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Urology Pathway Board 
 

Minutes and Actions 
 

Meeting time and date: 25 July 2019 

Venue: Seminar Room 5, Mayo Building, SRFT 

Name Pathway Board Role Organisation 

 
Attendance 

Satish Maddineni  Pathway Director GM Cancer  

Fiona Lewis Pathway Manager GM Cancer  

Graham O'Nions Service User Representative GM Cancer  

Steven Elliott  Primary Care Representative `  

George Yeung Trust Representative 
Bolton NHS 
Foundation Trust 

 

Amar Mohee Trust Representative 

Manchester University 
NHS Foundation 
Trust: Oxford Road 
Campus 

 

Jeremy Oates Trust Representative 
The Christie NHS 
Foundation Trust 

 

Jacob Cherian Trust Representative 
Pennine Acute 
Hospitals NHS Trust 

 

Steven Bromage Trust Representative 
Stockport NHS 
Foundation Trust 

 

Maryana Brochwicz - 
Lewinski Deputy Trust Representative 

Stockport NHS 
Foundation Trust 

 

Helen Johnson Deputy Trust Representative 
The Christie NHS 
Foundation Trust 

 

Tom Waddell Oncology 
The Christie NHS 
Foundation Trust 

 

Michael Scott Pathology 

Manchester University 
NHS Foundation 
Trust: Wythenshawe, 
Trafford, Withington &  
Altrincham  

 

Jane Booker Nursing  
The Christie NHS 
Foundation Trust 

 

Jo Blood 
Cancer Manager 
Representative 

Salford Royal 
Foundation Trust  

 

James Turner 
Personalised Care 
Representative 

The Christie NHS 
Foundation Trust 

 

Sue Todd BTP Project Manager GM Cancer  

Alison Armstrong (AA) GM Cancer Programme Lead GM Cancer  
 

Guests in attendance 

Name  Role Organisation 
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Astrid Greenberry 
Stratified follow Project 
Manager GM Cancer 

 

Apologies 
 

Name Pathway Board Role Organisation 

Natasha Smith User Involvement Manager GM Cancer 

Rose Garvey Service User Representative GM Cancer 

Sophie Yates/Tracey Wright Commissioning Representative GM CCG 

Alison Lewin Commissioning Representative GM Cancer 

Tony Elliot Research Lead The Christie NHS Foundation Trust 

Noel Clarke Trust Representative Salford Royal Foundation Trust  

Euan Green Deputy Trust Representative Salford Royal Foundation Trust  

Andy Thompson Trust Representative 
Wrightington, Wigan and Leigh NHS 
Foundation Trust 

Tom Waddell/ Anna Tran Trust Representative The Christie NHS Foundation Trust 

Mamoon Siraj Trust Representative 
Mid Cheshire Foundation Trust ( 
Leighton) 

 
 
SM opened the meeting and introductions were made around the room, and Graham O’Nions (GO’N) and James 
Turner were introduced and welcomed to the board.  
 

2. Minutes of last meeting (16 May 2019) 

Discussion 
summary 

Minutes of the last meeting on 16 May were signed off as an accurate reflection from the meeting. 
Update of Actions: 

 Treatment summaries - on agenda 

 Bone Profile pathway - CH invited to the next meeting to share the lessons learnt on breast 
patients. 

 Data - a lot of communication with MT but still some ends to tie up.  Update provided below. 

 Active Surveillance provisional presentation - on agenda.  
 

Actions and 
responsibility 

FL to add to Greater Manchester Cancer website - closed 

 

3. Primary Care PSA monitoring- aftercare 

Discussion 
summary 

HJ and JB presented slides looking at the feasibility of moving PSA monitoring to the community.  
Following an application for funding, a research project was undertaken to review patients who 
needed PSA monitoring once discharged. 
 
Background 
NICE guidance 2014 encourages patients are discharged to GP’s 2 year after treatment; this was 
recently updated in 2019 to discharge after 6 months for patients with stable PSA. However there is 
an absence of guidance or local consensus.  The aim of the research was find out if there is a 
problem with PSA monitoring in PC.  Two CCG’s were in the study (two different demographic areas) 
reviewing men discharged over a ten year period between 2007 - 2017. 
 
Methodology  

 GP letters and monitoring procedures were reviewed  
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 Patient questionnaires were sent and 300 sets of case notes reviewed.  Semi structured 
interviews were carried out with GPs and urologists.  The initial findings were as follows: 

o The patient questionnaire response rate was good 
o There was a variation between 4 months - 16 years before being discharged post 

treatment. 
o There was disparity in discharge instructions re: PSA monitoring. 
o There was variation in GP adherence to monitoring. 

