help with the team’s wider initiatives (outside of the lung 
cancer remit) around tobacco addiction to ensure that messages are 
consistent.  
 

b) Optimal Treatment Pathway - Surgical Triage Algorithm 
 
The RAPID surgical triage algorithm was presented by RS. RS spoke of 
delays experienced previously. The Pathway attempts to streamline and 
shorten the pathway. Colleagues were complemented for their hard work in 
developing the pathway. RS explained that the RAPID model developed in 
chest medicine is not currently followed in surgery. RS highlighted that the 
work up criteria has been refined even further. As referrals come in to 
Wythenshawe, there is a central point of administration where relevant 
information is gathered from all stakeholders, the referral is reviewed by a 
consultant surgeon on the same day (within less than 24 hours). Any further 
tests required are organised and the patient is allocated to the next available 
clinic. All surgeons have signed up to this pathway. RS highlighted that data 
will be collected to assess the effectiveness in terms of patient outcomes and 
experience.  
 
DW queried whether outstanding investigations at the end of step one are to 
be requested locally or whether it will vary depending on the test. RS 
explained that where possible, they will be undertaken at Wythenshawe to 
minimise the movement of patients around GM. In six months’ time, the 
intention is to hold an engagement event for all lung cancer physicians.   
 
ME noted the standard operating document about what constitutes surgical 
referrals and what is required. JG commented that this improves 
standardisation. ME summarised that the surgical triage algorithm will 
involve daily triage of patients by a surgeon within a single 24 hour period of 
the referral entering the system at Wythenshawe, allowing decisions to be 
made in a single visit (thereby reducing repeat visits).  
 
DWe commented that the information is useful as it helps clinicians inform 
patients and manage their expectations locally. A discussion ensued on the 
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repeated testing of lung function at Wythenshawe. KR responded that there 
are discrepancies with the DLCO. In borderline cases when it is felt that 
patients will receive physiological testing anyway, the lung function would be 
repeated anyway. RS highlighted that there is a potential issue with 
discrepancy between the lung functions undertaken locally, and those 
undertaken at Wythenshawe. This is particularly important in patients who 
are borderline. RS clarified that not all lung function tests are repeated.  
 
A discussion ensured on lung biopsies at Wythenshawe and the need for 
clearer communication with patients throughout their treatment pathway. 
DWe highlighted that patients are informed of their planned resection, but 
once at Wythenshawe, have a lung biopsy which the patient at the local 
centre have not been made aware of previously. KM clarified that a tissue 
biopsy is preferred before any surgery. LB highlighted that communication 
from Wythenshawe colleagues and local centres needs to be improved so 
that patients can be informed of their treatment pathway.  
 
ME requested for all trust representatives to feedback to their teams that 
where possible Wythenshawe encourage pre-operative histology.  
 
CD suggested that it could be built in as part of discussion for any patient 
without histology.  
 
ME highlighted that the thoracic biopsy email address is available for local 
teams to find out early on. 
  

b) Optimal Treatment Pathway – Lung Oncology Provision 
 
DW discussed the desire to treat patients more quickly. DW highlighted that 
The Christie are operating 12 clinics across Greater Manchester and there 
has been difficulty pooling patients in instances where staff are on leave or a 
clinic is full.  
 
DW described the new service provision where The Christie resource can be 
flexed to meet patient demand. If an appointment is not available in a 
reasonable time (defined as one working week), The Christie will look to 
shuffle the patient with their consent to another site to see another Christie 
oncologist. The model has been agreed in principle with the Greater 
Manchester Cancer Managers Forum. Funding has been agreed through a 
Navigator post. Once a referral comes in, a brief pro-forma will be filled in by 
the MDT co-ordinator. The aim will be to refer the patients back to the clinic 
that they would have already been allocated to, but 10-15% will be moved to 
another clinic at another hospital. Patients will need to be informed upfront. A 
patient-facing leaflet will be produced to explain this. DW encouraged 
feedback once the model is up and running to ensure that it is fit for purpose. 
The Pathway Navigator role will be advertised in the coming weeks.    
 
