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1. Welcome, introductions & updates 

Discussion 
summary 

ME welcomed all Board members to the meeting and introduced Ciara McCloskey and 
Naomi Coldham to the board as representatives for the Lung Pathway Navigators. In 
addition ME stated that as this was the first meeting back, he wanted to review where the 
work streams are up to and the increased importance for all of the work streams during this 
period of COVID. 
 
 

Actions and 
responsibility 

NA. 
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2. Minutes of the last meeting (23/09/19) 

Discussion 
summary 

Minutes of the last meeting (13th December 2019) were approved.  
 
The action log was reviewed and updated 
 

Actions and 
responsibility 

 

 

3. Treatment Sub Group 

Discussion 
summary 

Key work streams identified for this group are : 
 
Referral for Treatment SOP, N2 Trimodality Pathway and the Joint Clinic. 
 
Referral for Treatment SOP 
 
DW took the board through the Standard Operating Procedure for Lung Cancer Referrals, 
identifying the change from a surgical pathway into a whole pathway lung referral document. 
DW stated that there is a large piece of work to do to look at the adherence to pathways and 
the clear parameters required. Within the documentation there is a very useful referral 
checklist which can be utilised by HCP’s prior to referral. Comments from the board at this 
stage were requested, SG had raised the point that there was no reference within the 
document to say that an MDT discussion is a pre requisite for referral. DW raised his 
concerns that if referrals were arriving without the required tests being undertaken, often the 
MDT ensures that all of these elements have been completed, however, he felt that there 
wouldn’t be an issue from the Christie if referrals were made pre MDT. This was further 
supported by RK from a surgical perspective as they would be presented via the triage 
system and the rapid hub. 
 
CH raised a point that it needed to be clear within the SOP document that this was for 
treatment referrals therefore reducing any confusion regarding Primary Care referrals. 
 
FB agreed that the bypassing of the MDT would be acceptable, if there was to be a 
subsequent query, it could then be presented at MDT. 
 
ME asked for any further questions and asked the board to agree the document and roll out 
the implementation of the standards. 
 
SB asked whether there was the opportunity to also have access to surgical appointments 
for patients to assist in the process. 
 
RK raised the point with ME regarding the auditing process and whether access to surgical 
appointments will support someone getting to clinic sooner. It was agreed that with the 
support of the pathway navigators there could be collaboration between teams to support 
this. Action for CMc to work with the team to identify slots to support this request. ME 
acknowledged that this was a very good comment and would seem a natural progression. 
This needs to be further developed within the Treatment Sub Group with the support of CMc. 
 
RK further commented about images not being received in a timely manner, if we are to 
agree the former, it is important that the relevant images and the source report are available 
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for the appointment. ME acknowledged that this was another good point, and he was 
pleased with the outcomes for the document to be progressed and approved. 
 
 
N2 Pathway 
 
FB asked the board whether the MDT’s were using the N2 algorithm, if the response is yes, 
then we are at a junction now for getting feedback on whether its working in practice or not. 
Having said that COVID has certainly changed the pathway for both concurrent and tri 
modality patients. There has been a reduction in patients being treated concurrently since 
March. 
 
ME stated that it was important to get the pathway agreed and for MDT’s to be utilising. 
 
RK raised the point that there are currently significant changes to MDT discussions that both 
single and multi-station are both going to be considered. This will require a thought process 
change for MDT’s and that the default position would be oncology for multi station. 
 
FB stated that this would need to be monitored very carefully and ensure that this didn’t lead 
to confusion, delays and poor patient experience. It was also suggested whether there was 
the option for out of MDT discussion between sectors and surgeons. 
 
ME agreed that this will be critical for these cases as we are setting out a standardised 
definition of potentially resectable cases, which is a wide net. 
 
FB suggested that it would be timely to think about integrating the virtual clinic into our 
discussions. 
 
RK Agreed with the summarisation and agreed that once the Joint Clinic is set up this will 
allow for the smooth flow of information.  
 
DF Asked whether the referral between steps 3-4 should be undertaken at step 2-3. 
 
DW responded that at the moment there shouldn’t be an issue 
 
ME clarified the pathway process and the rapid hub e mail daily check ensuring that patients 
are selected correctly. 
 
FB further clarified the need for real time feedback once the algorithm is live, to assist the 
continued improvement of the process. 
 
RK asked the question relating to the estimated time frame for surgery to be agreed to be 
done 
 
ME responded that the time frame was surgery to be done 3-5 weeks from Chemo Rad 
finishing. It is a tight timeline and we will have to move quickly to get the patient to the 
surgeons with the reported imaging. 
 