Conclusions: 

 There was wide disparity in re-referrals, in the hospital data and in patient reported 
experiences.  

 There is lack of understanding and clarity on the frequency and whose responsibility it was for 
ongoing PSA checks. 

 There is lack of IT capability to manage this. 

 No one could agree what we should be telling GP’s 

 There was an assumption that patients know what they are doing. 
Themes: 

 GP’s knowledge lacking, they not actively looking at discharge letters, too busy, don’t have 
the in depth understanding in ongoing management.  Specialist terminology was used 

 In Oncology, there was lack of consensus on who is responsible. This was because these 
were mainly nurse led clinics 

 Quality not okay even though people think it is.   

 Apparent that a lot of ‘Blind faith’ being practiced. 
 
In summary: 

 Need to agree what we do with salvage patients; what we are offering people when PSA at a 
certain level? 

 Do we engage Primary care better, resource them better? Funding had been put in at the 
front end of the pathway but the back end of the pathway needs addressing. 

 We definitely need pan GM IT infrastructure resource.  The PAHT data base was good but 
needed close management and input. 

 
The group thanked HJ and JB for a pioneering piece of work. 
 
Discussion: 

 Now that we have treatment summaries - we would be putting the onus on the patient, it 
would be interesting to see what the results would be if we ran this research again.  This work 
panned 2007 - 2017, and many specialist nurses weren’t in post, and there have been 
changes in practice. Interestingly there were no differences between the two CCG’s. 

 

 The national drive for patient self - management going forward, SB suggested putting the 
onus on the patient to have a ‘PSA threshold individualised’ to the patient in the treatment 
summary. 

 

 HJ originally did think that the onus should be with the patient with GP support, but following 
these results, and after interviewing patients, she didn’t think it was feasible.  GP’s don’t have 
the resource and time to do it. She did suggest a single care provider, with an IT solution with 
nurse back up. 

 

 PAHT has had a database for ~ 10 years.  JC described the PAHT system gives a warning 
providing a reassuring safe discharge, he explained that the CCG pays a tariff for this as an 
OPD. 
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SM summarised the conclusion of the study to be contradictory to the National drive for patient self – 
management. GM has gone down route of peripheral follow up with dedicated nurse led clinics.  
Having been involved in speaking to GP’s at GP engagement events; those that had turned up are 
engaged but this is the tip of the iceberg in terms of numbers; a vast number of GP surgeries are 
struggling.  A compromise would be specialist nursing care with an IT solution which is capable of 
flagging up people due for tests and someone monitoring this and chasing up. 
 
Next steps:  

 AG has submitted a funding bid to seek for an IT solution for pan GM for stratified follow ups 
initially for breast patients but this also need to work for all groups (a single system has yet to 
be identified as there needs to be an interface with other systems).  This would fall in nicely 
into framework for follow ups for this group of patients.  AA informed the group that successful 
bids of which this is one, will be asked to submit a PID. 

 

 Need a consensus on types of patients for PSA monitoring. 
 

 Tying this to the treatment summary and an education process around these, also capacity 
and resource to do this so that the treatment summary is meaningful to both patient and GP.   
 

 Ties into the Recovery package and Health and Wellbeing events.  
 
SM asked Graham about his experience, GO’N confirmed that what he is hearing is what he has 
experienced and queried whether any other CCGs have done this, however a literature search 
showed that this has not been done anywhere before. 

Actions and 
responsibility 
 

Possibly part of stratified follow up work, see how IT fits in on the breast pathway 

 

4 Treatment Summaries 

Discussion 
summary 

Treatment summaries are a useful tool from a patients perspective to take some ownership to self- 
manage. 

 SM has reviewed the prostate and the bladder treatment summaries taking into account the 
feedback and comments made by the members on these.  He stressed that these are 
guidance templates and each Trust can bespoke to their patients’ needs. 

 

 AM was asked to review Intermediate Risk NI Bladder in view of the Intravesical Mitomycin 
aspect of the document and to develop one for salvage cystectomy. 

  

 HJ to forward post radiotherapy and post prostatectomy treatment summaries. 
 

 Following some discussion, JC was asked to develop a Orchidectomy treatment summary 
(incorporating histology, staging, prosthesis and CNS contact)  

 

 SM informed the members that the Renal summaries need to be reviewed following the user 
feedback on the terminology throughout the document. 

 

 The pathway board were informed that SHH have developed their own renal treatment 
summaries and offered to share these; these are generic taking into account the patient’s 
feedback and are now live on their system. 

