
 
 
 

  
 

 
 
 
 

OG Clinical Pathway Board 

Minutes of the meeting held on 

29 January 2019 

Members in attendance 

Member Role OG Pathway Representation 

Jon Vickers (JV) - Chair Consultant Surgeon - SRFT Pathway Director  

Fiona Lewis (FL) GMC Pathway Manager   

Sue Sykes (SS) GMC Commissioner Commissioning rep 

Vacant (TBC) GP - Primary care GP rep 

James Turner (JT) Macmillan Transformation Manager (Living 
With & Beyond Cancer - Recovery Package) 

 

Martin Smith (MS)  Patient/User rep 

Elaine Hayes (ES)  Patient/User rep 

Stephen Hayes (SH) Consultant Histopathologist - SRFT Pathology Rep  

Javed Sultan (JS) Consultant Surgeon - SRFT Pre hab representative  

Ashok Menon (AM) Consultant Surgeon - SHH Trust rep  

Abduljalil Benhamida (AB) Consultant Surgeon - TGH Trust rep  

R Chaparala (RC) Consultant Surgeon/Lead Cancer clinician - SRFT Trust rep  

Marc Abraham (MA) Dietitian - Christie Trust rep  

Kellie Owen (KO) Dietitian- SRFT Trust rep 

Rob Willert (RW) Consultant Gastroenterologist - MFT (Oxf) Trust rep 

Amanda Law (AL) Consultant Radiologist - Bolton Trust rep  

Sandra Greer (SG) CNS - Bolton CNS Trust rep  

Michelle Eden Yates (MEY) CNS - SRFT CNS Trust rep 

Christine Peel (CP) CNS - WWL CNS Trust rep 

Julie Fletcher (JF) CNS - WWL CNS Trust rep  

Apologies   

vacant User Involvement Manager  

Hamid Sheikh Clinical Oncologist - Christie Clinical Oncology rep 

Was Mansoor Clinical Oncologist - Christie Research rep 

Ganesh Rhadakhrishna Clinical Oncologist - Christie Trust rep 

Rachel Melhado Consultant Surgeon - SRFT Trust rep 

Bohdan Smajar Consultant Surgeon -Bolton Trust rep 

Konrad Koss Consultant Gastroenterologist - E Cheshire Trust rep 

Tina Foley CNS - MDT (S) Trust rep 

Louise Porritt CNS - Stockport  

Simon Galloway Consultant Surgeon - MFT (S) Trust rep 

Sue Liong Consultant radiologist - MFT (S) Trust rep 
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Richard Keld Consultant Gastroenterologist - WWL Trust rep 

Ann Anderton CNS - WWL Trust rep 

In Attendance   

Morris Tomlinson GMC Senior Data Analyst  

 
 

1. Welcome and introductions 

JV opened the meeting and invited attendees to introduce themselves.  He noted that there was no 

representation from ECFT for over 12 months; JV felt that they should be given opportunities to 

attend asking the OG members for their thoughts on how to proceed. Following some discussion, 

the members also felt strongly that each Trust should be given opportunity to be represented and 

clinicians released to attend. JV offered to write to D Shackley (DS) to this effect. 

 

2. Minutes of the last meeting. 

 

Discussion 
summary 

Minutes approved and Actions updated as follows: 

 User involvement in the development of a ‘Communication leaflet for 

Single service’ - There is a gap in the UI managers’ post (this is 

recruited to).  Paula Daley the UI team manager will attend in the 

meantime. 

o There is currently a variety of patient information available at 

each Trust across GM and was discussed at great length to 

have some uniformity. 

o There is currently no pathway information available to give to 

patients to help them navigate the single service (i.e., where 

diagnostics, surgery and follow up takes place and for what 

condition). A discussion followed around various approaches 

information (how and at what stage it is given to patients) 

now that the single service is structured was expressed by 

both clinicians and user/patient user. It was recognised that 

the pathway information is very much dependant on the 

outcome of the diagnostic tests and what the next steps are 

for the patient.  In the end, it was agreed that we need to 

have a variety of information to offer patients available.  

o Two types of information is needed, the wider GM and local 

information. MEY informed the group that she has tabled this 

for the next CNS meeting on 6th Feb to collate the current 

local information available in the first instance. 

o In conclusion with the single service now in being; this needs 

to be developed with request from RG to include a list of 

abbreviations and a table to capture appointments. 

 Future OG pathway work - the group agreed upon the ‘listed items’ 

from the minutes and to add ‘psychological input’ (as this is in the 

next 10 year plan) and ‘follow up’ to the list.  RG pointed out that 

follow up letters to the patients should be quicker and whether a 

piece of work can be done in this area. 

 Anaesthetic representation by invite - JV to explore a representative 

from SRFT. 
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 Data - MT described a piece of work he is working on, where each 

provider across GM are going to share cancer waiting dataset, 

cancer outcomes and services dataset, anti-systemic cancer 

dataset, and radiotherapy dataset; this is in infancy at the moment. 

