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Meeting: HPB & OG EAG 

Date: 22 March 2017 

Time: 2.00 – 5.00pm 

Venue: Evolve Business Centre, Houghton le Spring 

Present: Leonie Armstrong, Palliative Care CNS, Northumbria LA 

 Alan Bainbridge, Patient & Carer Representative AB 

 Michelle Burgess, UGI CNS, South Tees MB 

 Peter Davis, Consultant, South Tees (Vice Chair) PD 

 Dawn Elliott, UGI CNS, Northumbria DE 

 Mark Irving, OG CNS, North Cumbria MI 

 Adrienne Moffett, Alliance Delivery Manager, Cancer Alliance AM 

 Jane Osborne, UGI CNS, Sunderland JO 

 John Painter, Cons Gastroenterologist, Sunderland (Chair) JP 

 Rachel Richardson, HPB/OG Nurse, Gateshead RR 

 Natalie Robson, UGI CNS, North Tees & Hartlepool NR 

 Chris Tasker, GP Cancer Clinical Lead, Cancer Alliance CT 

 John Wayman, UGI Surgeon, North Cumbria JW 

 Helen Wescott, UGI CNS, South Tees HW 

 Su Young, Business Support Assistant, Cancer Alliance SY 

   

Apologies: Sadiq Bawa, Northumbria  

 Alexander Bradshaw, Newcastle  

 Zoe Cameron, Upper GI Cancer Nurse Specialist, CDDFT  

  Anjan Dhar, Consultant Lead, CDDFT  

 Katie Elliott, GP Cancer Lead, Cancer Alliance  

 Susan Hedley, Upper GI CNS, Sunderland  

 Michelle Mangan, Cancer Unit Manager, Newcastle  

 Jane Margetts, Newcastle  

 Anand Reddy, Gateshead  

 Yks Viswanath, South Tees  

 Nick Wadd, South Tees  

   

 
OG EXPERT ADVISORY GROUP MINUTES 

 

1. INTRODUCTION Lead Enc 

 1.1 Welcome and Apologies    

  JP welcomed all to the meeting, apologies as listed above. 
Introductions were made. 
 

  

 1.2 Declaration of Interest   

  No declarations of interest made. 
 

  

 1.3 Minutes of the previous meeting 23.11.16   

  The minutes of the previous meeting were agreed as an  Enc 1 
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accurate record. 
 

2. AGENDA ITEMS   

 2.1 Follow up since last meeting   

   RCA Report Feedback 
No feedback on the RCA report has been received.  All 
providers are under pressure for the 62 day performance and 
most are struggling to meet the target for Upper GI.   
Discussions were held whether referrals were being received 
in a timely manner.  It was felt the breaches were related more 
to complex patients and ensuring that the correct diagnosis is 
made. 
 
An ideal pathway is required for both OG and HPB; these 
should be separate pathways with definitive 
treatment/diagnosis but should link together. 
 

  

   Vice Chair Nominations 
Peter Davis has been appointed as Vice Chair for the OG 
group. 
 

  

   Endoscopy Form 
AM asked the group if there was an appetite to have a 
separate endoscopy form now that this is no longer on the two 
week wait referral form.  This would be for patients who are 
not diagnosed with cancer.  The group felt that a separate 
referral form for endoscopy form could be beneficial but may 
be a waste of time.  The group are happy for KE to go ahead 
and develop the form for further discussions. 
 
The form would be in line with NICE guidance and there would 
be one form regionally. 
 

 
 
 
 
 
 

AM/KE 

 

 2.2 OG Audit Day   

  Sponsorship is still being sought and it is hoped to hold this in 
May/June.  JP asked the group for suggestions of Audits to 
be presented.  HW agreed to look at dates and for a venue at 
James Cook Hospital. 
 

 
 
HW 

 

 2.3 Clinical Guidelines   

  New patient pathways are to be developed and these will be 
included in clinical guidelines. 
 

  

 2.4 Clinical Governance Issues   

  None 
 

  

 2.5 Patient & Carer Update   



 
 

 

3 
 

  The patient and carer groups have been involved in making a 
video which will be played as part of the Cancer Alliance 
Launch Event. 
 
AB is involved in the Upper GI project providing a patient 
perspective to the research project. 
 

  

 2.6 Any Other Business   

   Upper GI Pathway 
This is a piece of work that the Cancer Alliance is working on.  
They are trying to achieve mapping out what the ideal 
pathway will be and then to try and achieve the 62 day 
standard and the 2020 plan where a patient is definitely 
diagnosed with cancer within four weeks. 
 

 Debates within Trusts 
Montgomery case – this has been to the high court and is 
causing a lot of debate within Sunderland in relation to 
involving patients with shared decision making.  Special 
training is going to be provided within providers, this will be 
around moral legal responsibilities. 
 

  

3. JOINT HPB & OG - NETWORK UPDATE 

 3.1 Network Update   

   2ww Referral Form – Sign Off 
DE and KE are to work together following concerns that have 
been raised regarding the scoping and triaging of the new two 
week wait referral forms. 
 
CT informed the group that further education is required in 
relation for the two week referral forms. The Alliance is also 
going to be undertaking an audit on the two week wait referral 
forms.  The Alliance is aware there are some issues within 
primary care which the alliance will be looking into and to see 
how to make this better. 
 
The group were ask to formally sign off the form and for this 
to be minuted.  The group agreed signoff. 

  

 3.2 Performance Data   

  No data was available to be presented at today’s meeting.  
This will be presented at one meeting per year. 
 

  

 3.3 Cancer Alliance Update   

   Transformation Bid 
AM gave a presentation on the transformation bid and 
informed the group that the Alliance have been recommended 
for phase 1 funding for Early Diagnosis pending some further 
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supporting information and clarifications.  The Alliance have 
also been recommended to be considered for phase 2 
funding for the Recovery Pathway and Stratified Follow-up 
element of the bid.  Timescales and further information 
expected on soon as funding may have some caveats. 
There is a lot of work required for the next few weeks and 
once funding is confirmed recruitment of posts and 
implementation will need to commence quickly. 
 

 Cancer Alliance Launch Event 
The Alliance Launch event is scheduled for 30 March 2017 at 
Newcastle Racecourse.  The Alliance has had to increase the 
number of delegates for the event as it is proving to be 
popular.  Registration places are still available for those who 
have not registered for the event yet however the closing date 
is tomorrow. 
 

 Delivery Plan 
This has been developed by consolidating the cancer locality 
group, STP and network plans.  This is to reflect what 
resources are required for the alliance.   
Feedback from the national team has been received and they 
have asked for quarterly milestones, Outcome measures and 
further governance details to be added. 
The plan needs to be submitted to the North Region team 
again by 22 March and National Team by 30 March. 
 

 Upper GI Project Update 
This is a research project currently being undertaken with 
Northumbria University.  Sarah Sowden provided a 
presentation on the project at the last meeting.  AB has been 
co-opted onto the group as a patient representative.  Future 
focus groups are being held.  A deadline for September has 
been given for the first draft of their final report. 
 

 3.4 Living With & Beyond Cancer Update    

  AM gave an update which was provided by Anne Richardson 
from the Living With and Beyond Cancer Team. 
 
A steering group has been established and will meet monthly 
to progress the LWBC agenda.   
LWBC project priorities are the Recovery Package which 
incorporates the following: 

 Holistic Needs Assessment 

 Treatment Summary 

 Cancer Care Review 

 Health and Well Being Events 
and Stratified follow-up pathways. 
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To be effective, the Recovery Package and Stratified follow-
up must link to the needs identified for example, managing 
the consequences of treatment or late effects and 
rehabilitation services. 
 
Some of our actions for this year include: 

 Promoting through engagement, the current models 
used, by sharing good practice and learning at the 
Clinical Expert Advisory Groups audit events 

 Undertaking a baseline assessment of how many 
teams are using HNAs and eHNAs across our region 

 
The Recovery Package and Stratified follow up will be 
supported by the transformation bid (this element of the plan 
will change depending on phase 2 funding). 
 

 3.5 QS Measure    

  There are no network measures in the Quality Surveillance 
Process and the new MDT measures contain very few points 
which need to be network agreed.  
  
However we will continue to support many of the network 
groups to meet. If there are any Trust measures that require 
discussion at the network meetings it will be the trusts 
responsibility to ensure they advise us in advance of the 
meeting to add this to the agenda. 
 
MDT Meeting. 
The Alliance has agreed to consider changes to MDT 
working. 
10 new recommendations have been issued following a 
document from CRUK and these may become published 
nationally.  The first alliance meeting to discuss this was held 
on Friday and the group agreed to proceed with this piece of 
work prior to national implementation  It was noted that this 
will impact on pathology members of MDT’s and all were 
advised to be involved in Trust discussions .The first step is  
every trust to benchmark against  the recommendations.   
  

  

4. NEXT MEETING 

 4.1 Wednesday 4 October 2017 
2.00 – 3.00pm (HPB)  
3.00 – 4.00pm (Joint HPB OG Network) 
4.00 – 5.00pm (OG) 
Evolve Business Centre 

  

HPB EXPERT ADVISORY GROUP AGENDA 

Present: Leonie Armstrong, Palliative Care CNS, Northumbria 
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 Michelle Burgess, UGI CNS, South Tees 

 Richard Charnley, HPB Surgeon, Newcastle (Chair) 

 Peter Davis, Consultant, South Tees  

 Nikki Kilbride, HPB CNS, Newcastle 

 Adrienne Moffett, Alliance Delivery Manager, Cancer Alliance 

 Jane Osborne, UGI CNS, Sunderland 

 John Painter, Cons Gastroenterologist, Sunderland  

 Jen Patterson, Patient & Carer Representative 

 Janine Potts, HPB CNS, Newcastle 

 Rachel Richardson, HPB/OG Nurse, Gateshead 

 Sarah Robinson, Consultant, Northumbria 

 Natalie Robson, UGI CNS, North Tees & Hartlepool 

 Chris Tasker, GP Cancer Clinical Lead, Cancer Alliance 

 Lianna Thomlio, HPB CNS, North Cumbria  

 John Wayman, UGI Surgeon, North Cumbria 

 Helen Wescott, UGI CNS, South Tees 

 Su Young, Business Support Assistant, Cancer Alliance 

 Leonie Armstrong, Palliative Care CNS, Northumbria 

  

  

  

  

Apologies: See above 

 

5. INTRODUCTION 

 5.1 Welcome and apologies   

  RC welcomed everyone to the meeting and introductions 
were made. 
 

  

 5.2 Declaration of Interest   

  None 
 

  

 5.3 Minutes of the Previous Meeting 23.11.16   

  The minutes of the previous meeting were agreed as an 
accurate record. 
 

 Enc 1 

6. AGENDA ITEMS 

 6.1 Follow up since last meeting   

   Radiology Protocol 
The radiology protocol for pancreatic cancer was shared with 
the group in advance of the meeting.  RC discussed the 
paper and asked the group to provide comments. 
 
CT queried whether Primary Care referring for CT scans, are 
patients likely to receive the correct scans.  RC confirmed that 
it is likely that patients will just receive an abdominal scan 
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rather than a specific cancer CT scan. 
 
JP highlighted the need for education for those radiologists 
who are not specialised. 
 
AM asked if the document is to be shared with the radiology 
group to ensure this is circulated with all the trusts. 
 

   Newcastle Referral Form 
RC informed the group that Newcastle are hoping to move 
forward onto an electronic system which is to be agreed by all 
the trusts across the region.  In the meantime a referral 
process has been developed and shared with the group in 
advance of the meeting.  It is hoped that this process will 
reduce the number of calls made to the referring 
consultants/CNS to gain additional information that is 
required. 
 
A copy of the process is attached for information. 
JP highlighted there was no identification of what mandatory 
information to be included and what isn’t. 
It was noted that the form is not readily available throughout 
trusts.  A comment was also received regarding adding a 
section identifying that a test has been ordered but results are 
not available yet. 
 
The group were asked to comment on the form and provide 
feedback within 2 weeks.  Comments to be sent back to the 
cancer alliance. 
 
Once the group agree the amendments to the form this will be 
sent to the clinical leadership group for official signoff.  This 
meeting is scheduled for 4 May 2017. 
 

 Enc 2 

 6.2 Clinical Guidelines   

  This item was covered under item 3.5 
 

  

 6.3 Clinical Governance Issues   

  None 
 

  

 6.4 Patient & Carer Update   

  JP gave some information on the charity that she works for.  
JP asked for help to be able to give the money raised for the 
north east.  NK seemed to think that Maggie’s have offered to 
pass on the information.  It was suggested that all patients 
should be made aware of this and for each individual nurse 
specialist and palliative care nurses to contact JP for further 
information. 
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 6.5 Any Other Business   

  Patient Information Leaflets 
NK asked the Nurse specialists if they are using same 
information leaflets across the region.  NK agreed to share 
what information is given to patients from Newcastle. 
 