RK suggested that this needs to be added into the algorithm 
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ME stated that it was within the NICE recommendations, which is included within the 
introduction. But we will highlight this as it is a key target. 
 
RK asked FB if she was happy with the frailty score for concurrent patients 
 
FB Confirmed that she was 
 
ME asked the board to approve the document and for it to be used with immediate effect. 
 
 
Joint Clinics 
 
ME updated the board regarding the positive news of having a joint surgical/oncology clinic. 
Many people have contributed to the Business Case for this. Although COVID has impacted 
upon the overall timescale for delivery of the business case which has been approved by 
MFT as a joint MFT and Christie venture with anaesthetists, surgeons and clinical oncology, 
supported by thoracic nursing staff and MDT. Within the business case there was a need for 
an estate request, this will be achieved via the modification of part of the Neil Cliff Centre to 
create a joint clinic space to administrate the process. The ambition is that this service will 
be launched in January 2021 for those patients considered high risk from surgery. Within the 
SOP document there is information to support who would necessitate referral into this 
process. This is a considerable step forward and very much needed within GM.  
 
DW confirmed the immense amount of work undertaken to achieve this, he further spoke 
about the work still outstanding such as resources from the Christie.  
 
RK further commended the team on achieving the outcomes and the definite positive impact 
it will have on the patient’s pathway. 
 
 ME Thanked everyone for their involvement in each of the major pieces of work discussed.   
 

Actions and 
responsibility 

Action 
 
CMc to review access to surgical appointments 
ME to highlight timescale to surgery within N2 Documentation 

 

4. Living With and Beyond Sub Group 

Discussion 
summary 

 
Treatment Summary  
 
EH informed the board of the plans in place for the coming months regarding the ongoing 
development of the Surgical Treatment summary. Work has been undertaken to align this 
with the personalised care agenda, which will include information to help patients self-
manage to optimise wellbeing and signposting to Cancer Care Co-ordinators. In addition KH 
Matron from MFT has undertaken work embedding information into that trusts profile. It is 
anticipated that the full draft document will be available for further discussion within the next 
6 weeks, Which will be submitted to the December board for ratification.  
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EH further discussed the Best Supportive Care document, other disease groups do have 
similar documents and its imperative that Lung patients have in their possession a treatment 
plan. It’s crucial that in particularly in the current C19 times that patients understand where 
they can access help and support. This document has been scoped and is currently sitting 
with local CNS’s to understand local pathways and how patients are managed. It is 
acknowledged that across GM, provision is variable and this will have to be considered in 
the final document. It is anticipated that this will be a challenging achievement due to the 
variables already alluded to particularly in palliative care. 
 
DF asked EH whether within the CWP there was a specific tab for treatment summary or is it 
included within the clinical details? 
 
EH confirmed that there is a tab within the CWP that says Treatment Summary 
 
EH asked members whether they had access to CWP 
 
DF, DW and JW confirmed that having access was extremely helpful. 
 
EH asked JW about a recent survey regarding Best Supportive Care and whether PAHT had 
responded? The same question was asked of SRFT. 
 
The board approved and ratified the Radiotherapy Treatment Summary 
 
It was acknowledged that the Surgical Treatment Summary is a pre requisite for Stratified 
follow Up. 
 
EH raised concerns about the redeployment of Cancer Care Co-Ordinators being 
redeployed to support C19. DWr informed the board that it was already within the Boards 
risk register, but that the score may need to be reviewed. 
 
EH Thanked the Service User group for their support and input into the treatment 
summaries, from the LWBC Group. 
 
 
 

Actions and 
responsibility 

Action  
 
EH to follow up document completion 
 
JW to follow up Survey return for PAHT 
 
EH to resend survey to SRFT CNS’s 
 
EH, DWr and TN to review Cancer care Co-ordinator risk 
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5. Diagnostic Sub Group 

Discussion 
summary 

 
GM Lung Service Specification 
 
SG informed the board of the progress to date of the GM Lung Cancer service Specification, 
informing the board how poor the current performance is for Lung cancer patients across 
both GM and nationally. The impact of C19 and the slow response in returning to the pre 
C19 referral numbers. A great deal of multidisciplinary work on the specification has been 
undertaken and it is hoped that this will be commissioned as the BTP moves towards the 
GM Optimal Pathway. It is a clinical document that supports how the GM pathway can be 
delivered. The challenge now is to get the document commissioned, however, it is 
acknowledged that in the current financial and C19 set up, this is a difficult ask. In the interim 
the group are considering the finer details and obtaining data enabling the setting of rational 
targets for the different performance measures. 
 