CD queried whether there has been any consideration for the nursing 
support of the clinics. DW responded that the CNS will potentially move 
across to another team to support the patient during the first consultation. A 
handover will take place with the Nurse Specialist to help support the patient. 
It will be difficult. CD highlighted that the completion of Holistic Needs 
Assessments (HNAs) will need consideration. DW suggested that the HNA 
will be completed by the original referring hospital; the only item moving is 
the first oncology treatment appointment. The patients that are difficult to 
move could be patients with Stage 4 Lung Cancer who are having treatment 
at a local hospital. Patient choice will be an element.  
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c) Optimal Treatment Pathway – Stage III NSCLC algorithm  
 
ME described the algorithm that has been developed in response to the new 
NICE guidelines that are soon to be published. The algorithm brings 
induction chemo/radiotherapy and surgery in to consideration for stage III 
management based on a network meta-analysis that showed an 
improvement in progression-free survival and cost effectiveness over other 
strategies. The algorithm has been reviewed by the oncology team at The 
Christie; it is due to be discussed in the surgical team as well.  
 
Kathryn Banfill (KB), Clinical Fellow at The Christie presented the draft NICE 
guidelines that tri-modality treatment will be an option for patients with Stage 
III and II NSCLC. The draft NICE guidelines indicate this to be for patients 
who have operable disease and are well enough for surgery. The guidelines 
also state that the surgery should be scheduled fairly quickly after completion 
of the radiotherapy and that this is thought to be more cost effective than 
radiotherapy alone or surgery, followed by adjuvant chemotherapy on the 
basis of improved progression-free survival. 
 
KB described the proposed pilot for service implementation to look at how 
this new strategy works in practice as well as patient outcomes. The aim is to 
recruit 10 patients who have pathologically been confirmed as NSCLC. KB 
described the inclusion criteria. The definition of a resectable stage III patient 
was confirmed along with the fitness criteria of patients. 
 
KB described the outcome measures for the Pilot. It was noted that The 
Christie have recently started collected patient reported outcome measures 
(PROMS).  
 
There was discussion around the MDT entry point for the Pilot.  
 
A discussion took place around some specifics of the protocol e.g. use of 
60Gy radiotherapy in induction CRT (previous studies using 45Gy). DW 
discussed reasoning behind this including concerns over patients receiving 
45Gy and then not completing surgical component of treatment and having a 
suboptimal radiotherapy treatment.  
 
RS offered comments from a surgical perspective. DW and KB were 
congratulated on the successful work to develop the Pilot. The opportunity 
for Greater Manchester to operate as a system leader in this arena was 
highlighted. RS commented on the issue of defining resectability which is a 
surgical decision at the point of MDT. KR highlighted that data collected over 
the last 4 years illustrates that over 40% of patients are over 70 years and 
over so there is a need to be mindful of the Pilot cohort and the transferability 
into general practice. There were details to finalise particularly around 
resectable multi-station N2 NSCLC.  
 
ME summarised that the Pathway Board are supportive of the Pilot as a 
treatment regime for stage III. A couple of finer details need to be discussed 
with the surgical oncology team.  
 
Patient selection and patient communication was discussed. ME clarified that 
the same discussions that occur already around stage III should take place. 
There is a lot of debate around the optimal treatment, including surgery, 
radiotherapy or both. National guidance indicates that there is some benefit 
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to both if the patient is strong enough.  
 
DW commented that the Pilot is ready to launch soon.  
 
It was noted that there is not a clear definition on ILD moderate/severe. 
 
Acknowledged by all that patient choice is critical and there remains a 
number of treatment options. Patients must see a thoracic surgeon and 
oncologist to assist with informed and shared decision making. Ultimately the 
ideal service would be a joint clinic to facilitate efficient decision making and 
progression to treatment.  
 
c) Living With & Beyond Cancer – Treatment summaries  
 
CD updated the Board on the development of treatment summary templates 
for SACT. Laura Cove-Smith with the support of JF and FB was recognised 
as leading this work.  
 