Pathology attendance at MDT 
SR raised a concern regarding the pathologists attendance at 
MDT meetings and whether this should be reviewed in 
relation to what is being provided by pathologists to MDTs.  It 
was noted that the group do not have the authority to make a 
change but can inform the alliance.  JP highlighted that this is 
being done through a piece of work with the Alliance which 
was informed under item 3.5 
 

  

7. MEETING CLOSED 

Contact    su.young@nhs.net    tel 011382 53046 

mailto:su.young@nhs.net
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Meeting: HPB & OG NSSG 


Date: 23 November 2016 


Time: 2.00 – 5.00pm 


Venue: Evolve Business Centre, Houghton le Spring 


Present: Nicky Kilbride, HPB CNS, Newcastle  


 Richard Charnley, (HPB Chair), Consultant, Newcastle  


 Natalie Robson, Upper GI CNS, North Tees NHS FT  


 Zoe Cameron, Upper GI Cancer Nurse Specialist, CDDFT  


 Katie Elliott, GP Cancer Lead, Cancer Alliance  


 John Wayman, Consultant, North Cumbria  


 Adrienne Moffett, Network Delivery Manager, Cancer Alliance  


 John Painter, (OG Chair), Consultant, Sunderland  


 Anjan Dhar, Consultant Lead, CDDFT  


 Linda Wintersgill, Information Manager, Cancer Alliance  


 Sarah Sowden, Public Health Registrar, Public Health England  


 Dawn Elliott, UGI Nurse, Northumbria  


 Jen Patterson, Patient Representative, HPB  


 Sue Hedley, Upper GI Cancer Nurse Specialist, Sunderland  


 Lynsey Fieldsin, Upper GI CNS, North Tyneside  


 Leonie Armstrong, Palliative Care Nurse, Northumbria  


 Chris McDonald, Consultant, North Cumbria   


 Claire Sedwick, CNS, Newcastle  


   


In Attendance   


   


Apologies: Anand Reddy  


 Colin Wilson  


 Jane Osborne   


 Jayesh Vasani  


 Michelle Mangan  


 Nick Hayes  


 Nick Wadd  


 Robin Armstrong  


 Yks Viswanath  


 Carolynne Hardy  


 Sarah Robinson  
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HPB MINUTES 


 


1. INTRODUCTION Lead Enc 


 1.1 Welcome and Apologies    


  RC welcomed all to the meeting, apologies as listed above. 
Introductions were made. 
 


  


 1.2 Declaration of Interest   


  No declarations of interest made. 
 


  


 1.3 Minutes of the previous meeting 16.05.16   


  The minutes of the previous meeting were agreed as an 
accurate record. 
 


 Enc 1 


2. AGENDA ITEMS   


 2.1 Follow up since last meeting   


   Patient Follow Up Procedures 
NK clarified that on Pg. 34 of the clinical guidelines the 
wording requires amending to include ‘with the exception of 
patients in Cumbria who can have follow up locally as deemed 
appropriate’.  
 


  


 2.2 Radiology Audit   


  RC informed the group that radiology audits have been done 
over the years to audit the quality of the information being 
received from referrals.  Quality of scans has been variable.  
This has massively improved with only a few areas that still 
require further improvements. 
 
Jon Scott / Jeremy French have developed a pancreatic CT 
protocol. 
 
KE confirmed that this has been raised at the radiology cross 
cutting group where they agreed to adopt a system wide 
protocol. 
 
It was noted that there is a need to work closely with the 
radiology group and this is already being done for abnormal 
chest x-rays. 
 


  


 2.3 Review of MDT Effectiveness   


  A large review has been done following a request from the 
teaching trusts throughout the country to see how MDTs 
could be done more effectively.  RC shared a paper with the 
group.  Trials have been undertaken for looking at referrals 
and scans to ensure they have been done properly. 
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 2.4 HPB Referrals – Inadequately performed imaging   


  A referral proforma has been in use for a few years which 
was developed at Newcastle.  Newcastle Hospitals have 
developed a new referral form that HPB to adopt first. and 
bring into use on  1 January 2017. Newcastle hospitals have 
confirmed that inadequate referrals will no longer be accepted 
after this date.   
 
The group raised the following issues: 


 Length of time to complete forms, Sunderland informed 
the group it takes an hour to complete each form. 


 Patients being declined if imaging has not been done.  
This has an impact on breaches and the length of the 
patient pathway. 


 Sunderland has issues emailing Newcastle via nhs.net 
email addresses.  This is to be picked up with IT. 


 Clarification is required if this is a Trust system or 
whether it is a network document and to be agreed by 
the cancer alliance. 


 Lack of support for some trusts who do not have CNS 
support, this is causing frustrations where clinicians 
are spending more time completing forms rather than 
seeing patients. 


 
It is hoped that patients will be seen at MDT meetings quicker 
and will move towards the electronic referral system. 
 
The group agreed that a consultation is required with change 
to guidelines, especially for the issues raised by trusts who do 
not have the capacity/CNS support.   
 
Some members of the group were not happy that Newcastle 
will decline referrals should the form not be completed 
adequately. 
 
Actions: 
The group wish to review the document and comments to be 
returned. Sign off of this document will not be done by the 
group until the document has been shared and comments 
received. 
 
Post meeting note –the Cancer Alliance is developing the 
process for acceptance and adoption of referrals across the 
region. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ALL 


 


 2.5 Clinical Governance Issues   


  CM raised concerns regarding pace of assessment for some   
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patients which is delaying their patient pathway.  This is not 
all relating to poor imaging but the feedback being received 
back has not been forthcoming.  This may be an issue more 
so for trusts outside of Newcastle catchment area. 
RC/NK requested that the patient’s names be provided and 
they will investigate the delays. 
 
John Painter – raised an issue relating to Liver Metises where 
it is impossible to predict what response will be and lack of 
clarity what the patient pathway will be. This created a 
discussion within the group.  
 


 
 
 
 
NK/RC 


 2.6 Patient & Carer Update   


  The group welcomed Jen Patterson who is the new patient 
representative.  Jen also has a role within the Elizabeth 
Copeland fund and is hoping to raise the profile of this charity 
through the cancer centres.   
 


  


 2.7 Any Other Business   


  None  
 


  


3. JOINT HPB & OG - NETWORK UPDATE 


 3.1 Network Update   


   2ww Referral Form – Sign Off 
The 2 week wait referral form for general practice into 
secondary care has been live since end of October and is 
available for all GPs within the region.  Durham area has 
raised concerns regarding the direct access to CT – KE 
informed the group that this was only for areas that do not 
have direct access to CT scanning. 
 
Reporting should be sent back to the cancer trackers and not 
back to GPs.  Refining is required for local pathways within 
trusts.   
 
Education is being done with GP practices through the CRUK 
facilitators and Cancer GP Leads. 
 
There is a need to be careful that there are not any delays in 
the patient pathway for 2 week wait. 
 
Comments were received regarding:  


 the form not being completed properly,  


 the flow of the form does not seem to be easy to use 
but this may be the newness of it.  


 Endoscopy clinic, the word ‘clinic’ to be removed as it 
is not a clinic. 
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 Patient past medical history should be higher up on the 
form. 


 
Sunderland reported a reduction in the number of non-urgent 
referrals being received under 2 week wait since the roll out 
of the new form. 
 


 Work Plan Update 
The cancer alliance is working on the development of the 
work plans aligning them with the aims and objectives for the 
cancer alliance. 


 


 Peer Review 
There are no network measures in the Quality Surveillance 
Process and the new MDT measures contain very few points 
which need to be network agreed. This coupled with the 
reduction in budget and restructure of the Network, means we 
are no longer able nor required to support this process at a 
network level. 
  
However we will continue to support many of the network 
groups to meet. If there are any Trust measures that require 
discussion at the network meetings it will be the trusts 
responsibility to ensure they advise us in advance of the 
meeting to add this to the agenda 
  
The network steering group discussed the matter of agreed 
clinical guidelines (operationalising national guidance) and 
patient pathways at the last steering group meeting. It was 
agreed that these should be regionally agreed and that the 
process for this should be taken forward by the new Northern 
Cancer Alliance.   
 


 3.2 Performance Data   


  LW gave a presentation on the current performance data.  
 


  


 3.3 Cancer Alliances   


  The Cancer Taskforce Strategy (2015) outlined 6 priorities –  


 prevention 


 early diagnosis 


 patient experience 


 living with and beyond cancer 


 high quality and modern services 


 commissioning provision and accountability 
 


Cancer Alliances are seen as one of the vehicles to 
implement these priorities working across meaningful 
geographies built around patients’ flows. The aim of the 
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Cancer Alliance is to improve outcomes and patient 
experience by bringing together all local partners to plan and 
provide sustainable high quality integrated services. 
 
The Northern Cancer Alliance will be the same geography as 
the current cancer network and will use current network staff 
to provide some infrastructure and will cover 3 STP footprints 
– Northumberland, Tyne & Wear, West, North & East 
Cumbria and Durham, Darlington, Tees, Hambleton, 
Richmondshire and Whitby.  The Cancer Network are 
currently conducting a series of meetings with Commissioners 
and Providers to develop a Memorandum of Understanding 
and to consider the structure and governance processes. 
 
The first Board meeting took place on 9th November and the 
national team have been advised of the Northern Cancer 
Alliance geography and leadership team. 


 Chair - Mr Andrew Welch -  Medical Director, 
Newcastle Hospitals 


 Alliance Manager – Mrs Alison Featherstone 


 Clinical Lead - Dr Tony Branson  
 
The national team are expected to allocate further guidance 
and some resources in Oct/Nov. 
 


 3.4 Upper GI Pathway Collaborative Working   


  Sarah Sowden gave a presentation on Achieving better 
access, experience and outcome for patients with Upper 
Gastrointestinal cancers in the North East and Cumbria. A 
copy of the presentation is attached.  For further information 
is available by contacting Sarah sarah.sowden@nhs.net 
 
This project has been undertaken working in collaboration 
with specialised commissioning. 
 


 Enc 2 


 3.5 Living with and Beyond   


  A report was provided in by the Living with and Beyond team.  
As this item was not discussed within the timings for the 
meeting the report is attached for information. 
 


 Enc 3 


4. NEXT MEETING 


 4.1 Wednesday 22 March 2017 
Wednesday 4 October 2017 
2.00 – 5.00pm 
Evolve Business Centre 


  


OG NSSG AGENDA 


Present: Alan Bainbridge, Patient Representative, OG 



mailto:sarah.sowden@nhs.net
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 Natalie Robson, Upper GI CNS, North Tees NHS FT 


 Zoe Cameron, Upper GI Cancer Nurse Specialist, CDDFT 


 Katie Elliott, GP Cancer Lead, Cancer Alliance 


 John Wayman, Consultant, North Cumbria 


 Adrienne Moffett, Network Delivery Manager, Cancer Alliance 


 John Painter, (OG Chair), Consultant, Sunderland 


 Anjan Dhar, Consultant Lead, CDDFT 


 Linda Wintersgill, Information Manager, Cancer Alliance 


 Sarah Sowden, Public Health Registrar, Public Health England 


 Dawn Elliott, UGI Nurse, Northumbria 


 Sue Hedley, Upper GI Cancer Nurse Specialist, Sunderland 


 Lynsey Fieldsin, Upper GI CNS, North Tyneside 


 Leonie Armstrong, Palliative Care Nurse, Northumbria 


 Chris McDonald, Consultant, North Cumbria  


 Claire Sedwick, CNS, Newcastle 


  


  


  


In Attendance  


Apologies: See above 


 


5. INTRODUCTION 


 5.1 Welcome and apologies   


  JP welcomed everyone to the meeting and introductions were 
made. 
 


  


 5.2 Declaration of Interest   


  None 
 


  


 5.3 Minutes of the Previous Meeting 14.06.16   


  The minutes of the previous meeting were agreed as an 
accurate record. 
 


 Enc 4 


6. AGENDA ITEMS 


 6.1 Follow up since last meeting   


   2ww form signoff 
See item 3.1 
Further comments were received from Cumbria, the form is 
not widely used in Cumbria, and there are issues with access 
to CT.  Education for the forms is required for GPs.  
 


 62 Day Pathway – RCA Audit 
No comments have been received since the document was 
circulated following the last meeting. 
 
JP informed the group how Sunderland is currently working to 
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ensure that the patients are being seen quicker on the 
pathway. 
 
CS provided an update on how the RVI are going forward with 
trying to see patients quicker on the pathway and also 
informed the group of a new trial that is being done where 
patients are receiving chemotherapy radiotherapy however 21 
days’ notice is required to radiotherapy which will impact on 
the pathway.  The RVI are currently working with the PET 
teams to reduce the travel and stay of patients who are not 
local to the hospital. 
 
JP suggested that CPEX be done locally at other hospitals 
and CS to contact NH regrading this. 
 
LW informed the group that the network is looking at IPT data 
and can look at the first quarter and share with the group. 
 