CH informed the board that if there were no further comments and amendments to the 
document the next steps would be further discussions with GM Commissioners by CH, AJ, 
SG and ME 
 
SG raised the issue around data from GMC being critical to enable there to be a starting 
point within the discussion 
 
Reflex Testing 
 
SG mentioned that the work being undertaken on Reflex Testing across GM is integral to the 
service specification. There is now an element of clarity about current procedures and the 
opportunity to minimise variation into a GM standardised single pathway. This will link into 
the Genomic Hub with eventual full genomic testing. 
 
ME raised the issue around re introducing the Pathology Sub Group, where an agreed 
pathway for the handling of specimens can be developed. 
 
SG agreed that in principle this group was now operating under a different title of “Reflex 
Testing Sub Group” with MB, Mat Carter, FB and SG being heavily involved. The more 
pathologists that can be engaged with this group the better the outcomes will be. 
 
FB thanked SG for leading on this concept and highlighted the issues around variation and 
complexity and the importance of widening the membership of that group over the coming 
months. It was highlighted that there is a consequence of the backlog and the potential 
surge of patients which has identified evidence of small cell patients are much more 
symptomatic. This is reminiscent of 15+ years ago, ensuring that from an oncology 
perspective be ready for this. Further discussion ensued regarding a short referral ensuring 
secretaries bypass the central triage process to get the patient urgently into the process, 
preventing the patients being too late for meaningful treatment. 
 
MB informed the board of progress with other pathologists and a desire to move forward with 
this group. Currently focusing on reflex testing and capturing data where the gaps are, what 
is happening in the different areas. 
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ME asked whether it was reasonable to have an agreed pathway for specimen handling, 
which could support an updated GM pathway to be presented at the Next Pathway Board? 
 
DF asked for clarity for Mid and East Cheshire regarding reflex testing for these sites. 
 
ME concurred with the comment and stated that the pathway needs to define that point and 
have a standardised definition. 
 
SG stated that he felt that a skeleton proposal of a reflex pathway for the next Board meeting 
was achievable and that Mathew Carter has already created something, but ratification by 
December could be a challenge. SG also agreed that the group will need to think very 
carefully about the impact upon Mid and East Cheshire Trusts. Action SG to discuss with DF 
and TN. 
 
ME agreed that it would be great progress to have an outline for further discussion at the 
December board meeting. 
 
Pathway Board Risk Register 
 
TN updated the board on the current position of all the risks, that this was a dynamic process 
and regularly being reviewed and updated. If anyone has any comments or risks that they 
would like considering for inclusion please can you let him or DWr know. 
 
ME thanked TN and DWr for the work undertaken and affirmed that the register has been 
extremely helpful on a number of occasions such as the Joint Clinic discussions, SMT 
meetings with GMC and business cases with an alliance wide risk register which has proven 
very powerful. 
 
ME thanked all sub groups for the excellent progress made. 
 
 

Actions and 
responsibility 

CH, AJ and SG to arrange future meeting with GM Commissioners 
SG speak with GM BI re data to support specification 
SG to discuss further Reflex Pathway with DF and TN 
SG, MB, FB and MC to develop a Reflex testing outline for December board. 
TN and DWr to update PB Risk Register 
 

 

6. Single Q Diagnostics 

Discussion 
summary 

 
ME updated on the Single Q Diagnostic and the central focus within GMC and placed as a 
major work stream within C19 recovery. Therefore there is a lot of will and attention upon 
this which has been driven by the EBUS work undertaken by the board. Due to there being 
issues at every step of the pathway this will not solve each of those, however, it is beginning 
to address those issues such as the Joint Clinic etc. It has been agreed that there will be 
three pilots for trialling a Single Q type system within EBUS and CT Guided Biopsy. The 
EBUS work is at a more advanced stage due to the historical work undertaken, to date there 
has been written a specification for a Single Q system. This will be piloted with Trusts that 
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refer into MFT / Wythenshawe i.e. Tameside, Stockport and Mid Cheshire. The specification 
sets out what is required within the referral, the information required, it will be a reporting 
system capturing EBUS reports, capturing data and where referring teams get their results 
back in an automated way. InfoFlex are the chosen provider for the pilot. Currently they are 
building the system that will have a set of requirement’s enabling provider trusts to log into, 
to identify slots and capacity for diagnostic assessments / capacity that is available. It needs 
to keep the patient choice at the heart of the process but to be able to offer flexible access to 
services. This will ultimately improve performance monitoring, reports and communication. 
This is a very complex process which may create duplication in the early stages of 
development. It will also enable an opportunity for days to be saved on the pathway. There is 
a need for further work to be undertaken with CT Guided Biopsy, there is progress already 
with a service specification identifying the levels of care required. 
 