Many areas within the templates can be adjusted to individual patients. CD 
described the content of the templates. JF commented that the intention is to 
complete the treatment summary as the patient finishes their treatment. The 
treatment summaries for oral therapies and immunotherapy treatment which 
go on for a period of time so will be offered every 6 months rather than at set 
time points as the course of treatment could be on-going. The templates 
have been ratified by The Christie service users as part of a Macmillan 
funded project. Jane Cronin (JC) informed the board of the engagement 
undertaken with service users and comments/feedback received.  
 
The final versions of the radiotherapy treatment summary templates are 
being finalised and yet to be approved by the Pathway Board.  
 
CD noted that once the Board approves the treatment summary templates, 
the Macmillan Recovery Package Steering Group will then need to ratify 
them. The surgical templates are being developed by KH and will be agreed 
at the Board in May.  
 
A discussion ensued around the need for technical clinical correspondence 
and the importance of such in secondary care medicine. It was highlighted 
that the treatment summary is for the patient with a copy to the GP, clinician 
and CNSs – it does not replace clinical correspondence between the treating 
team and referring team. 
 
c) Living With & Beyond Cancer – Holistic needs assessments (HNAs) 
 
CD spoke of the Pathway Mapping Workshop that was held in the summer of 
2018. National guidance states that a HNA should be offered soon after 
diagnosis and then after treatment. For most modalities there was a general 
consensus at the Mapping Workshop around where the HNAs should take 
place. Since the event, there has been some discussion about where the 
surgical HNA should take place. CD outlined the two reasons for this: the 
initial HNA needs to be offered soon after diagnosis, but most patients are 
quickly moving to the surgical centre and generally at that point, many of the 
queries and questions are around surgery. It was therefore felt that it may be 
more appropriate for the initial HNA to be offered by the surgical centre. For 
the second HNA, it is suggested that this is offered by the trust who will 
undertake the follow-up as the patient will be seen on an on-going patient at 
the local trust and will be offered local services.  
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CD highlighted that there was a consensus for this approach at the last 
Living With and Beyond Cancer Subgroup. It was felt that patients will need 
a discussion with the thoracic nurses at the end of treatment but it may not 
necessarily be the right time for the HNA – the HNA should perhaps be 
offered when the patient is seen back at their local trust during follow-up. CD 
intends to re-negotiate the approach to the completion of HNAs with 
colleagues at the surgical centre (Wythenshawe). 
 
c) Living With & Beyond Cancer – Sub-committee Leadership 
 
CD informed the Board of her plans to step down from leading the sub-
committee and invited Board members to consider the opportunity.  
 
c) Living With & Beyond Cancer – Patient Experience Survey 
 
The Lung Patient Experience Survey results will be analysed for January-
December 2018. A report will be provided for each Trust and for Greater 
Manchester as a whole.  
 
ME commended CD for her efforts in leading the sub-committee.  
 

Actions and 
responsibility 
 

a) All trust representatives to feedback to their teams that where 
possible Wythenshawe encourage pre-operative histology.  

b) ME will investigate further the possible discrepancy in diffusion 
studies between Wythenshawe PFT lab and other labs. Real data 
required and potential reasons behind it to be explored as this 
could negatively impact outcomes e.g. surgery excluded on 
basis of PFTs. ME to report back to the board.   

c) RA to share the thoracic biopsy email address. 
d) RA to arrange a meeting between ME, RS, DW and NB (Neil 

Bayman) to finalise the protocol. To report back to board with 
finalised protocol and launch date.  

e) ME to explore development of a Resectable stage III joint clinic 
to facilitate efficient decision making and pathways as well as 
optimising patient experience.  

f) RA to list Surgical RAPID’, ‘Resectable stage III protocol’ and 
‘Lung Oncology Provision’ as on-going Pathway Board agenda 
items as an opportunity for Trusts to provide feedback going 
forward on how the service is running. 

g) CD/RA/New chair of LWB sub-committee to re-negotiate the 
approach to completion of HNAs with colleagues at the surgical 
centre (Wythenshawe). 

h) Board members interested in leading the Living With & Beyond 
Cancer sub-committee to submit an expression of interest to 
RA/ME by end of March 2019.  

i) RA/CD to share findings of Lung Experience Survey with each 
trust and for Greater Manchester as a whole in March 2019. 
 