 
 
 
 
 
 
 
 
 
 
 
 


CS/NH 
 
 


LW 


 6.2 Endoscopy Referral form   


  KE to look at this and send round to the group. 
 


KE  


 6.3 Vice Chair   


  No volunteers have come forward 
 


  


 6.4 Clinical Governance Issues   


  None 
 


  


 6.5 Patient & Carer Update   


  AB reported that he is very happy with the services that have 
been provided.  He raised issues with GPs being able to 
diagnose.  AB suggested that maybe this should be higher in 
the radar for GPs. 
 


  


 6.6 Any Other Business   


  Next Meeting 
It was agreed that OG will be first on the agenda at the next 
meeting. 
 
Audit Day 
This is to be held separately to the NSSG meetings.  JP 
agreed to contact each unit for items.  Date to be mid may,  
 
Upcoming Events 
CS informed the group that a few events are coming up.  
More information is available via CS. 


 Newcastle Christmas coffee morning   


 Awareness campaign end of April/beginning of May. 


 Early cancer awareness in London in February. 


 
 
 
 
 
 


JP 
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7. MEETING CLOSED 


Contact    su.young@nhs.net    tel 011382 53046 



mailto:su.young@nhs.net
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Meeting: HPB  NSSG 



Date: 16.05.16 



Time: 2.30pm 



Venue: Evolve Business Centre, Houghton le Spring 



Present:  Zoe Cameron, UGI CNS, Darlington ZC 



 Richard Charnley, Consultant Surgeon, Newcastle Hospitals RC 



 Dawn Elliott, UGI CNS, Northumbria DE 



 Nickola Kilbride, HPB CNS, Newcastle NK 



 Adrienne Moffett, Network Delivery Manager, NESCN AM 



 Jane Osborne, CNS, Gastro, Sunderland JO 



 John Painter, Consultant Gastroenterologist, Sunderland JP 



 Anand Reddy, Consultant Gastroenterologist, Gateshead AR 



 Natalie Robson, Lead UGI CNS, North Tees & Hartlepool NR 



 Sophie Young, HPB CNS, Newcastle SYo 



   



In Attendance Susanna Young, Business Support Assistant, NESCN SY 



   



Apologies: Philip Atherton, Consultant Oncologist, Newcastle PA 



 Anjan Dhar, Consultant Gastroenterologist, CDDFT AD 



 Jeremy French, Consultant HPB Surgeon, Newcastle JF 



 Jessica Green, UGI CNS, CDDFT JG 



 Carolynne Hardy, UGI CNS, South Tyneside CH 



 Mr Mumtaz Hayat, Consultant Gastroenterologist, Northumbria MH 



 Susan Hedley, UGI CNS, Sunderland SH 



 Mohamed Hegab, Consultant Histopathologist, North Tees & 
Hartlepool 



MH 



 Tracey Hughes, Consultant Radiologist, Gateshead TH 



 Deepak Kajariwal, Consutlant Gastroenterologist, CDDFT DK 



 Michelle Mangan, Cancer Unit Manager, Newcastle MM 



 Steven Maxwell, Cancer Unit Manager, South Tyneside SM 



 Sarah Robinson, Consultant Surgeon, Northumbria SR 



 John Scott, Consultant Radiologist, Newcastle JS 



 Jitendra Singh, Consultant Gastroenterologist, Gateshead JSi 



 Kate Sumpter, Consultant Medical Oncologist, Newcastle KS 



 Saksena Sushma, Consultant Gastroenterologist, CDDFT SS 



 Jay Vasani, Consutlant Gastroenterologist, North Tees & Hartlepool JV 



 Nick Wadd, Consultant Clinical Oncologist, South Tees  NW 



 Helen Wescott, UGI CNS, South Tees HW 



 Penny Williams, Research Delivery Manager, CRN PW 



 Mr Kamil Wynne, Consultant Surgeon, South Tyneside KW 



 
 



MINUTES 



1. INTRODUCTION Lead Enc 



 1.1 Welcome and Apologies    



  RC welcomed all to the meeting, introductions were made   
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and apologies listed above. 
 



 1.2 Declaration of Interest   



  No declarations of interest were made. 
 



  



 1.3 Minutes of the previous meeting 22 February 2016  Enc1 



  The minutes of the last meeting were agreed as an 
accurate record. 
  



  



 1.4 Matters arising   



   2 Week Wait Referral Update  Enc 2 



  KE provided an update in advance of the meeting.  There 
has been some recent discussion about having separate 
referral forms for 2ww clinic/ 2ww endoscopy/ non 2ww 
endoscopy. GPs prefer a single form for 2ww and different 
form for non 2ww endoscopy and some secondary care 
prefer 3 separate forms. These may seem like minor points 
but are delaying the process. Any constructive suggestions 
would be much appreciated. 
 
KE would like the group to consider again the pathway for 
patients to get to the HPB team from : 
Direct access CT with findings likely to be pancreatic 
cancer (or liver/ biliary). 
Incidental findings as above from CT done by other 
departments as part of patient investigations. 
 



The latest referral form was shared with the group. 
The group comments were as follows: 



 Direct access to CT – urgent ultra sound to be 
removed and patients should have direct access to 
CT. 



 Clarification whether a separate form should be 
used for non-urgent direct access 



 Renal Function to be identified what is required for 
this (i.e. most recent, last 2 months etc.) also to add 
U&E and EGFR 



 Metformin to be a separate check box 



 Diabetic drugs – to be yes/no answer for each drug. 
 
The group agreed for the form to be sent to JP for further 
amendments and comments returned to KE. 
 
KE asked the group to consider the pathway for patients 
getting to the HPB team but it was felt that this should 
remain as is. 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



JP 



 



   Referral of Patients (appendix 3 of guidelines)   
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  The referral form has been updated and will be 
implemented into the guidelines as this will be used from 
July 2016 for all MDTs.  NK to share the updated form with 
AM. 
 
It was confirmed that all MDTs are currently using this 
form. 
 



 
 



NK 



 



   Chemotherapy Algorithm Guidelines   



  AM reported that we are still waiting for the new version of 
the algorithms.  RC to chase. 
 



 
RC 



 



   Patient follow up procedures   



  At the last meeting it was discussed to add into the 
guidelines that patients can be followed up in their own 
area to avoid travel time for patients.  RC suggested that 
this be added in after the surgical follow up protocol 
section.   
NK/RC to draft some wording and share with AM by the 
end of the week to be implemented into the guidelines. 
 



 
 
 
 
 



NK/RC 



 



2. AGENDA ITEMS   



 2.1 Equity of Access Audit Presentation   



  The data for this presentation is not available at this time.  
Once this information is available this will be shared with 
the group. 
 



 
NK 



 



 2.2 Network Update   



  AM provided an update to the group on the current review 
of the networks. It has been confirmed that the networks 
need to make cuts of 36% and this has meant a loss of 10 
WTE members of staff and will mean a reduction in clinical 
leads. The network will address national priorities as there 
is insufficient resource to address all current work plans.  
 
Following the close of the consultation period for the new 
meeting operating structure for the Northern England 
Cancer Network we would like to thank all who 
responded.    
 
The majority of comments and conversations were very 
supportive of the changes required to ensure the 
maintenance of a cancer network that allows engagement 
and networking for members.    
 
The proposed recommendation was taken to and agreed 
by the Cancer Network Steering Group on 3rd May 2016.   
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We have looked at the arranged meetings for all groups 
until the end of the year with the aim to align them into the 
new structure, distribute them evenly to enable continuing 
support and incorporate a Learning and Audit Event where 
needed.  
  
The proposed plan for the HPB NSSG Group is to combine 
this meeting with the OG NSSG being organised into 2 
separate sections with a shared section for both groups to 
attend.. The next meeting being a learning and audit Event 
scheduled for 2 November.  These changes will aid the 
meeting and event planning for the current and future year 
ahead. 
 
Discussions were held with the group and it was felt that 
they wished to remain a separate group and not combine 
with OG.  The group also felt there was no need to run a 
separate learning and education event as these happen 
already outside the NSSG meetings.  The group would 
prefer to have two business meetings per year.  AM agreed 
to share these comments with the Senior Management 
Team at the Networks. 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



AM 



 2.3 Peer Review   



   Clinical Guidelines 
The clinical guidelines have been sent by Claire McNeill to 
the group in advance of the meeting to be amended and 
endorsed by the group.  If no comments are received 
within two weeks the guidelines will be endorsed. 
 
A discussion was held regarding the radiology section and 
if the protocol was the most current in use, RC to contact 
Ken Scott to confirm. 
 
Kath Jones has asked the group if a radiology audit should 
be undertaken of the numbers of patients without the 
correct type of radiology at referral. This was already being 
done by the Newcastle team., SYo to share this with AM.  
AM to feedback to KJ. 
 
The pancreatic cyst pathway is also being reviewed. 
 



 
 
 
 



ALL 
 



RC 
 
 
 



SYo / 
AM 



 



 2.4 Work Plan   



  The work plan was reviewed and the updated version is 
attached to the minutes.   
 



 Enc 3 



3. STANDING ITEMS   
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 3.1 Research   



  No update has been received. 
 



  



 3.2 Quarterly NSSG Reports   



  The quarterly report is attached to the minutes. The group 
were asked for comments to be forwarded to 
l.wintersgill@nhs.net 
 



  



   COSD Action Plans   



  COSD Data will be used by the new Quality Surveillance 
Process in assessing services.  As a network we need to 
ensure COSD data is accurate and as much information is 
input as possible. 
 
We are therefore drafting a COSD action plan for each 
NSSG.  The group were asked to review the attached 
Level 2 reports for consideration and all to bring back 
comments/suggestions on what you think will be 
most beneficial to include in this action plan and monitor its 
improvement, to the next meeting. 
  
Concerns were raised regarding duplication of data and 
whether this data is already available and to have network 
wide data as well as trust data.  AM to check with LW 
regarding this. 
 
Action completed after meeting: 
COSD is a national mandated dataset that is submitted 
monthly by trusts into the National Cancer Registration 
Service, no additional collection will be required by teams.  
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 



AM 



 



 3.5 Clinical Governance Issues   



  None. 
 



  



 3.5 Survivorship   



  Macmillan project is still ongoing, a band 6 support project 
lead has been advertised with the hope of interviewing for 
this post at the end of June. 
 



  



 3.6 Patient and Carer Update   



  AM has been in contact with the patient representative who 
will be speaking to Barbara Convery to organise an 
induction. 
 



  



 3.7 Any other business   



  Service Improvement Event – this was held last week and 
was well attended.  JP provided some feedback from the 
event and it was suggested that this be held annually.  Big 



  





mailto:l.wintersgill@nhs.net
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agenda items included: 



 Online Referral forms 



 Development of regional wide pathway for 
pancreatic cysts 



 Radiology Protocol 



 Suggestion that HPB rep attends the OG MDT, this 
was felt to be unrealistic with the attendance at 
colorectal MDTs identified as a priority with 
treatment of mets. 



 



 3.8 Meeting dates for 2016   



  TBC 



4. MEETING CLOSE   



     



 
Contact             su.young@nhs.net         tel 0113 8253046 





mailto:su.young@nhs.net










Achieving better access, experience 
and outcome for patients with 



Upper Gastrointestinal cancers in 
the North East and Cumbria 



NHS England Specialised Commissioning team  



Northern Strategic Clinical Network 











Action to date 
Assimilating information on need, performance and quality 



Understanding potential and limits of available information 



Understanding commissioning responsibilities  



Next steps 
Further engagement: professionals and patients 



Further work to review drivers and available insights 



Decide upon, develop and test options for improvement 



Key: what is in our circle of influence – what commissioning 
levers do we have at our disposal to bring about positive 
change? 