 

 There was a discussion around the use of language and managing patient expectations with 
worried well patients and GP’s potentially contacting consultants demanding tests. TW asked 
whether patients are informed of their ‘risk’ at the start of their treatment as this is from where 
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the concerns lie and this stems from good communication with the patient from clinic. From 
experience, majority of patients do not want to know whether they will relapse.  However, at 
stage 4 patients want to know prognosis rate. 

 

 A discussion took place around DS1500 and the value of this, it was agreed that it was not 
needed in the treatment summaries.   

 
GY asked in terms of follow up and standardisation whether they need to align with everyone, and 
was informed that there is the ability to be-spoke the templates at each Trust, the follow up is broadly 
in the remit of NICE Guidelines. 

Actions and 
responsibility 

FL to share SB’s Stockport Renal documents to members of the group and to the UI group - closed 
AM to look at Intermediate NI Bladder 
JC to develop Orchiectomy treatment summary 
HJ to forward Post radiotherapy and post prostatectomy treatment summary to FL - closed 
FL to take DS1500 off all treatment summaries - closed 

 

5. Active Surveillance 

Discussion 
summary 

In the absence of JO, this was briefly discussed. 
MB raised concerns regarding a rise in demand in MR, potentially 6 -7 scans per patient would mean 
a significant increase on active surveillance.  This would also need commissioner involvement and 
would also result in increased long term demand.  SM sensed there will be a number of reiterations 
and that this was a starting point and thought SB’s suggestion to pull together a working group was 
good with a deadline to be drawn up by end of the year.   
No national guidance as yet but we need a unified GM approach. 

Actions and 
responsibility 

FL to approach JO to set up a working party. 

 

6. Bone Profile  

Discussion 
summary 

A proposition has been drafted by AM which was presented to the GP’s at the recent event, and whilst 
there was recognition that this needs to be done, there needs to be more work to be done on costs 
and roles and responsibilities which would need to be worked up and agreed. 
We are awaiting National guidelines on a pathway due to be published imminently 
Claire Higham (CH) has been invited to the next meeting. 
Aim for first draft in the next 6 months with the aim to take out to CCGs.  

Actions and 
responsibility 

For information. 

 

7. Prostate Cancer - 6 month depot option 
 

Discussion 
summary 

SM and Dave Shackley had been approached to discuss a 6 monthly preparation for androgen 
deprivation. This presents an opportunity for significant costs savings in patients’ appointments and 
costs of comparable drugs (approximate saving £150k).  
Advice form the GM Medicines Management Group is that it is already listed on the formulary and 
available to GP’s at their discretion. 
Following a wide ranging  discussion it was agreed that The Urology Pathway Board shouldn’t be 
prescriptive regarding specific agents and agreed that the view of the board is to leave the final choice 
of ADT agent with primary & secondary care practitioners and CCGs.  

Actions and 
responsibility 

SM to feed back to AL and DS.  
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8. CWT  

Discussion 
summary 

JBl talked to the slides presenting the CWTQ4 data. 

 Urology has the most consistent in terms of figures and performance 62/7. GM wide we are 
generally around 79 - 82%.  

 There was a drop in referrals in Q4 (Jan to March) of 500 patients across the board, where 
performance for 7 Day was up  

 Day 14 will be a national cancer target from next year with a target of a diagnosis by Day 28. 

 Prostate - There is a drive nationally to split prostate data from the umbrella of ‘Urology’. 

 Will know what the FDS standards and guidance are, probably by Oct /Nov. 

 Urology consistent in their 62 day performance across the board despite increase in referrals 

 Be good to see retrospective data performance vs increase.  J Bl will see if this data will go 
back to 2015. 

 Breach Analysis - our biggest issue in Q3 is treatment capacity delays; Q4 better. 

 Diagnostic delays for Q4 have doubled across the board (MR capacity).  GY and MB agreed 
this pressure and demand is felt which has been dealt with by waiting list initiatives but this 
will be impacted by the recent pension changes. Would be helpful to see this tracked and see 
where the delay is Q1 in view of this.  The reality is there is pressure in all parts of the system 
but probably more in some areas than others. 

 There is an increase in complex patients.  

 Patient choice breaches remain the same. 

 The ‘All GMEC Urology Treatments’ data Morris produced; there was some discussion where 
this came from (possibly ICD10 ),the figures need validating as high and whether there might 
be double counting or recurrences.  This would be really helpful for the BTiPP on the number 
of mp-MR scans.  JBl, SM, ST, MT to meet.  

 
‘Diagnostic breach delays’ data, this came from a piece of work from the Cancer Managers for 
Director of Ops. 