 

 
 

 
 

 
 

 

 
 

 
 

 

 
 

 
 

 
 

 

4. Pathway Performance 

Discussion 
summary 

JS informed the Board that she will be providing a performance update to the 
Board every quarter going forward.  
 
Q3 performance for day 7 to first event for lung was 42.7% for Greater 
Manchester as a whole. By trust, for lung, the lowest performing trust was 
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23.2% and highest 97.2%. JS highlighted that the data reflects referrals from 
GPs only (not consultant upgrades) so there is a cohort of patients not 
represented. 
 
[Post-board meeting note: Salford Royal Foundation Trust’s Q3 compliance 
was incorrectly reported as 40.2%. The Trust’s compliance for Q3 was 
86.1%]. 
 
DF highlighted that the classification of referrals in East Cheshire is different 
in terms of consultant upgrades at two week wait referrals.  
 
JS presented the 62 day performance for lung. 81.8% of patients were 
treated by day 62, the target is 85%.  
 
Patient breaches against the 62 day target was discussed.  
 
BT summarised findings of audits undertaken in previous years to assess 
exactly where delays are occurring. BT noted that some of the delays 
experienced in Q3 will be through radiology, some will be as a result of other 
issues.   
 
JS commented that many of the issues faced in lung should be remedied 
with the implementation of the optimal pathway.  
 
JG queried the transfer of PET images. Radiologists at East Cheshire are 
communicating that they don’t have images available at the time of MDT so 
there appears to be a delay in transfer. BT commented that there are 
logistical issues in ensuring that the report and images are packaged 
appropriately. It was noted that the reports are always available immediately 
on Greater Manchester CRIS but packaging them together with images is 
difficult.  
 
ME spoke of the pathway dashboard that was presented at the November 
Board. The following measures have been split by treatments: 
 

 First visit/first contact 

 Decision to treat 

 Decision to treatment 
 
The dashboard will be able to track progress over time and will offer several 
points in the pathway to look at through the Greater Manchester portal. Work 
is on-going to refine the dashboard.  
 
BT offered to share information on the many technical issues in relation to 
radiology services that may contribute to some of the delays.  
 

Actions and 
responsibility 
 

a) RA and ME to meet with GM Cancer data intelligence team to 
review updated performance dashboard and feed back to board. 

 

 

5. Greater Manchester Optimal Pathway Update 

Discussion 
summary 

ME informed the Board of SG’s appointment to Clinical Lead for the Lung 
Best Timed Pathway. Delwyn Wray (DW) is the new Project Manager who 
will commence in role. Both SG and DW will commence in post on the 18th 
March 2019.  
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RA clarified that the £1.3 million Transformation Fund investment was 
secured from the GMHSCP to implement the Greater Manchester Optimal 
Pathway. ME outlined the key characteristics of the pathway and highlighted 
that job plans will need to be submitted with any requests for funding. ME 
outlined that requests could be made from individual Trusts or sectors.  
 

Actions and 
responsibility 
 

a) DW and SG to establish a process for allocation of the £1.3 
million Transformation Fund investment from the 18th March 
2019 which will be communicated to Board members.  

 

6. Greater Manchester Malignant Airway Obstruction Protocol 

Discussion 
summary 

Item deferred.  

Actions and 
responsibility 
 

NA. 

 

7. Massive Haemoptysis Protocol 

Discussion 
summary 

Item deferred.  