 











Big killers 



Number of deaths in UK in 2014 
Source: Cancer research UK, http://www.cancerresearchuk.org/health-professional/cancer-statistics/mortality/common-cancers-
compared#heading-Zero, accessed Sept 2016  
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Poor 
survival 



Source: Cancer research UK, 
http://www.cancerresearchuk.org/health-
professional/cancer-
statistics/survival/common-cancers-
compared#heading-Zero, accessed Sept 2016 
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Upper GI cancers 
Stomach cancer more common in the North 
 



Mortality rate Incidence



11 Northern England 16



9 England 13



6 South East Coast 10



per 100,000 standardised population



Source: National Cancer Registration & Analysis Service, Public Health England, 5 year (2010-2014) pooled age adjusted rates 



Potentially  preventable 



Outcome depends on who you are 





http://www.google.co.uk/url?url=http://www.forbes.com/sites/ryanmac/2014/03/03/the-worlds-youngest-billionaires-2014-31-under-40/&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiz46KNqMXMAhVKJcAKHUYKAJYQwW4IKjAK&usg=AFQjCNHnqWe2Pi__KTOLa-mqLEf87QELzw








In the past… 
% patients treated within 



62 days of referral under 



2WW rule (NESCN)



Q1 09/10 Q2 09/10 Q3 09/10 Q4 09/10 Q1 10/11



Breast 98.3 (338/344) 98.6 (284.5/288.5) 99.7 (300/301) 99 (286/289) 99 (300/303)



Lung 80.4 (229.5/285.5) 80.5 (202/251) 81.3 (182.5/224.5) 84.4 (216/256) 86.6 (200/231)



Gynae 84.8 (78/92) 87.1 (81/93) 88.8 (71/80) 86.5 (83.5/96.5) 79.8 (83/104)



Upper GI 85.4 (105/123) 77.6 (104/134) 83.9 (104/124) 84 (121/144) 79.7 (102/128)



Lower GI 82.4 (164/199) 87 (141/162) 86.9 (172/198) 88.5 (162/183) 84.3 (145/172)



Uro (exc testes) 83.9 (287/342) 87.7 (295/336.5) 89 (324/364) 80.6 (263/326.5) 85.4 (333.5/390.5)



Haem (exc AL) 94.6 (53/56) 84.1 (53/63) 77 (43.5/56.5) 88.5 (46/52) 78.7 (61/77.5)



Head & Neck 75 (45/60) 71.8 (51/71) 78.3 (65/83) 83 (66/79.5) 82.6 (61.5/74.5)



Skin 95.6 (153/160) 95.9 (162/169) 98.5 (191/194) 97 (159/164) 96.5 (192/199)



Sarcoma 75 (9/12) 66.7 (8/12) 50 (*/*) 80 (8/10) 85.7 (9/10.5)



Brain/CNS 0 (0/0) 100 (*/*) 100 (*/*) 0 (0/0) 0 (0/0)



Children's 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0)



Other 85.2 (23/27) 86.2 (25/29) 60.9 (14/23) 84.6 (22/26) 72.7 (16/22)



All cancers 87.3 (1484.5/1700.5) 87.4 (1408.5/1611) 88.8 (1474/1660) 88.1 (1432.5/1626.5) 87.8 (1503/1712)











The situation now… 
% patients treated within 



62 days of referral under 



2WW rule (NESCN)



Q1 15/16 Q2 15/16 Q3 15/16 Q4 15/16 Q1 16/17



Breast 95.2 (317/333) 96.8 (333/344) 97 (319/329) 98.1 (304/310) 97 (328/338)



Lung 69.7 (168/241) 71.4 (197.5/276.5) 71.9 (182/253) 70.3 (172.5/245.5) 69.1 (179/259)



Gynae 87.4 (104.5/119.5) 84.2 (128/152) 85.4 (131.5/154) 77.3 (102/132) 85.9 (130.5/152)



Upper GI 72.5 (111/153) 67.4 (120/178) 70.9 (124/175) 63.5 (99/156) 68.1 (113/166)



Lower GI 80.2 (145.5/181.5) 76.7 (167.5/218.5) 75.4 (156.5/207.5) 79.6 (176/221) 84.6 (184/217.5)



Uro (exc testes) 78.7 (360/457.5) 79.9 (396/495.5) 83.5 (394/472) 82.8 (375/453) 82.5 (429.5/520.5)



Haem (exc AL) 74.2 (72/97) 77.2 (76/98.5) 74.8 (56.5/75.5) 81.1 (73/90) 72.7 (64/88)



Head & Neck 78 (78/100) 67 (74/110.5) 72.3 (86/119) 74.7 (71/95) 66.1 (72/109)



Skin 98.3 (417/424) 97.2 (414.5/426.5) 97 (422/435) 95.8 (361/377) 98.1 (412/420)



Sarcoma 68.4 (13/19) 76.5 (13/17) 70 (14/20) 66.7 (4/6) 80 (14/17.5)



Brain/CNS 100 (*/*) 100 (*/*) 50 (*/*) 100 (*/*) 100 (*/*)



Children's 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0)



Other 77.8 (28/36) 82.6 (19/23) 77.8 (14/18) 86.7 (26/30) 74.2 (23/31)



All cancers 83.9 (1815/2162.5) 82.8 (1939.5/2341) 84.1 (1900.5/2260) 83.4 (1764.5/2116.5) 84.1 (1950/2319.5)











Rising demand… 



Source: Cancer Waiting Times dataset, analysis provided by Strategic Clinical Network 

















Falling performance… 



Source: Cancer Waiting Times dataset, analysis provided by Strategic Clinical Network 



patients treated 











 
 
 
 



NHS England 



CCG 



NHS England 



NHS England 



CCG 



CCG 



NHS England 



Patient pathway and waiting times 











Pathway delay – what, when and why 



Walter et al. The Anderson Model of Total Patient Delay: a systematic review of its 
application in cancer diagnosis. J Health Serv Res Policy, 2012 Apr; 17(2): 110-118 
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NESCN - OG 62 Day Patient Waits (Range : 2-243 Days  n = 2767)
Cancer Waiting Times 2009/10 - 2015/16 (7 years)
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NESCN - HPB 62 Day Patient Waits (Range : 0-247 Days  n = 1325)
Cancer Waiting Times 2009/10 - 2015/16 (7 years)











Independent Cancer Taskforce Report: Achieving World-Class Cancer Outcomes: A strategy for England 2015-2020 
http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf 
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Process mapping: NESCN median wait 
times 2009/10-2015/16 OG cancer 
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Referred
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28 days
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35 days



61 days
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5 days
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Overall Single Provider Treatments Shared Provider Treatments



NESCN median wait times 2009/10-
2015/16 HPB cancer 



Source: Cancer Waiting Times dataset, analysis provided by Strategic Clinical Network 
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Decision to Treat



NESCN Median wait times 2009/10-
2015/16 by treatment modality  



Source: Cancer Waiting Times dataset, analysis provided by Strategic Clinical Network 



OG cancer HPB cancer 











What have we learnt?  
• OG and HPB look different – potentially makes sense to 



separate out, not going to find ‘one size fits all’ solution 
• Diagnostic phase is the longest – path relatively fast 



once decision to treat is made. Focus on this as our 
target area of concern? 



• Inter-provider transfer? May have a bearing, esp HPB.  
Median waits at each stage tend to be slightly longer 
for patients who move between Trusts.  However, 
often this difference is only small and therefore is not 
the complete explanation. 



• Differences by treatment modality? Referral to first 
seen relatively consistent. More variability at 1st seen 
to diagnosis and diagnosis to 1st treatment stages. 
Longer overall waits (drug and radio therapy) 











Patient 1: Complicating co-
morbidities, fitness for treatment, 
complexity of disease in specific 
patient 



 



“Pathway delayed as patient had previous MI and required 
recovery time following stenting before staging could 



proceed.  Further delays to surgery as patient required 
further antiplatelet therapy.”  



“Delay for treatment as surgery was high risk and a major 
undertaking patient wanted time to consider options.” 



Patient 2: delay due to time for 
patients to consider treatment 



“DNA for CPEX and imaging.”  
“EUS delay due to patient compliance with pre-procedure 



guidance” 



Patient 3: Cancellation by 
patient, DNA or lack of 
compliance with pre-procedure 
guidance 



“Delay to MDT discussion capacity issues due 
to Christmas Holidays. Delay for biopsy and 



oncology review due to capacity.”  
 



System 1: delays in imaging, biopsy, 
oncology review, discussion at MDT. 
reasons for delay not always given but 
‘capacity’ often sited. 



“OGD showed no malignancy, CT report 
advised further invests. Triple phase CT 



pancreas protocol or MRI – performed day 63 
following referral to HPB team. Staging EUS 



was then required for histological confirmation 
of cancer.” 



 



System 2: complexity – patients 
requiring multiple tests to establish 
diagnosis, referral across Trusts, 
working across tumour teams, unclear 
primary tumour site. 











Combination of system and patient 
factors 



• Frequently a range of patient and system factors appear to 
interplay to contribute to long pathways [attributed theme in 
brackets after each statement]. 



 
“Delays by patient due to cancellation of OP appt [P3] thinking time 



(patient unsure whether to proceed with chemo) [P2] EUS delays due 
to patient compliance with pre-procedure guidance [P3]. Further delay 



for diagnostic and OP clinical capacity [S1]” 
 



“Patient transferred between tumour sites [S2]. Also referred between 
Trusts to discuss potential treatment [S2]. Patient unfit for treatment 



[P1] and referred back to referring Trust [S2].” 
 
 
 











Provider view via SCN 



 



Referral 
Increase no. of patients seen in 
first 8 days  
Increase no. of patients referred 
straight to endoscopy (STT not 
available in all Trusts (willingness 
to change) 
HPB - Specialist MDT referral 
form – variation in using the 
form.  Is everyone aware of it? 
Are the criteria completed 
correctly? 
GP education to refer STT 
Triage – nurse led triage. More 
guidance so slots not wasted. 



Imaging access 
HPB – CT pancreatic protocol/triple 
phase CT [ how would local hospitals 
know that this is required?] 
Issues around the time it takes to 
perform a pancreatic CT? 
Often patients have a 
chest/abdomen/pelvis CT, then 
require a further pancreatic CT, this is 
double the work and radiation. 
Are there contra indications in 
performing the scan on certain 
patients?  



Staging 
Access to EUS can sometimes be 
a pressure 
Increase EUS capacity would 
need to train staff 



Pre assessment 
Can we 
standardise the 
process? 
Agreed timing, 
content i.e. 
cardio-
pulmonary 
exercise testing 
CPEX 
Access to 
dietetic 
support. 



Treatment 
HPB - Suggestion that inoperable patients should be seen 
back at DGH to be told MDT outcome rather than being 
seen at the Freeman by a clinician they have not seen, 
this would release slots for patients who can be treated.  
Enhanced recovery programme to reduce length of stay – 
evidence of improved outcomes overall. 











Patient view 



• What do patients think about the pathway? 



• How do they think it should be improved? 



• We don’t have a comprehensive 
understanding this…..  
– Very limited insight from ‘Cancer Experience 



Survey’ and no other routine sources of 
information 



– Some hospitals have in the past/currently/in 
future planning to conduct local patient 
satisfaction surveys and other work (fact finding 
ongoing) 











"It is clear that fragmentation 
of care is a reality for patients 
across many health and social 
care pathways. Putting the 
patient at the heart of the re- 
design of services for cancer 
will require a will and 
determination that must be 
realised. This principle should 
be embedded in every aspect 
of the cancer journey, to 
ensure that services are 
responsive to patients’ 
needs."  











Putting patients ‘at the heart’ of service redesign 



Objective 1 
To establish patients’ views and 
experiences of Upper GI cancer 
diagnosis/treatment pathway focusing on 
areas where routine intelligence has 
pointed to potential issues: 
• Time from first seen to diagnosis (CWT) 
• Inter-provider transfer (CWT) 
• Certain treatment modalities (CWT) 
• Information and explanation (CES) 
 



Objective 2 
Explore patients’ ideas for service 
improvement: 
• Get patient input  - solution focused 
• Co-design from must do to how to: 



Explore feasibility of co-design. Is 
there an appropriate approach to 
follow here? Barriers and facilitators 
to adoption? 



• Identifying transferrable insights for 
other cancers/areas of patient care. 



Focus on inequalities (borne out of intelligence showing the inequalities in cancer 
incidence and survival). Do different patients (age, sex, socioeconomic status, 
ethnicity, rurality) have:  
• Different experiences of cancer diagnosis, treatment and care? 
• Different ideas for how things might be improved? 
• View/experience the concept of ‘co-design’ differently? Does the same 



model/approach work with all? If not, why not? 











Summary 
• Upper GI cancers - a tough nut to crack 
• Outcomes unequal and amenable to change: if you 



are young affluent and male you do better than old, 
poor and female...some of this will be down to 
patient factors but treatment and care also matter. 



• Rising demand (referrals) and falling performance 
against 62 day wait target from referral to first 
treatment 



• Strategic imperative to act 
• Limited insight from patients: need to move beyond 



‘must do’ co-design with patients to ‘how-to’ and 
‘do’ 



• Complex picture: need to identify and act upon 
service and system factors within commissioner 
circle of influence 



 











What commissioning levers do we 
have at our disposal to bring about 



improvements? 
• Statement in commissioning intentions 2017/19 



• CQUIN – diagnostic phase 



• QIPP 



• Opportunities with new cancer Alliance e.g. 
through cancer commissioning forum  



• Into the future: commissioning across whole 
cancer pathway? 



• Others? 