 Day 71 - 103 have had more diagnostic tests. AA observed that specific targeting those 
breaching 63 - 70 may help significantly. 

 MR breaches were discussed, which showed that the average day to reporting are actually 
short, often it is other causes which accumulate.  Having said that these numbers are outside 
our agreed target of 5 days for the future. 

 Pathway Navigators role will make a difference to the capacity in the system to track.  Cancer 
managers now being reactive where we wait for things, whereas in the past, Cancer 
managers used to be actively planning and managing patients through the CWT.  There used 
to be more control to do this in the past. 

 Mid Cheshire - more scanners per head of population which can be seen in their ability to get 
patients through. 

 TRUS  - there are capacity issues for biopsies 
 

Actions and 
responsibility 

MT to see if can filter Trust level newly diagnostics 
Mid Cheshire missing from the CCG population list 
Check if there are any duplicates/ recurrence in the number of prostates. 
J Bl will see if this data will go back to 2015. 
MT, JBl and ST to meet to look more at data in detail  

 
 

9. TF2 Project Proposal 

Discussion 
summary 

A proposal to roll out LA trans perineal biopsies has been put forward across all Trusts who diagnose 
and reduce the number of TRUS that we do. This would take away the GA element for the patient, 
reduce risk of infection.  The proposal includes training of two consultants per Trust with modelling of 
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equipment requirements to be done.  This is a highlight proposal with a PID to be written. 

Actions and 
responsibility 

To note 

 
 

10. Research 

Discussion 
summary 

GM sits in the middle National in the update for Research trials.  SM informed the group that 
unfortunately TE will be stepping down for pastures new and we are in need of a new research lead.  
Sm requested members to approach anyone they feel suitable from their MDT’s for an oncologist 
keen to drive the trials 

Actions and 
responsibility 

FL to send out email for expression of interest - closed  

 

11. BTP Prostate implementation update 

Discussion 
summary 

ST talked to the slides.  
Summary of progress Jun-Jul: 

 The workforce proposals have been submitted which needed C Exec sigh off and CCG 
involvement, ST thanked colleagues for their contributions. 

 One SRFT pathway navigator starting September. 

 Awaiting radiology managers for numbers of prostate scans.  Aware of demand on radiology 
services across the system. 

 Primary care event form the GP Primary care event with leaflets at GP surgeries - quite 
generic to fit in all trusts. 

 Patient experience survey in work up. 

 Need to check the prostate figures, as difficult to get this nationally. Other National cancer 
alliances also requesting this.   

 LA Template biopsy taking place in OPD at SRFT and at The Christie now, Stockport about to 
start.  MB scoping for this to take place by the radiologists to increase capacity depending on 
availability of interventional radiologist. 

Next steps Aug - Sept: 

 Need to tie up the KPIs and metrics to standardise across the other three BTP. 

 Meeting local BTiPP teams with monthly reports to sharing good practice and documents.   

 MR review has started. 

 Updates via various streams and newsletter. 

 Cancer conference - 19
th
 /20

th
 November - there will be a breakout session on prostate. 

Actions and 
responsibility 

Check the prostate figures with MT. 
ST need to meet with MS to review pathology turnaround time  

 

12. Transformation Update 

Discussion 
summary 

There has been a hiatus recently in the Implementation board, looking at Governance structures 
Various correspondence across the city about the pace of change and have been looking at MDT 
aspect in some detail.   

Actions and 
responsibility 

To note 

 
 

13. Primary Care Education Agenda 

Discussion 
summary 

Excellent feedback which was circulated.  SM thanked everyone who prepared and presented.  It was 
really well received by the GP’s; they asked for extra time in the feedback for the Q&A’s as they 
enjoyed the opportunity of face to face discussions with a specialist. 
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Actions and 
responsibility 

To note 

 

13. AOB 

Discussion 
summary 

As there may be some changes in the pathway board in the next few months.  SM wanted to recap 
the main work streams for the next 12 months:  
 

1. BTiPP 
2. LA TP GM Service 
3. Bone Preservation in ADT - CCG engagement 
4. Prostate Active Surveillance Protocol - 2020 formalised protocol 
5. Prostate Follow Up Strategy 
6. Renal Tel Follow Up/CaP FU)  

 
SB informed the group of the process for telephone follow up at TGH.  The feedback for telephone 
follow up has been really good, Mid and East Cheshire don’t have time to do a telephone follow up - 
so taking up consultant appointment.  The telephone follow up is an official appointment/clinic list with 
a date and time and a tariff.  
There is general follow up protocol on the GM cancer website. 

Actions and 
responsibility 

Any other work streams please forward through to SM and FL. 

 