Time lines are very tight and it’s an exciting opportunity for us to look at Single Q and 
understand whether it will enhance things. 
 
HN asked the question regarding In Patients and the pathway, EUSB requirements, also are 
the pathologists on board with the reporting expectations? 
 
ME acknowledged that these were all good points and need to be picked up. During 
discussion each of those aspects has been considered. With regards to In Patient 
requirements as a clinical team you may consider that it’s safe, appropriate and important for 
the patient to be transferred for a test and returned. The system gives you the option to 
review and reflect enabling the referring team the opportunity to make the decisions etc. 
such as handover of care and team to team communications. 
 
 

Actions and 
responsibility 

 

  

7. PreHab 

Discussion 
summary 

 
ME further informed the board that throughout the pandemic, the Prehab facility has 
continued to deliver services, although the delivery model had to be changed to a remote 
delivery where sessions were undertaken over a virtual / video session which individuals 
could log into. In addition equipment such as resistance bands were delivered. This enabled 
400 patients to receive support throughout the COVID times. The paper that has been 
shared is once again looking at the introduction of face to face exercise within the gyms. 
 
The ambition now is to extend the programme; due to the delivery of a remote model this 
has given the team greater flexibility and accessibility for those that didn’t want to have a 
face to face session. Due to funding savings over this period of time, this has offered the 
ability to expand the programme and for more people to benefit from this service. It has been 
identified that the remote model also lends itself very well to people undergoing oncology 
treatments. Subsequently following a GF steering Group meeting which included a number 
of patient representatives, there has been a request to extend this to oncology patients 
within the Lung pathway. This has been followed up with discussions at the lung oncology 
meeting, with all in agreement that a revised version which will supersede the original 
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surgical model.  The pathway will now include patients undergoing curative intent treatment, 
such as surgery, radical radiotherapy, SABR and chemo radiotherapy creating a good 
expansion and positive step to include other groups of patients. 
  
What has been proposed to ensure the reduction of risk to all parties is that patients selected 
are of reasonable performance status 0-2, reasonable clinical frailty scores so not the 
moderately and severely frail and that there has been a discussion to support this via a 
consultant. Those patients referred through the normal pathway will continue to be assessed 
as originally agreed. Further discussions have taken place to consider when patients should 
be referred, ideally this should be as early in the pathway as possible, but it is known 
through experience and particularly through the surgical pathway that patients were being 
referred before test results, this placed the instructors in a difficult situation in being able to 
build the important relationship between them of trust ensuring engagement in the 
programme. This resulted in patients being referred post MDT, however, this has now been 
modified slightly to ask that patients are referred as early as possible in the pathway, but 
once they are fully informed of their diagnosis and treatment plan. The prehab pathway is 
the same for everyone; they are assessed as to what they can do and then prescribed a 
level of exercise based on their perceived exertion and heart rate that mixes cardiovascular 
training with strength training. The instructors will review via regular contact fatigue 
management, breathlessness management all as part of that holistic view. Once the 
treatment is completed they are then offered 12 weeks of rehabilitation, enabling a good 
patient experience, transitioning the person to a regular commitment to activity and 
wellbeing. Further discussions and support have been had with the lung oncology team and 
the proposal is to commence this from the 1st October 2020. 
 
DW commented that the oncology group are fully supportive of the plan moving forward. 
 
SG asked a question regarding the communication supporting the changes in the pathway, 
is there a clear plan for communicating this? 
 
ME acknowledged the question, confirming that there will be a formal communication via the 
Pathway Board, and asked that board members disseminate this across their organisations. 

Discussion 
summary 

ME / ZM to communicate PreHab information to Organisations via the Pathway Board 

Actions and 
responsibility 

 

  

7. AOB 

Discussion 
summary 

 
Risk Stratified Follow up Protocol 
 
This was for surgical patients called the LMC Path Protocol, this is something that is widely 
used and there has been a desire to replicate this for radiotherapy and have an agreed 
surveillance approach to it. During the past 2 years work has been undertaken in 
collaboration with a number of radiotherapy units nationally, which has created a data set of 
almost 900 patients that had had radical curative intent radiotherapy. During this a valancy 
path was utilised to develop some risk prediction models that could inform a surveillance 
process. This work is now coming to a conclusion and it is hoped that we can propose and 
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develop a surveillance protocol following curative intent radiotherapy. It is acknowledged that 
this will need the support of the Christie oncology team and to date Corrine Faivre Finn has 
been involved in the study and the work and that this will be a process that will be being 
presented in the future months. 
 