Actions and 
responsibility 
 

NA. 

 

8. EBUS Review 

Discussion 
summary 

H-AN updated on the work underway to review EBUS provision across the 
conurbation supported by RA.  
 

Actions and 
responsibility 
 

NA. 

 

9. Prehab4Cancer update 

Discussion 
summary 

Dr John Moore (JM), Greater Manchester Cancer Lead for Prehab updated 
the Board on plans for a Prehab4Cancer programme in lung cancer patients 
requiring surgical treatment.  
 
JM summarised the evidence base to support the Prehab programme, 
preparing patients through exercise, nutrition and psychological wellbeing 
prior to prepare for treatment (chemotherapy, radiotherapy and/or surgery). 
Most of the evidence base is for surgery. JM spoke of the need to identify the 
high risk patients who would benefit most from this intervention. JM 
highlighted that Cheshire are not within the Greater Manchester arrangement 
currently with GM Active (the association of leisure centres in Greater 
Manchester). The commissioning arm of Cheshire is not willing to support 
the programme.  
 
JM explained that as soon as patients’ treatment plans are defined in MDT 
(be that surgery or curative radio/chemotherapy), patients will be referred 
into the GM Active portal. GM Active will then make contact with the patient 
to make an appointment for them within the next one-two days to attend a 
centre local to the patient. Consequently, the GM Active team will carry out 
the incremental shuttle test or 6 minute walk. This assessment will be carried 
out regularly before the operation and at 6 weeks post-surgery. JM 

https://www.gmactive.co.uk/
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expressed a view that the stage III patients discussed earlier in the Board 
meeting would likely benefit from this intervention.  
 
JM highlighted the need to create a window within the pathway. The 
evidence suggests 2-3 weeks as a minimum, with 5-10 high intensity interval 
training (HIIT) sessions to make a difference.  
 
The first phase of the project will run April-October 2019 and will identify 
what is working and what isn’t. The logistics have been confirmed and are in 
place. The portal will be created for each trust.  
 
JM clarified that initially it will be surgical patients only, with a view to move 
to curative radio/chemotherapy patients.  
 
RS expressed support for the intervention from the surgical perspective.  
 
A discussion ensued on the creation of a 2-3 week window in light of existing 
performance pressures. JM clarified that the window exists already so the 
Prehab4Cancer programme would not intervene with the pathway. JM 
encouraged all surgical candidates to be referred to the Prehab programme. 
The team will assess them and depending on need, the patient will be 
offered a supervised or unsupervised exercise programme. 
 

Actions and 
responsibility 
 

NA. 

 

10. Future Care Planning 

Discussion 
summary 

Anne-Marie Raftery (AMR) Clinical Lead / Lead Nurse Palliative Care & 
Pathway Director for Palliative Care, and David Waterman (DW), Palliative 
Care Clinical lead for Greater Manchester and East Cheshire) presented to 
the Pathway Board. 
 
AMR explained that the team had been approached by a number of pathway 
boards to give an update on the Future Care Planning work and training that 
is being delivered.  
 
DW spoke of recognising deterioration in patients and the key messages to 
recognise decline. DW described three groups: those that are improving, 
having active treatment; a middle group that professionals are uncertain of 
as there are limits of treatment; a third group which from the outset, 
professionals recognise that patients may have irreversible illness.  
 
The one day training event on Care Planning and Future Care Planning was 
described.  
 
AMR highlighted that it is a voluntary process of discussion and review for 
adults with advanced, progressive, incurable conditions; life threatening 
conditions; and who may die within 12 months. The individual must have 
capacity. The review will assess their perspective on their current condition 
and how their condition may affect them in the future. 
 
AMR spoke of right time to think about approaching the notion of advance 
care planning. 
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Actions and 
responsibility 
 

a) RA to share the presentation slides with all Board members.  