Once fully developed, this will give us quite up-to-date performance 

and clinical data for each pathway rather than waiting for national 

published data.  This might fulfil some of the data gaps but would still 

need to collaborate with the OG group on how this information is 

defined and extracted. MT is hoping to use the data that is already 

being used for national data collection but would look at bespoke any 

requests particularly ‘if’ there is ‘clean’ data in the correct cells. 

(However, RW pointed out the problem is getting data to get into a 

dataset in the first instance as there is no resource).   

 It was discussed we need to define what data we need and at which 

point in the pathway we input the data, ideally this may be the role 

for the pathway navigator to input at MDT. (E.g. as staging, surgical 

outcomes, survivorship). 

 Although very surgical centric, JV this feels the right place to start.  

The collection of palliative data is already collected at MDT but with 

no access to it, this data is added into somerset using a 

standardised proforma (though it is also known the standard 

proforma is not used uniformly). 

  In conclusion, there are two phases of work; phase 1 needs to be 

decided before MT can scope how to support with phase 2. 

 Each trust needs to collect this uniformly or there will be gaps. 

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

Actions & 

responsibility 

Actions:-  

1. MEY will feedback from the nurses forum on 6th Feb collating current 

information.  

2. FL to contact the communications department at SRFT for advice 

and support. 

3. DS and JV to discuss on how to take forward the dataset for the 

single service data/audit and how the pathway navigator role fits into 

this. 

 

 

3. OG service and Pre-hab Workshop update 

Discussion 
summary 

 JS gave the background to pre-hab with evidence drawn from trials 

in Canada and from his recent randomised trial in Guildford which is 

due to be published  

 There is £1.5 million allocated for GM (for the exercise aspect only) 

with psychological and nutritional aspects in the pathway to support 

the patient through the programme with the aim to start in April.  JS 

is meeting with the psycho oncology clinical director to see how  

work can be aligned. Jon Moore and Was Mansoor are closely linked 

into this piece of work. 

Conclusion Members to note 

Actions & JS will update this board on progress. 
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responsibility 

 

4. 62 Day performance 

Discussion 
summary 

 JF talked to the 62 day slides, she explained that Q3 isn’t quite 

finalised until next week; apart from breast, skin and brain, no other 

tumour site has achieved 85% as an aggregate. 

 For OG, Q2 as GM was 63% with a large variation. Mid Cheshire 

tends to better than average and could review their pathway to see 

how this affects their performance.  Breach reasons will be available 

at the next meeting however JF suggested to take this back to 

individual trusts to understand the detail. Looking at the data, it is the 

front end - diagnostics where the pathway involves a few trusts 

resulting in disjointed pathways whereas in pathways where 

everything in house, these issues can be easier to address. 

 The criteria for a diagnosis at Day 28 are coming in April 2019, so 

each Trust will start to focus on the front end of the pathway. 

 EUS was discussed at some length, RW felt that EUS referrals may 

be requested when it doesn’t need to be done, and clinicians are 

having to request PET and EUS at the same time to be time efficient 

with the issue of capacity being lost when not required.  JV agreed 

and stated that at some point in the future, he would like to review 

the EUS in terms of resource and standardise across GM to 

rationalise the capacity.  

Conclusion Members to note 

Actions & 

responsibility 

Members to note the performance and take back to their trusts 
FL to note EUS as future piece of work for pathway board. 

 
5. Sarcoma Shared Care document - Version Update 
Discussion 
summary 

This was briefly discussed, FL explained that it is a working document which 
needs to be reviewed and updated in both clinical content and contacts. 
The document needs updating is not joined up now the surgical services 
have now changed.  

Conclusion Work in progress. 

Actions & 

responsibility 

JV to appoint a surgical colleague to review this document. 

 
6. eHNA and Treatment summary - where are we now? 
Discussion 
summary 

 LW introduced her role, the HNA is part of the recovery package, and 
was included in a number of national and GM cancer plans.  The 
recovery package includes the HNE, the holistic plan, treatment 
summary at each modality, W&W being event and a cancer care 
review in the community. 

 National and local target is within 31 days of diagnosis for a patient to 
have had a HNA end of treatment and within 6 weeks even if patients 
are having palliative treatment and handed to the palliative care 
team. 

 The eHNA is preferred, it is patient led to identify our patients’ high 
priority needs (through referral and signposting) to maximise their 
quality life take responsibility for their own health needs.  Capturing 
this electronically means we can have data to tweak our local support 
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services. 

 HNA - most Trusts are offering this.  

 Three treatment summary for OG was approved last year and can be 
tweaked to each trust but from the audit - it looks that there is some 
confusion in GM Feedback from members on its roll out. There is a 
CNS meeting on 06/02/19 to take this up. 

 From a surgical point - there has been problems with recruitment. 
CNS staff now coming up to full complement, now moving to eHNA.  
Issues with trying to address resources using ipads to deliver this 
electronically. 