Shaping ambition for improvements: 
proposed direction of travel 



• Action to address variability in time from first 
appointment to diagnosis 



• Focus on organisation, capacity and delivery 
of diagnostic services 



• Action around ensuring patients who have a 
diagnosis of Upper GI cancer excluded have 
the opportunities for health behaviour change 
and resources and service models are aligned 
to this 











Independent Cancer Taskforce Report: Achieving World-Class Cancer Outcomes: A strategy for England 2015-2020 pg. 34 
http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf 



“The majority of individuals who 
have an investigative test following 
presentation with symptoms, will 
have had contact with the 
healthcare system, and many will 
have experienced considerable 
anxiety.  As such, they will be 
focused on their health, and many 
will be more receptive to messaging 
around lifestyle risk factors and 
symptom awareness.  This 



represents a ‘teachable 
moment’ which could be used 



to help people modify aspects of 
their lifestyles to reduce a variety of 
conditions. “  



“The health service needs to 
capitalise on these opportunities.”  
 





http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf


http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf


http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf


http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf


http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf


http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf


http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf










Living With and Beyond Cancer 



We have a new work stream with Karen Roberts as Clinical Lead and Anne 



Richardson as Project Facilitator. 



 



We will build on Mathew Crowther’s work however the focus is a little different as the 



Recovery Package is the priority and comprises 



 Holistic Needs Assessment 



 Treatment Summary 



 Cancer Care Review 



 Health and Well Being events 



 



Some of our actions for this year include  



 Evaluating the Treatment Summary which was piloted by some NSSG’s -    



data has been collected however we’ve only  had few responses so we’ve 



decided to extend the questionnaire to include other elements of the Recovery 



Package and plan to gather more data during the NSSG  audit events during 



2017 



 Attending Cancer Locality Groups and NSSG audit days with specific LWBC 



information about their speciality/region 



 Looking at ways to get the Cancer Care Review embedded into GP systems - 



EMIS,  SystemOne etc 



 Looking at other long term conditions e.g. Diabetes to find out how GPs lead on 



LTC management 



 Asking about LWBC commissioning intentions across CCG’s and engaging with 



cancer leads 



 Gathering information on Health and Wellbeing events and initiatives – Anne 



has emailed all NSSGs and is interested to hear if you were involved in any 



during 2015 – 2016 or know of any up and coming LWBC initiatives  
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Meeting: OG NSSG 
Date: 2 February 2016 
Time: 4.30 – 6.30pm 
Venue: Evolve Business Centre 
   
Present: Leonie Armstrong, Palliative Care Nurse Specialist, Northumbria  LA 



 Maria Bliss, CNS, Newcastle MB 



 Michelle Burgess, Specialist Nurse, South Tees MB 



 Zoe Cameron, UGI CNS, CDDFT ZC 



 Anjan Dhar, Consultant Gastroenterologist & UGI Lead, CDDFT AD 



 Dawn Elliott, UGI CNS, Northumbria DE 



 Katie Elliott, GP Cancer Lead, NESCN KE 



 Jessica Green, UGI CNS, CDDFT JG 



 Nick Hayes, Consultant Surgeon, Newcastle NH 



 Adrienne Moffett, Network Delivery Team Manager, NESCN AM 



 John Painter, (Chair) Consultant Gastroenterologist, Sunderland JP 



 Alexander Phillips, Consultant Surgeon, Newcastle AP 



 Sarah Robinson, Consultant Surgeon, Northumbria SR 



 Natalie Robson, UGI Clinical Nurse Specialist, North Tees NR 



 Jay Vasani, Consultant Gastroenterologist, North Tees JV 



 Nick Wadd, Oncologist, South Tees NW 



 Helen Wescott, Specialist Nurse, South Tees HW 



   
Video Conference Mark Irving, Upper GI Clinical Nurse Specialist, Cumbria MI 



 John Wayman, Consultant Upper GI Surgeon, Cumbria JW 



   



In attendance Susanna Young, Administrative Support, NESCN SY 



   



Apologies: Alan Bainbridge, Patient & Carer Representative AB 



 Sadiq Bawa, Consultant Surgeon, Northumbria SB 



 Paula Brooks, MDM Coordinator/Patient Navigator, Newcastle PB 



 Carolynne Hardy, Upper GI/HPB CNS, STFT  CH 



 Susan Hedley, Sunderland SH 



MINUTES 
1. INTRODUCTION Lead Enc 
 1.1 Welcome and Apologies    
  JP welcomed everyone to the meeting and apologies 



were listed above.   
 



  



 1.2 Declaration of Interest   
  None   



 1.3 Minutes of the previous meeting 02.06.15 & 02.02.16   
  The minutes of the previous meetings 02.06.15 and 



02.02.16 were agreed as an accurate record. 
 



 Enc 1a & b 



 1.4 Matters arising   
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  None   
     
2. AGENDA ITEMS   



 2.1 Network Update   
  AM provided an update to the group on the current review 



of the networks. It has been confirmed that the networks 
need to make cuts of 36% and this has meant a loss of 
10 WTE members of staff and will mean a reduction in 
clinical leads. The network will address national priorities 
as there is insufficient resource to address all current 
work plans.  
 
Following the close of the consultation period for the new 
meeting operating structure for the Northern England 
Cancer Network we would like to thank all who 
responded.    
 
The majority of comments and conversations were very 
supportive of the changes required to ensure the 
maintenance of a cancer network that allows engagement 
and networking for members.    
 
The proposed recommendation was taken to and agreed 
by the Cancer Network Steering Group on 3rd May 2016.   
 
We have looked at the arranged meetings for all groups 
until the end of the year with the aim to align them into the 
new structure, distribute them evenly to enable continuing 
support and incorporate a Learning and Audit Event 
where needed.  
  
The proposed plan for the HPB NSSG Group and OG 
group to combine their meeting date with the first part of 
the meeting to be HPB a section in the middle for network 
issues the last part of the meeting will be for OG.  This 
gives the option for attendees to attend either both 
meetings and/or individual parts.  The next meeting will 
be held on 2 November 2016.  These changes will aid the 
meeting and event planning for the current and future 
year ahead. 
 
The group discussed future meetings and agreed they 
would rather have two business meetings going forward.  
The group agreed to hold their own Audit event without 
support from the network.   
 



  



 2.2 62 Day Pathway – RCA Audit   
  AM gave an update provided by Linda Wintersgill.   Enc 2 
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A retrospective audit of UGI breaches in network trusts 
has been undertaken.  Some key findings so far include: 



 Diagnostic Delays – between request and test are 
frequent – in some cases up to 3 weeks between 
request and reporting of results – CT and OGD have 
the longest waits 



 Many  patients are complex – a number have another 
malignancy which in some cases had to be treated 
first; others had significant comorbidities including 
cardiac problems, TIA and AAA – all of which had to 
be considered before treatment 



 Lots of multiple MDT discussions – esp in relation to 
above 



 For shared patients (the majority in this cohort) 
patients are often transferred late in the pathway 



 Patient choice has some impact on waiting times – but 
is not significant for this cohort 



 
 
The full report will be shared with the group and LW has 
asked the group to forward any feedback to her. 
 
JP discussed the future possibilities for a way forward 
with regards to the two week waits.  A discussion was 
also held regarding when PET scans should be 
undertaken and how this could reduce the waiting times.  
The group agreed that PET scans should be done on all 
SCC and advanced gastric patients. This will be included 
within the guidelines. 
 
POST MEETING NOTE 
The report is attached and the group are asked to forward any 
comments to Linda Wintersgill l.wintersgill@nhs.net  



 2.3 Peer Review   
   Clinical Guidelines 



The clinical guidelines are available on the Network’s 



website.  http://www.nescn.nhs.uk/nssg-
oesophagogastric-og-nssg/ 
 
As part of the Peer Review process for 2016 the group 
are asked to endorse the document including the 
agreements within 2.7 and 2.9 
 
The group noted that the 62 day pathway would be to 
aspire to 1 week.  JP to review the guidelines and once 
happy with this the group agreed to endorse the 
document. 



  





mailto:l.wintersgill@nhs.net


http://www.nescn.nhs.uk/networks/cancer-network/cancer-network-groups/nssg-oesophagogastric-og-nssg/


http://www.nescn.nhs.uk/networks/cancer-network/cancer-network-groups/nssg-oesophagogastric-og-nssg/
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   Work Programme 
The work programme was shared with the group and no 
updates were recorded.  The group endorsed the work 
plan. 
 



  



 2.4 2 Week Wait Referral Update   
  The updated form has been shared with the group.  KE 



provided the group with the background to the form and 
asked the group for any further comments.  The group 
agreed some editing was required to the layout which KE 
agreed to make the relevant changes. 
 
Discussions were held regarding the iron deficiency 
pathway. 
 
It was suggested that a regional direct to test endoscopy 
referral form be developed for non 2 week wait referrals. 
 
Suggestions for additions to forms to include anaemia 
and significant weight loss to be referred straight to CT 
scan rather than endoscopy. 
 
KE agreed to amend the form with the suggestions 
provided and the group endorsed the form.  
 



  



 2.5 Audit Event Evaluation Report   
  The audit event evaluation report has been shared with 



the group and they were asked to sign this off.  The group 
endorsed the document and the report will be available 
on the Network’s website. 
http://www.nescn.nhs.uk/networks/cancer-network/cancer-network-
groups/nssg-oesophagogastric-og-nssg/  



 



  



 2.6 RFA for Barrett’s Oesophagus Dysplasia at CDDFT   
  AD asked that this be added to the next audit event and 



asked the group to provide figures for this.  Low grade 
dysplasia numbers have reduced.   
 
It was noted that EMR rates in the region are the lowest 
in the country. 
 



  



 2.7 Consistency of HER-2 testing & Interpretation   
  NH discussed with the group the classification of HER 2 



testing and interpretation.  
 
The group agreed to follow the NICE guidance and 
ratified HC3. 
 



  





http://www.nescn.nhs.uk/networks/cancer-network/cancer-network-groups/nssg-oesophagogastric-og-nssg/


http://www.nescn.nhs.uk/networks/cancer-network/cancer-network-groups/nssg-oesophagogastric-og-nssg/
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 2.8 Management of Patients developing venous 
thromboembolic disease 



  



  NH noted that their trust had recorded as a near miss for 
a patient.  The trust has looked into what the right 
approach should be for the management of VTE.  
 



  



 2.9 Management of patients anticoagulation status prior 
to referral 



  



  NH discussed the need to get patients through a 
complicated pathway quickly especially for those who are 
on anticoagulant medication.  It was suggested that these 
patients be transferred to different medication to avoid 
delays in the system. Queries were raised with regards to 
the supply of medication; there was a difference across 
the trusts whether this would be provided by primary care 
or secondary care 
 
 It was agreed the referral team would initiate this change 
in medication to reduce delays. 
 



  



3. STANDING ITEMS   
 3.1 Audit   
  The next meeting on 2 November was scheduled to be an 



Audit and learning event.  As the group have agreed to 
arrange their own educational audit event the next 
meeting will now be a business meeting with the new 
format combining it with HPB. 
 



  



 3.2 Research Action Plans   
  The research action plans were shared with the group.  



The group were informed that trusts were reported as 
non-conferment against these measures as not all trusts 
submitted within the time scales.   
 
Discussions were held whether other sites could open 
further trials.  JP suggested that a letter be sent to each 
MDT lead to open trails within their centres.   
 
AM suggested that PW be contacted who will be able to 
answer any queries that the group have.  AM to discuss 
this further with Dr Branson, Medical Director for the 
Networks. 
 



  



 3.3 Cancer Waiting Times Report   
  Cancer Waiting Times will be discussed and presented at 



the next meeting under the new format. 
 



  



   COSD Action Plan 
COSD Data will be used by the new Quality Surveillance 
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Process in assessing services.  As a network we need to 
ensure COSD data is accurate and as much information 
is input as possible. 
 
We are therefore drafting a COSD action plan for each 
NSSG.  Please find attached the Level 2 reports for 
consideration and all to bring back 
comments/suggestions on what you think will be 
most beneficial to include in this action plan and monitor 
its improvement, to the next meeting. 
 



 3.4 CNS Update   
  The CNS had no issues to report but reported that they 



have not met.  Plans are to arrange a CNS meeting.  
 



  



 3.5 Patient and Carer Update   
  There was no update available at today’s meeting. 



 
  



 3.6 Governance Issues   
  None. 



 
  



 3.7 Any Other Business   
   Vice Chair 



JP asked the group for nominations for a Vice Chair.  It 
was agreed that a Job description will be sent with the 
minutes and for nominations to be sent to JP within one 
month.  
 



 Thank you 
The group thanked NH for the work he has done as Chair 
of the group and wished him well in the future. 
 