 

11. User Involvement update 

Discussion 
summary 

NC noted the helpful meeting with ME following the last Pathway Board to 
identify key pieces of work to get involved in. NC referenced his attendance 
at the Wigan Support Group and commented on his involvement in the 
EBUS Review with HA-N. NC expressed views on the on-going work 
nationally around MDT reform and made some suggestions to improve 
efficiencies.  
 
PD and JC are to work together to look at the recruitment of new User 
Involvement representatives to the Pathway Board. 
 

Actions and 
responsibility 
 

a) RA/ME to meet with User Involvement representatives in 
April/early May.  

 

12. Greater Manchester Cancer Lung Board Education Events 

Discussion 
summary 

The annual Greater Manchester Cancer Lung Education and Engagement 
event has been scheduled for the 24th June.  

Actions and 
responsibility 
 

a) RA to share programme once schedule of speakers is 
confirmed. RA to organise, set-up and advertise. 

 

 

 
 

 
 

 

 
 

  
 

 

13. Research 

Discussion 
summary 

FB informed the Board that the research metrics for lung are very good. 
Greater Manchester was the best performing alliance for 2017/18 and this 
year FB expects Greater Manchester to maintain the position as joint first 
with Wessex. FB highlighted that Greater Manchester has a very healthy 
portfolio for clinical trials. It was noted that things are changing. Greater 
Manchester has had 10 years of immunotherapy and targeted therapy trials 
with lots of new drug approvals which means that the make-up of the trials 
will change for patients with lung cancer. The need for core biopsies was 
noted to help improve recruitment to immunotherapy plus other agent studies 
including for PS2 patients.  The respiratory / early detection lung cancer 
portfolio trials are also recruiting very well. 
 
FB was supportive of NC’s comments on MDT efficiencies.  
 

Actions and 
responsibility 
 

NA. 

 

 
 

 
 

 

 
 

 
 

 

 
 

 
 

 
 

 

 

      14a. AOB – Combination therapy in non-squamous stage 4 disease (Chemo/IO) 

Discussion 
summary 

FB highlighted queries that have been received from a number of parties.  
 
Chemo and IO – all patients in the network have access to the same 
treatments which means for a brand new treatment, it may be rolling out with 
one or two oncologists centrally to ensure that the governance is correct before 
it is rolled out to other parts of the network. Internally, referrals are pooled. The 
stage 4 algorithms will be reworked so that professionals understand the 
complexities and where choice exists according to molecular markers. FB 
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confirmed that combination therapy with chemotherapy and IO in non-
squamous NSCLC for those with adequate fitness and reserve is available in 
GM and should part of treatment options in stage 4 NSCLC. 
 
On the new ESMO guidance for stage 4, for never or light former smokers, 
PDL-1 is not prioritised at all because of evidence of lack of benefit from IO in 
those patients.  FB requested that tissue is maintained for molecular testing for 
EGFR/ALK/ROS-1 as patients with these characteristics which needs to be 
clear on path request forms.  The algorithm stage IV will include information on 
diagnostics too.  
 

Actions and 
responsibility 
 

NA. 

 
                                                                                                 

       

     14b. AOB – Genomics 

Discussion 
summary 

FB informed the Board that Manchester now has approved status as the North 
West Genomics Laboratory Hub (GLH) so will be serving for molecular testing 
in the Greater Manchester network and whole north west population region.  FB 
has been appointed as Medical Cancer Lead of the Genomics Laboratory GLH. 
FB requested for those undertaking process mapping around EBUS and other 
diagnostics to connect with her. FB also requested that all genomics related 
questions and pathology are fielded to her.  
 
It was noted that FB has also been appointed as the Greater Manchester 
Cancer Clinical Director for the Genomics Pathway Board which overlaps. A 
Project Manager will be appointed for genomics within the Greater Manchester 
Cancer team. 
 

Actions and 
responsibility 
 

NA. 

 

 

 
 

 
 

 
 

 

 
 

 
 

  
F 

 

 

Future meeting dates  
 

 Friday 24th May 2019 11:00-13:00 at Manchester Airport Marriott Hotel 
 