Surgical Pathway 
 
ME shared with the board that there had been a few issues with the surgical pathway, 
particularly the post-surgical elements of patient care. This has been primarily around 
communication difficulties, such as discharge, what the pathology is and what that shows, 
whose been referred for adjuvant and why, when are they being formally handed back to the 
team and follow up referrals which have been lost due to a lack of communication. One of 
the solutions to this is to develop a post resection MDT where all pathology is reviewed and 
a timely, accurate decision made. This would also offer the opportunity to highlight any post-
operative issues, ensure that there is a safety net of any pre-operative findings that need 
further follow up such as contralatural nodules and PET findings. This will further assist once 
the patient attends their surgical follow up there should be a MDT discussion ready for them 
to be updated in a more comprehensive way regarding their pathological outcomes and the 
next stages of care. If the electronic recording of this process is standardised then it will form 
a very robust communication to the referring teams. Following discussions with some of the 
clinicians, I have asked for any statements of support for a process like this to be 
progressed, therefore if you have any comments please don’t hesitate to share them with me 
via an email. 
 
Emergency Presentation Pathways 
 
ME informed the board of work being undertaken to support the Pathway for Airway 
Emergencies and Malignant Airway Obstruction. This is an opportunity for us to think wider 
as a pathway board about emergency presentations and whether we have agreed pathways 
in place. SVCO is one that needs considering and attaining rapid tissue diagnosis and 
moving quickly on to treatment. Recently this has worked well at Wythenshawe when we 
have been informed of such patients on MMU and a transfer of the patient has been 
undertaken to POU, obtaining tissue diagnosis and immediate inpatient treatment, as many 
are diagnosed with small cell lung cancer.  
 
Malignant spinal compression is another one where we seem to have a very good pathway 
when radiotherapy is an option, but when it is surgery as the planned option, there seem to 
be some difficulties where pathology is obtained and how the right information is shared to 
get to the correct decision. 
 
ME asked the PB what their thoughts / comments were  
 
RK agreed that there would be a benefit from developing such pathways for these cases. As 
currently there is confusion when such cases present and would be good to have a clear 
understanding of the order of care which can then support the criticality of the condition. 
 
SG Agreed that there is a definite need for a pathway for SVCO, this would be extremely 
helpful as currently it requires multiple calls to different sites to identify who could deliver the 
care for that cohort of patients. This definitely requires a clear communication across GM.  
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SG stated that he would be keen to have an offline conversation regarding spinal patients. 
 
LJ also supported this process and the wider access to pathology services. 
 
RK further commented about the importance of biopsied patients awaiting pathology and 
whether they are appropriate for ventilation or not, whether it’s a small cell or non small cell.  
 
ME agreed to take this forward and consider who needs to be involved in ongoing 
discussions. 
 
SG Informed the board of future visits from GIRFT that he will on behalf of GMC be 
attending meetings therefore offering support from the Alliance. 
 
PB Updated the board re PHP and the highest quit rates for smoking across GM in a 
decade. There is ongoing work to agree smoke free public spaces. There have also been 
various events undertaken through the history makers programme which is a volunteer 
programme, undertaking various smoke free events, discussions are underway to consider 
an event in the future at the Etihad Stadium. Next month is Stoptober and on the 4th there 
will be an emphasis on smoke free activities. 
 
FH updated the board on the recent continued progress of the CURE project and the rollout 
plans in seven further hospital sites. All have launched the CURE programme, the 
programme has recruited a further 18 members of staff within the seven hospital sites. 
Thank you to all who were involved in mobilising this launch across GM. 
 
DWr informed the board of ongoing work between GMC and Primary care and the need to 
focus on supporting an increase in lung referrals and future communications for patients and 
increasing the profile of symptoms. 
 
ME asked that the group utilise the national document Differentiating the C’s, also to 
reassure patients of the safety when visiting hospital sites. ME and SG are booked to deliver 
a Gateway C webinar and the amplification of national campaigns across GM. The Roy 
Castle trust a running a national campaign called Still Here and this also could be utilised. 
 
ME shared the action log as a final discussion 
 
 

8.  

Discussion 
summary 

Date and time of next meeting 
 
11th  December 2020 Virtual Microsoft Teams Meeting 
 

Actions and 
responsibility 

a) DWr to organise December Pathway Board. 
 

 

Future Meeting Dates:  
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