 Enc 3 



 3.8 Next Meeting   
  23 November 2016, Evolve Business Centre, 3.00 – 



5.00pm 
 



  



4. MEETING CLOSE   



Contact    su.young@nhs.net    Tel 011382 53046 





mailto:su.young@nhs.net
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Meeting: OG NSSG 
Date: 2 June 2015 
Time: 4.30 – 6.30pm 
Venue: Evolve Business Centre 
   
Present: Leonie Armstrong, Palliative Care Nurse Specialist, 




Northumbria 
LA 




 Alan Bainbridge, County Durham & Darlington CCG AB 
 Anjar Dhar, Consultant Gastro/UGI Lead Clinician AD 
 Dawn Elliott, UGI CNS, Northumbria DE 
 Jessica Green, UGI CNS, CDDFT JG 
 Carolynne Hardy, Upper GI/HPB CNS, STFT CH 
 Nick Hayes, Consultant Surgeon, Newcastle NH 
 Mark Irving, North Cumbria MI 
 Adrienne Moffet, Network Delivery Team Manager, NESCN AM 
 Jane Osborne, CNS Gastro, Sunderland JO 
 Kate Sumpter, Medical Oncologist, Newcastle KS 
   
   
In attendance Susanna Young, Administrative Support, NESCN SY 
   
Apologies: Paula Brooks, MDT Administrator, Newcastle PB 
 Fareeda Coxon, Consultant Medical Oncologist, Newcastle FC 
 Rory Farrell, Consultant Surgeon, Gateshead RF 
 Rob Holmes, Consultant Radiologist, Newcastle RH 
 John Painter, Gastroenterologist, Sunderland JP 
 Anand Reddy, Consultant Gastroenterologist, Gateshead AR 
 Sarah Robinson, Consultant Surgeon, Northumbria SR 
 Natalie Robson, UGI Clinical Nurse Specialist, North Tees NR 
 Yks Viswanath, Consultant Gastroenterologist & Trust Cancer 




Lead  
YV 




 Kamil Wynne, Consultant Surgeon, South Tyneside KW 
   
   




MINUTES 
1. INTRODUCTION Lead Enc 
 1.1 Welcome and Apologies    
  NH welcomed all to the meeting and apologies were 




noted. 
 




  




 1.2 Declaration of Interest   
  Declarations of interest were made- 




NH - Treasurer of Aurgis 
 
 




  




 1.3 Minutes of the previous meeting 02.02.15  Enc1 
  Minutes agreed as a true and accurate record.   
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 1.4 Matters arising 




 
  




   Radiology Update   




   
AM reported on behalf of KJ.  AM noted it appears there 
are delays in waiting times for CT scans in Cumbria, 
therefore patients are having their scans carried out in 
Newcastle.  KJ has emailed Mr John Wayman OG 
Surgeon and Jon Berry Clinical Director of Radiology in 
Cumbria to find out what are the issues. 
 
John Berry’s reply - Even with extended hours and 
weekend scanning the main problem remains CT 
capacity.  However, the main impact of this is on the non-
2-week wait patients.  
We are currently trying to establish the case for a second 
CT at CIC which should help but this is likely to be at 
least 12 months away. 
 




  




     
     
   62 Day Pathway Update   




   
This was very well represented by most of the Trusts and 
some commissioners.  It was a very successful day which 
stimulated a lot of conversations about how we can 
reduce the pathway for Colorectal, Lung, HPB, OG and 
Urology.  A report has been produced which has gone to 
Sean Duffy, Trust Medical Directors, Cancer Trust Leads, 
Cancer Managers and the NSSG Chairs and Vice 
Chairs.   
 
NESCN offered each tumour site (at the event) the 
opportunity to have a process mapping session carried 
out at one of the hospitals of their choice to visually see 
where bottlenecks and waste occur within the pathway: 
 
Lung  – North Tees 
Urology – Cumbria 
Colorectal – Sunderland 
OG           – South Tees and Newcastle 
HPB           – Newcastle 
 
We are currently in early discussions with the Cancer Unit 
Managers to see the best way to progress this piece of 
work.  The lung pathway will be the first project. 
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Action: 
62 day pathway event report to be circulated with the 
minutes. 
 




 
Enc 2 




 




     
     
   Nurse Specialist Provision   




  KJs action was to send a letter on behalf of Nick Hayes 
(chair) to the MDT leads to ask who their CNS’s are, did 
they have cover when on leave, and was the post FT or 
PT.  There has been no progress on this. 
 
AD provided an update on the Nurse Specialist Provision 
- AD noted their nurse is on long time sick; no 
replacement has been made yet.  This is due to HR 
issues as they are unable to appoint whilst the nurse is 
off.  JG is covering but does not have capacity to cover 
the whole service.  CH suggested that they ask for a 
secondment opportunity for a ward nurse to be 
considered as a development opportunity. 
 
The group noted that some trusts have no cover for when 
staff are on leave. 
 




  




     
     
   Patient Delays due to patient choice   




   
An overview report on the impact of patient choice of 
cancer waiting times targets was compiled and presented 
by Roy McLachlan to the National Cancer Waiting Times 
Steering Group.  Although report was well received, it 
was agreed that the issue of changing rules to permit the 
re-introduction of pauses for patient’s choice would not be 
taken forward.   
The report is attached to the minutes for information. 
 
Site specific analysis – these are currently being complied 
(5 years data) and will be circulated when available.  It is 
planned to split Upper GI into OG and HPB. 
 
LW to do presentation at the next meeting which will be 
the audit event. 
 




 
 
 
 
 
 
 
 
 
 
 
 
 
 




LW 




 
 
 




     
     
2. AGENDA ITEMS   




 2.1 Audit Day Event Programme Suggestions   
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  Topics to be covered are to include: 




 Barrett’s management EMR and RFA/BSG 
guidelines 




 Feedback from national campaign 




 RFA and Dysplasia In Barrett’s Oesophagus 
 




NH asked if anyone has any audits that they wish to be 
presented to contact him so that a draft programme could 
be put together. 




 
 
 
 
 
 
 
 




ALL 




 




     
     
 2.2 Peer Review – Review of Documentation   




  It was noted that these documents required amending 
and re writing. 




  




   Annual Report   




  NH requested that a link for feedback documents be 
added to the report rather than in putting the whole 
document into the annual report. 
 
NH informed that this will be sent to all members of the 
group for comments to be returned. 




 
 
 
 
 




ALL 




 




     
     
   Constitution   




  Population tables were discussed, an issue was raised 
regarding Redcar having no population 
 
The group endorsed the document however it will to be 
sent out to all members of the group for any 
amendments. 




  




     
     
   Clinical Guidelines   




  It was noted that there was discrepancies within this 
document.  NH noted that the documented needed re-
writing and updating with all relevant information. 
 
NH asked if pre malignant guidelines be included.  It was 
suggested that a link to the information be added.  The 
group agreed that this should be included. 
 
NH has contacted Paul Brennan regarding the genetics. 
 
NH to send suggested contents and identifying which 
team should deal with each chapter and then NH will do a 
final edit. 
Deadline for this will be 10 days as all responses are 
required to be submitted to Claire McNeill by 20 June 




 
 
 
 
 
 
 
 
 
 
 
 
 
 




ALL 
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   Work Programme   




  This requires tidying up.   
 
A business case has been put forward for the RFA in 
Cumbria. 
 
Protocols needs to be added to guidelines. 
 
Harmonise chemotherapy to be removed as this is now 
standard across all sites 
 
Electronic Prescribing – Sunderland and South Tyneside 
are still using paper format.  A discussion is required with 
Steve Williamson for clarification whether this is still 
required as a target remit of this group. 
 
Audits – AM to ask leads for updates 
 
Research Trials – KS is now lead for this and is in the 
process of gathering information from all trusts. 
 




 
 
 
 
 
 
 
 
 
 
 
 
 
 
 




AM 
 
 




 




     
     
3. STANDING ITEMS   
 3.1 Audits   
  This item was discussed above under audit day event.   
     
     
 3.2 Research   
   Programmes of Improvement 2014   




  Responses have been received from the MDTs from 
North Durham and Cumbria.  Responses are required 
from all trusts to see what resources each unit has. 
 
NH suggested that the template be circulated to each site 
lead for completion. 




  




     
     
 3.3 Cancer Waiting Times   
  Previously discussed under the 62 day pathway.   
     
     
 3.4 CNS Update   
  No update provided   
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 3.5 Patient and Carer   
  No issues to be raised.   
     
     
     
 3.6 Clinical Governance Issues   
  None   
     
     
 3.7 Any other business   
  None   
     
     
 3.8 Sign Off of Minutes   
     
     
 3.9 Meeting dates   
     
  Wednesday  4 November 2015 (Audit Event), 1.00pm -5.00pm Ramside 




Hall Hotel, Durham 
4. MEETING CLOSE   
     
Contact    Claire.mcneill@nhs.net    Tel 011382 52976 







mailto:Claire.mcneill@nhs.net


























Northern England Strategic Cancer Network




Cancer Waiting Times









Introduction









The Northern England Strategic Clinical Networks (NESCN) are aware of the difficulties all Trusts are experiencing to reach the Cancer 62 day target, delivery of which is mandated in the NHS Constitution.  For that reason the Northern England Strategic Cancer Network held an event in February to work together with commissioners and providers, to determine what improvements to current pathways would help ease the 62 day challenge.  









There is also an increasing concern that the proposed changes to NICE Guidelines for referrals of patients with possible symptoms of cancer will lead to increased demand for diagnostic services.  By taking a proactive approach to looking at pathways it is hoped that sufficient headroom can be executed to avoid an impact on Cancer Waiting times.









There were five cancer pathways which were discussed at the event - Colorectal, HPB, Lung, Oesophagogastric and Urology.









Methodology









Stakeholder engagement for this event was paramount therefore meetings were arranged with the Chair and Vice Chair of the five Network Site Specific Groups (NSSGs), along with NESCN representatives.  At these meetings we discussed the challenges each group were experiencing and how this could inform the discussions of the day.









The premise of the event was to have representation from multiple disciplines to come together to discuss how as a collective we can look at the pathways and determine how best to reduce the breaches from happening.









Invitations were sent to Trust Medical Directors and Cancer Leads, Commissioners and Support Services, Cancer Unit Managers and GP Cancer Leads.  It was important to have representation from diagnostics, therefore those Pathologists and Radiologists who had a specialist interest in the 5 tumour sites were also invited along with a number of patient representatives.









Sean Duffy, National Clinical Director for Cancer kindly agreed to provide an introduction which was filmed and then played at the beginning of the event.









Event









The event was held at the Durham Centre on 26 February, with a total of 61 delegates attending.









A presentation was given by the Network Information Manager showing a baseline of activity data pertaining to the five tumour sites.  There were also presentations from endoscopy, pathology and radiology who gave a regional picture of diagnostics.  All five chairs from each NSSG gave an overview of the challenges being experienced network wide.









Following the presentations there were two rounds of workshops (tumour site specific) with a remit of how to address the challenges which had been presented earlier in the day.









Themes









The principal themes to emerge from the discussions are given in the table below









					Primary Care




					




· GP’s through the Network to inform patients they are on a 2ww




· Patients should leave the surgery with a patient information sheet




· Can this be measured?




· Guidance re existing treatments – PPI, NOAC




· Choose & Book – patients to leave surgery with appointment




· GPs to consider timing of referral (not when patient going on holiday)














					Diagnostics




					




· Algorithm for all diagnostics, particularly those which can be upgraded , i.e. EGFR, CXR, ultrasound 




· Re look at imaging protocols




· DTT where possible




· Parallel requests




· PET CT waiting and reporting times – patchy














					Treatment




					




· Reduce the 14 day target  - different target date for each tumour site




· Oncology capacity




· Safety netting




 









					MDT




					




· Patients should be fully worked up before being discussed at MDT and within a short time frames














					Clinicians




					




· Tertiary referrals should not wait for MDT discussion/decision 




· To use autonomy when making decisions




 









					Communication




					




· Better communication and coordination between sites




· Pathway Coordinators




· Patients should be informed of 62 target/pathway




 









					Pathway




					




· Relook at pathways














					Capacity




					




· Resource to identify bottlenecks




· Capacity implications


































Actions









It was agreed that through this summary of the workshops each of the NSSG’s would be asked to consider the detail of how the relevant pathways could be redesigned to improve waiting times for patients.









In order to help this work it was suggested that some Process Mapping of the diagnostic elements of clinical pathways be undertaken in Trusts across the Network.  To date the suggested approach would be









· Colorectal – Sunderland




· Lung – North Tees




· Urology – North Cumbria




· HPB – Newcastle




· OG – South Tees









The aim would be to complete this work by autumn 2015.









[bookmark: _GoBack]
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Meeting: OG NSSG 
Date: 2 February 2015 
Time: 2.00pm 
Venue: Evolve Business Centre 
Present: Maria Bliss, RGN, Newcastle MB 
 Nick Hayes, Consultant, Newcastle Hospitals NHa 
 Sue Hedley, CNS, Sunderland SH 
 Kath Jones, Network Delivery Lead, NESCN KJ 
 Jane Osborne, CNS, City Hospitals Sunderland JO 
 John Painter, Gastroenterologist, Sunderland  JPA 
 Claire Sedgwick, OG Clinical Nurse Specialist, Newcastle 





Hospitals 
CS 





 Jayesh Vasani, Consultant Gastroenterologist, North Tees JV 
 Penny Williams, Research Manager PW 
In attendance Claire McNeill, Peer Review Co-ordinator, Northern Clinical 





Networks, 
CM 





 Linda Wintersgill, Information & Audit Manager LW 
Apologies: Dr Paula Mulvenna Consultant Clinical Oncologist, Newcastle 





Hospitals 
PM 





 Viswanath Yks, Consultant Gastroenterologist, South Tees 
Hospitals Trust 





VY 





 Kate Sumpter, Consultant Medical Oncologist, Newcastle 
Hospitals 





KS 





 Nicola Hewitson, CNS, CDDFT NHe 
 Deepak Kejariwal,  Consultant Gastroenterologist, CDDFT DK 
 Jessica Green, UGI CNS, CDDFT JG 
 Helen Wescott, Upper GI CNS, South Tees Hospitals Trust HWe 
   
  





MINUTES 
1. INTRODUCTION Lead Enc 
 1.1 Welcome and Apologies    
  NH welcomed all to the meeting, apologise as listed above. 