 JT informed the group that the proton beam team has developed this 
on CWP to avoid duplication with the plan that this can be 
transferable to other modalities. 

Conclusion CNS to note and take back to trust on update 

Actions & 

responsibility 

MEY to review at CNS then send treatment summaries to LW 
FL to request for information from all Trusts again. 

 

7. Standardised Follow up - next steps 

Discussion 
summary 

Currently the follow up clinics are running at MFT (S) and (C), SHH and 
Oldham and weekly clinics are held at SRFT.  JV felt that now the services 
have changed, that this was an opportunity to rationalise and standardise 
patients follow ups and think about frequency, who, where and how we run 
‘follow ups’ across the system. 
 

 For surgical patients, scans and endoscopy research programmes, 
CT scans in MDT, there are currently no recommendations for 
standardised follow up.  

 Develop policy for discharging patients and process around building 
patient expectancies for regular follow up. 

 Standardise outreach arrangements for areas that currently don’t 
have outreach clinics (WWL, TGH and Bolton); timely to review and 
standardise.  

 Routine follow up by CNS - would like to review and standardise. 

 We have no idea where we are in terms of standardising follow up 
for the patient where the patient has a plethora of appointments 
across different local Trusts, the Surgical centre and The Christie for 
research, routine or surgical follow ups. 

 KO outlined that from a dietetic point of view, there is disparity 
across the system for referrals to dietitian to support the patient, 
Eating and drinking is a big issue for gastric patients and looking at 
these models it would be opportunistic to capture and have an 
impact before surgery for these patients earlier on especially in line 
with best timed pathway and pre-hab.  Resource would need to be 
worked through.  

Conclusion Members to note  

Actions & 

responsibility 

Standard item on agenda to take forward 

 

8.  HER2 update 

Discussion 
summary 

SS introduced herself, she was asked to find out the financial arrangements 
for HER2 

 A meeting was set up between FL, WM and SS to understand the 
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rationale where and why HER2 is done in the diagnostic pathway 
and that it is not standardised everywhere; there is also a 
disagreement to who pays for this. 

 Local CCG managers are tasked to find out how this is paid.  

 If it is not in the block contract; it is understood that this costs £80 
per test. SS plan to write a paper for Directors of Commissioning to 
be paid for. 

 SH informed the group that it needs clarification, where in the 
pathway it is being requested and have no issue with the oncologists 
who would prefer reflex testing however, the Royal College 
Pathology new draft guidance, due out this month advises against 
reflex tested as the majority of patients don’t have distal metastasis 
so a waste of expenses.  

 WM had given example situations where there was recurrence of 
cancer, but where the local pathology was in the local trusts, patients 
are waiting three weeks for the Her2 to be performed causing a 
significant delay often using taxis to transport specimens. 

 SH said that the current practice not formally documented but if 
requested from MDT, should move quite quickly within a week.  The 
difficulties lie where the diagnosis was done a few years ago. In 
terms of patient numbers and the current issues it is causing it 
makes sense to do the test at the time of the first diagnosis. 

 The group felt that for the number of patients in GM it makes sense 
to have this test upfront. 

Conclusion  SS need advice from the clinical lead clinicians to make the decision 
based on best practice.  

 Who pays for what and what the cost would be. 

Actions & 

responsibility 

SH, SS and WM to attend the next meeting with the latest R C Pathology 
guidance.   
OG clinicians to make a clinical judgement and decision. 
SH to contact Nick Mapstone and Was Mansoor on timescale of RG 
Pathology  

 

 

 

 

9. Service transformation and the single service    

Discussion 
summary 

 JV provided an update  - The OG service was nominated for a HSJ 
award on the process of the transformation, he wanted to inform 
members that the work the OG pathway board to enable this has 
been appreciated  

 Cheshire and Merseyside Capacity Review - endoscopy and 
productivity was presented by SS, with the background information 
that NHS E wants to roll out to all Cancer Alliances as such GM 
cancer are already looking at this: 

o DNA was a huge issue.  Not travelling from site to site 
helped. 

o 5 pinch points were identified (where phone, text by 
navigators helped with reminding and preparing patients) 

 

Conclusion  

Actions & Members to note 
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responsibility 

 
 
10. Research and education update 

 Trials report 

 

Discussion 
summary 

No update this month. A meeting is due to be held to look at the OG 
Pathway boards’ role in helping GM cancer achieve 40% recruitment to 
trials. 
It was note in previous meetings that non portfolio trials are not listed in the 
quarterly report; the collation of this is currently being explored by GM 
cancer. 

Conclusion  

Actions & 

responsibility 

Members to note 

 
11. AOB 
 

Discussion 
summary 

It was confirmed that Zoe Merchant, Project Manager for pre-hab is scoping 
links with stop smoking services. 
The next 6 sites for CURE (inpatient stop smoking service is being rolled out 
to 6 more trusts). 
More information to be circulated when available. 

 