 
  





 1.2 Declaration of Interest   
  No declarations of interest were made. 





 
  





 1.3 Minutes of the previous meeting 02.06.14  Enc1 
  Minutes agreed as a true and accurate record. 





 
  





 1.4 Matters arising 
 





  





   Radiology Update   





     
  Further discussions highlights the pathway for obtaining a 





CT scan locally is working well. However further discussion 
needs to be undertaken with Cumbria to identify if the issue 





KJ  



















 
 





 





2 
 





is with OG or HPB imaging. KJ to take forward. 
CS advised Cumbria’s issue is around OG. 
Group discussed previously staging CT scan had not been 
done to protocol but this is now less of an issue. JP 
advised this would be discussed under the 62 day 
pathway. Group suggested Cumbria may benefit from 
feedback from the network.  





     
   Radiotherapy and Chemotherapy Update   





     
  Group discussed this and agreed there were delays within 





both radiotherapy and chemotherapy.  KJ advised this 
would be discussed under the 62 day pathway delays. 





  





     
   Pathway Improvement Suggestions   





     
  JP advised pathways compressed, in particular around 





radiology. CT scans taken in advance of appointment with 
clinician and then brought to clinic within 2weeks. JP 
advised this had significantly improved the lung pathway as 
well as other site specific pathways. JP advised 
Sunderland will always try to offer all patients appointment 
within 7-10 days.  Group discussed processes at other 
Trusts. NH suggested reviewing the GPs referral to reduce 
delays. JP discussed additional PET scans can delay 
pathway by upto 2 weeks. NH advises PET scans should 
be discussed at the 62 day event. 





  





     
   Nurse Specialist Provision   





     
  Group discussed if nurse specialist cover was adequate.  





KJ to send request to obtain details from all clinical leads 
on each site to obtain details of lead nurse and deputy who 
covers. KJ to feedback at next meeting. 





  





     
2. AGENDA ITEMS   
 2.1 Patient delays due to patient choice- presentation   
  LW discussed patient delays and document attached for 





information. As a network the UGI target is frequently 
missed.  LW advised Roy McLachlan, associate director 
suggested the reintroduction of pauses at the national 62 
day group, which is being considered.  Group discussed 
how many days the pathway would need to be compressed 
to achieve the target. LW plans to have this information 
available for the 62 Day event being held on the 26 
February 2015. 
NH asked for the UGI data to be split into OG and HPB for 
discussion at the event.  LW agreed to provide this.  





 
 
 
 
 
 
 
 
 
 
 





Enc 2 
Enc 3 
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NH suggested looking at all pathways and identify were the 
biggest variations are and focus on this.  
LW to forward data to JP and NH for their views prior to the 
62day event. 
LW suggested circulating the cancer waiting times to the 
group for information. This will now include delay codes to 
provide more detailed information. LW to look at label for 
upgrades.  LW to send upgrade data for Sunderland to JP.  
 





 
 
 
 
 
 





LW 
 





 2.2 Work Programme   
  Reviewed and updated. 





 
  





 2.3 Audit Day Evaluation   
  Group discussed the evaluation report.  Group agreed to 





hold another audit event this year. NH asked for any 
suggestions towards to programme.  CS suggested 
providing feedback from her presentations to CNS raising 
awareness of OG cancer. Group also suggested feedback 
on campaigns.  JP asked if the nurses could provide this. 
NH asked if all to consider any presentations / educational 
for November.  





All  





     
3. STANDING ITEMS   
 3.1 Audit   
     
  Discussed under work programme.   
     
 3.2 Research   
     
  PW discussed the two attached documents  Enc 4 
    Enc 5 
   Programmes of Improvement 2014   





     
  Group acknowledged that programmes of improvement for 





2014 (relating to recruitment in 2013) had not been 
endorsed. PW will be circulation figures for trial recruitment 
2014 which will need to be endorsed in 2015. All MDTs to 
bring back to the next meeting. PW currently working on up 
to date list of trials available which will be uploaded to the 
website.  





All 
MDTs 





 





     
 3.3 CNS Update   
     
  JO advised full time CNS now recruited. 





Northumbria advised one member of staff down with no 
cross cover. 
 
 NH advised group has already discussed formalising 
cover. 
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 3.4 Survivorship   
     
  Not required as a standard agenda item. CM to remove. CM  
     
 3.5 Patient and Carer   
     
  No update. NH asked to amend agenda to patient issues. 





KJ to discuss with Network. 
KJ  





     
     
 3.6 Clinical Governance Issues   
     
  NH discussed patients referred to Newcastle being  





advised they would be having an operation by  the referring 
hospital and are not eligible for such. NH requested a more 
realistic approach from the referring centre  





All  





     
 3.7 Any other business   
     
   Radiotherapy protcols 





Cross regimens including given chemo rads which has 
limitation and there are issues around doses. CM to send 
email address to NH. 
 





 
 





CM 





 





  62 Day event. 
 





  





  KJ to send out invites for the 62day event. 
 





KJ  





 3.8 Sign Off of Minutes   
     
  Group endorsed the minutes.   
     
 3.9 Meeting dates   
     
  Tuesday 2 June 2015, 4.30pm – 6.30pm, Evolve Business Centre 
  Wednesday  4 November 2015, 1.00pm -5.00pm Venue TBC 
4. MEETING CLOSE   
     
Contact    Claire.mcneill@nhs.net    Tel 011382 52976 









mailto:Claire.mcneill@nhs.net
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Name of Group / Meeting: OG NSSG 






Date: 2 June 2014 






Time: 4.30pm -6.30pm 






Venue: Evolve Business Centre, Houghton Le Spring 






Present: Maria Bliss, RGN, Newcastle MB 






 Jackie Brown, Cancer Manager, North Tees and Hartlepool JB 






 Nick Hayes, Consultant, Newcastle Hospitals NHa 






 Nicola Hewitson, CNS, CDDFT NHe 






 Kath Jones, Service Improvement Facilitator, NECN KJ 






 John Painter, Gastroenterologist, Sunderland  JPA 






 Sarah Robinson, Consultant Surgeon, Northumbria SR 






 Jayesh Vasani, Consultant Gastroenterologist, North Tees JV 






 Penny Williams, Research Manager PW 






 Helen Wescott, Upper GI CNS, South Tees Hospitals Trust HWe 






In attendance: Claire McNeill, Peer Review Co-ordinator, Northern Clinical Networks, CM 






Apologies: YKS Viswanath, Consultant Gastroenterologist, South Tees Hospitals Trust YKS 






 Dawn Elliot, UGI Cancer Clinical Nurse Specialist, Northumbria Healthcare DE 






 Linda Wintersgill, Information & Audit Manager LW 






 Dr Paula Mulvenna Consultant Clinical Oncologist, Newcastle Hospitals PM 






 John Wayman, Consultant Surgeon, North Cumbria JW 






 Rob Holmes, Newcastle Hospital RH 






 Anjun Dhar, Consultant Gastroenterologist, CDDFT AD 






 Jane Osborne, CNS, City Hospitals Sunderland JO 






 Sam Dresner, Consultant Surgeon, South Tees Hospitals Trust SD 






 Dave Clarkson, CNS, Gateshead Health Trust DC 






 Christopher Baylis, Patient & Carer Representative, NECN CB 
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rief Summary of Meeting: NSSG  






 






ACTION POINTS: 






Agenda 
Item 






Subject Actions 
Target 
date 






Person 
responsible 






1b Action Points 
10.02.14 






Agreed as a true and accurate record.   






1c  Radiology Update KJ updated on the work undertaken to look at the process of 
obtaining a CT scan locally after discussions at a specialist MDT. 
Nurses were requested to undertake a retrospective audit on 5 
patients.  One received feedback from Durham and Darlington, which 
recorded time taken to obtain a CT scan was over a month.  






KJ advised additional feedback was required to establish the process 
before analysing data. 






Group agreed it should only take one week to obtain a CT scan. All 
agreed patients should receive as much scanning at the local 
hospital as possible to ensure no delays are experienced.  






Group agreed to obtain baseline. KJ to contact CNS for additional 
request. CNS to complete and return to KJ by 03.07.14 






 






 






 






 






 






 






 






 






03.07.14 






 






 






 






 






 






 






 






 






KJ/CNS 






 Radiology- Quality of 
CT Image 






NH has discussed the quality of CT images in CT PET with RH who 
confirmed they are not yet of a standard that can replace stand-alone 
CT images.  Some patients are being referred for CT PET earlier in 
the pathway and the group acknowledged the need for clinicians to 
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Agenda 
Item 






Subject Actions 
Target 
date 






Person 
responsible 






use their common sense in arranging investigations in a suitable 
order, particularly if this prevents delays and breaches.  The group 
agreed each case should be considered on an individual basis. 






 Radiotherapy and 
Chemotherapy 
Network Treatment 






No update available. KJ to feedback at next meet. Jan 15 KJ 






 OG Consultant 
Survey update on 
Survivorship 






SD updated on follow-up survey via email. A trainee is currently 
working on survey and this will be distributed to all oncologists, 
specialist nurses and surgeons involved. Plan to present this 
information at the audit day.  






Work program to be updated accordingly. 






 






12.11.14 






 






 






 






SD 






 Pathway 
Improvement 
suggestions 






AD updated on current situation. NH advised the more investigations 
that can be done in parallel prevents delays and urged all to consider 
any additional investigations that may be required at the beginning of 
the pathway.  NH agreed pathways are complex and delays are being 
incurred when patients are being referred between MDTs. JPa 
advised of changes introduced to Sunderland’s pathways. 






 NH asked JPa to feedback findings. 






 






 






 






 






Jan 15 






 






 






 






 






JP 






 






 Patients delaying 
treatment - Breaches 






20% of delays were due to patient’s choice. Document attached for 
information.  






Group agreed Clinical Trials was not considered as a reason to delay 
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Agenda 
Item 






Subject Actions 
Target 
date 






Person 
responsible 






and should be moved to be included within the thinking time figure.  






Complex diagnostic resulted in 60 cases being delayed and group 
agreed this needs to be improved. NH asked if denominators could 
also be included in any future, as breaches are attributed to the 
treating trust.   






NH requested 13/14 data to be produced to review this data again.  






Group felt further analysis of data is required, 






Clarification needs to be obtained for the following; 






 complex case – if patients have had secondary primary 
tumours identified.  






 medical reason- additional information if available. 






 Elective Capacity inadequate- needs to be clarified exactly 
where the issues are. 






NH advised the data information staff must all be processing to the 
same standards.  






CM to discuss with Linda Wintersgill to ensure this data is available. 






 






 






 






 






 






 






 






 






 






 






 






 






12.11.14 






 






 






 






 






 






 






 






 






 






 






 






 






CM 






2a Guidelines for 
Generic Risk 
Assessment and 
surveillance of 
individuals with a 
family history of 






NH advised of a complaint received that this guideline was included 
within the clinical Guidelines without documented authorisation.  
This has now been removed. 






Until referral guidelines are updated and authorised by the Regional 
Genetics Service, OG cancer patients should be referred for a genetic 
opinion if presenting young, with family members with the disease or 
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Agenda 
Item 






Subject Actions 
Target 
date 






Person 
responsible 






gastric or OG cancer if many family members diagnosed with ANY cancer . 






The MDTs should record their decision on whether or not each 
patient is referred to genetics. 






2b Peer Review    






 Annual Report Documents circulate to the Group this morning and comments to be 
forwarded to CM by 14.6.14 and then considered as endorsed. 






14.6.14 all 






 Work Programme Documents circulate to the Group this morning and comments to be 
forwarded to CM by 14.6.14 and then considered as endorsed. 






14.6.14 all 






2c Research PW introduced herself as the new Research Delivery Manager and 
gave an updated on changes with the research network. 






  






 Programmes of 
Improvement 






Durham was the only MDT to submit a programme of improvement. 






PW asked how the research network could support this process 
however stressed the MDTs are responsible for the own programmes 
of improvement.   






PW also informed of the objective to increase recruitment into cancer 
studies on the NIHR CRN portfolio overall.  A target of 20% has been 
set for recruitment to cancer studies as a proportion of the LCRN 
cancer incidence.  






PW to contact MDT research leads to ensure the process is 
understood fully.   






PW discussed the MDT handbook previously provided via email. PW 






 






 






 






 






 






 






 






03.07.14 






 






 






 






 






 






 






 






NHa 
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Agenda 
Item 






Subject Actions 
Target 
date 






Person 
responsible 






suggested this information is provided via the network website and 
will contact the MDT research leads. NH to discuss with the 
administrator of the MDT and feedback.  






PW to contact all other MDT leads to ensure they are aware of the 
process and to request all MDT leads forward complete programmes 
of Improvement to CM by 31.08.14.   






CM to provide details of MDT leads to PW. 






 






03.07.14 






31.08.14 






10.06.14 






 






PW 






MDT Leads 






CM 






2d Patient and Carer SD sending out summary for follow up- awaiting feedback and SD 
intends to present audit at the audit event in November. 






KJ asked if this relates to follow up in primary care.  NH felt this 
should be up to GPs to provide and group felt no further action was 
required. 






  






2e Audit 






Thromboembolic Complications or pre-operative chemotherapy  






Update - 






NH suggested a re-audit of this data would be beneficial and if this 
should be considered for the audit event in November. NH to review. 






 






 






12.11.14 






 






 






NHa 






3a 
Clinical Governance 
Issues 






none   






3b Any other business 
Audit event- NH asked all to consider audit to be presented at the 
audit event and provide details to NH. 






KJ to contact Jo Preston for national update and asked if this could 






03.07.14 






 






All 
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Agenda 
Item 






Subject Actions 
Target 
date 






Person 
responsible 






be presented at the audit event.  






The delays in treatment – CM to ask Linda Wintersgill if the expanded 
data (as discussed in agenda item 1c) could be presented. 






03.07.14 






 






03.06.14 






KJ 






 






CM 






 
Nurse Specialist 
Provision 






NH asked what robust cover arrangements were in place to cover 
leave.   






Group requested that all MDT leads and CNSs could demonstrate 
steps in place to provide cover when on leave.  In first instance, 
failure of adequate cover was to be referred to the MDT lead. 






12.11.14 All MDT 
Leads/ 






CNS 






12. Close of meeting 
Next meetings; 






Wednesday 12 November 2014, 12.30 -17.00 (Audit Event) The Durham Centre 






 






Contact                                                            Claire.mcneill@nhs.net                                                     tel  0113825 2976 











mailto:Claire.mcneill@nhs.net






















2012/13 Delay Analysis Summary for 62Day Upper GI Patients 






62 Day - (Report 3.1)






South 






Tyneside
Sunderland






North 






Cumbria
Gateshead Newcastle Northumbria South Tees






North Tees & 






Hartlepool
CDDFT NECN






DNA 0 0 0 0 0.5 0.5 0 1 0 2






Patient Choice 0.5 3 1 1 9 3 6 1.5 4 29






Capacity 2 2 1 1 7 0.5 4 0 1.5 19






Admin 0 0 0 0 1 0 0 0 0 1






Medical Reason 0 2 0 2 6 2 3.5 1.5 2 19






Other/Unknown 0 0.5 1 0 2 1.5 3 1.5 3.5 13






Complex Diagnostics 0.5 4.5 5 3 19 6 11 1.5 9.5 60






Late referral to treating trust 0 0.5 0 0 0.5 1 0 0 1 3






Total 3 12.5 8 7 45 14.5 27.5 7 21.5 146






2013/14 Delay Analysis Summary for 62Day Upper GI Patients 






62 Day - (Report 3.1)






South 






Tyneside
Sunderland






North 






Cumbria
Gateshead Newcastle Northumbria South Tees






North Tees & 






Hartlepool
CDDFT NECN






DNA 0 0 0 0.5 1.5 0 0 0 0 2






Patient Choice 1 0.5 1 1 9.5 1.5 4.5 1.5 4.5 25






Capacity 0 0.5 3 2 9 2 0.5 1.5 1.5 20






Admin 0 0 0 0 0 0 0 0 0 0






Medical Reason 0 0 0 2 6 2 4.5 0.5 1 16






Other/Unknown 0 1 2 0.5 2 1 1 0.5 3 11






Complex Diagnostics 1.5 11.5 13 0.5 13.5 4 7.5 2.5 6 60






Late referral to treating trust 0.5 0 0.5 0 2 1 0 0 0 4






Total 2.5 13.5 19 6.5 41.5 10.5 18 6.5 16 138






2012/13 – 2013/14 Annual Delay Analysis Summary for 62Day Upper GI Patients 
 






Introduction 
The group made the decision to review the number of patients in the Upper GI pathway who breach 
the 62 Day target and analyse further the reasons why the breaches occur.  This analysis is for 24 
months during the period of Quarter 1 2012 – Quarter 4 2013 and is the second update to the group. 
 
 
Delay Reasons - Overall Summary Table  
 
2012/13 
 
 
 
 
 
 
 
 
 
 
 
 
 
2013/14 
 
 
 
 
 
 
 
 
 
 
 
 
 
Findings 
 
After analysing the data in 2012-13 and 2013-14 the number of patients who breached the 62 Day 
Upper GI target are very similar with 25% of patients breaching annually.  The breakdown of delay 
reasons show a similar spread year on year. 
 






Year Total 62 Day Cases  Total Breaches Performance 






2012/13  596 146 75.5% 






2013/14 580 138 76.3% 






 
Removing patient choice delays from the total would increase performance in each year by about 
5% - performance would still be below the operational threshold of 85%. 
 























Mulitple Investigations 56






Expert Opinion 1






2+ Cancers/Mets 8






Rare 1






Complex Medcial Issue 13






Other 34






Changed Specialty 7






Complex Total 120






2012 - 2014






62D Complex Delay Reason Summary






Patient Choice 
 
The majority of patients in 2012-13/2013-14 who made the decision to delay their treatment, did so 
towards the end of the pathway with approximately 19% delaying due to patient choice. Many 
patients within this period made this decision in order to take a holiday. Below is a breakdown 
summary of the patient choice delay reasons: 
 






 
 
Capacity  
 
Cases in 2012-13/2013-14 where treatment was delayed due to capacity account for almost 14% of 
breaches.  Diagnostic capacity is highlighted as the most common reason for delaying the pathway. 
Below is a breakdown summary of capacity delay reasons: 
 






 
 
 
Complex Cases 
 
The majority of breaches in the Upper GI 62 Day pathway 2012/12 – 2013-14 are attributed to 
complex cases and account for 42% of breaches. Below is a breakdown summary of complex delay 
reasons: 
 
 
 
 
 
 
 
 
 
 
 
 
 






Thinking Time 5






Family Attendance/Commitments 5






Holidays 17






Patient Choice - No reason given 25






Wait for specific consultant/hospital 2






Patient Choice Total 54






62D Patient Choice Delay Reason Summary






2012 - 2014






Clinician Capacity 7






Diagnostic Capacity 10






No Appointments/HDU Bed 9






No Reason Given/Other 13






Capacity Total 39






2012 - 2014






62D Capacity Delay Reason Summary























Average 97






Minimum 63






Maximum 247






2012-13






Waiting Time Over 62 Days






Average 94






Minimum 63






Maximum 223






2013-14






Waiting Time Over 62 Days






Other Reasons 
 
25% of breaches in the Upper GI 62 Day pathway 2012/12 – 2013-14 were attributed to other 
reasons.  These include DNAs and Admin errors as well as Medical Reasons which may include 
patients too ill to proceed with treatments or diagnostics.  1/3 of this group at attributed to ‘other’ 
or ‘unknown’ where there is not enough information to give a  clear reason for the delay. 






 
 
Waiting Time Analyses over 62Days 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Observations 
 






 Activity  – are these the levels the group would expect to see? 
 This data to be included in Quarterly Cancer Waits Site Specific Report 
 Delay reasons are analysed using the text contained in the cancer waiting times files – 






comparative results will be produced using system codes. 
 






DNA 4






Admin 1






Meidcal Reason 35






Other/Unknown 24






Late referral to treating trust 7






Other Total 71






62D Other Delay Reason Summary






2012 - 2014
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Cancer Waiting Times – Upper GI  
Network Overview Report  






 






 






 






 






 






 






 






 























 






 






Introduction 






This overview report provides information on the key indicators for Upper GI Performance included in the Cancer Waiting Times which covers 






information from April 09 – November 2014.  The group is asked to consider the issues raised in this report. 






 






Performance – Quarter 2  






 






 






 






 






S Tyneside Sunderland N Cumbria Gateshead Newcastle Northumbria S Tees
North Tees & 






Hartlepool






Durham & 






Darlington
NECN National






Upper GI - 2WW 






Referrals (Susp 






Cancer)






94.4 (134/142) 90.3 (298/330) 93.8 (256/273) 93 (267/287) 93 (410/441) 93.6 (480/513) 91.4 (448/490) 85.8 (254/296) 94.5 (584/618) 92.4 (3131/3390) 91.7






31 Day First 






Treatments
100 (5/5) 100 (12/12) 100 (32/32) 100 (15/15) 100 (142/142) 100 (25/25) 100 (69/69) 100 (20/20) 100 (37/37) 100 (357/357) 98.9






62 day 2WW 






Referrals
44.4 (2/4.5) 71.4 (7.5/10.5) 59.5 (11/18.5) 72.2 (6.5/9) 65.2 (29/44.5) 66.7 (13/19.5) 83.1 (29.5/35.5) 86.2 (12.5/14.5) 65.5 (18/27.5) 70.1 (129/184) 74.1






62 Day Screening 






Referrals
0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) 0 (0/0) #N/A






62 Day Upgrade 






Referrals
0 (0/0) 66.7 (1/1.5) 100 (2/2) 100 (1/1) 0 (0/0.5) 0 (0/0) 85.7 (3/3.5) 0 (0/0.5) 0 (0/0) 77.8 (7/9) 87.2























 






 






Upper GI Cancer Activity  






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 The graph shows quite a significant increase in the rate of two week referrals with a 59% increase in 2009/10 compared to the 14/15 prediction. 






The 31 Day Pathway remains steady whereas the 62D pathway is beginning to show an increase in referrals within the last 3 years. 























 






 






2WW Upper GI  Cancer Performance and Referrals 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 The graph above shows 2WW performance in relation to the 2WW Operational Target along with the number of referrals on a 






quarterly basis.  Performance in 09/10 – 11/12 is often above the national target, although more recently as referrals increase you 






begin to see a significant decline in performance. 























 






 






31D Upper GI Cancer Performance and Referrals 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 The Upper GI 31D pathway works well with performance consistently above the Operational Target. 























 






 






62D Upper GI Cancer Performance and Referrals 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 






 
The 62 Day pathway remains consistently below the operational target with a gradual decline in performance reducing by 15% compared 






to figures in 09/10. The number of referrals show an increase in recent quarters which may or may not be linked to campaign activity. 




























 
 






Data extracted from NIHR Open Data Platform as at 23/01/2015 






 






 
 
Participation in NIHR Portfolio Studies 
Prepared for Oesophagogastric NSSG – 02/02/2015 
 
 






 






 























 
 






Data extracted from NIHR Open Data Platform as at 23/01/2015 






 






 






Participation in NIHR Portfolio Studies 
Prepared for Oesophagogastric NSSG – 02/02/2015 
 
 






 




























 






 






 






 






 






Number of Participants in NIHR Trials - Upper Gastro-intestinal Cancer Group (Oesophagogastric), Jan - Dec 2014






Data extracted from NIHR ODP as at 23 January 2015






CHSFT GHFT STFT STFT






Study Acronym Int/Obs BAGH UHND SRH QEH CI WCH NTGH WGH UHH UHNT FH RVI JCUH STGH TOTAL
A Phase I trial of AZD3965 in 






patients with advanced 






cancer






Int






4 4






BEST-2 Int 1 3 4






CUP ONE Int 5 2 7






GO2 Int 4 3 2 9






ST03 Int 4 4






Industry (2 studies) Int 4 4






1 0 0 0 4 3 0 0 0 0 20 0 4 0 32






Industry studies - Closed






CUP ONE - Closed 01/12/2014






CDDFT NCUHFT NHFT NTHFT NUTHFT
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Meeting: OG NSSG 
Date: 2 February 2016 
Time: 4.30 – 6.30pm 
Venue: Evolve Business Centre 
   
Present: Katie Elliott, GP Cancer Lead, NESCN KE 




 Jessica Green, UGI CNS, CDDFT JG 




 Carolynne Hardy, Upper GI/HPB CNS, STFT CH 




 Claire McNeill, Quality Surveillance Co-ordinator, NESCN CM 




 Adrienne Moffett, Network Delivery Team Manager, NESCN AM 




 Jane Osborne, CNS Gastro, Sunderland JO 




 Natalie Robson, UGI Clinical Nurse Specialist, North Tees NR 




 Sanjay Taribagil, Consultant, Gateshead ST 




   




In attendance Susanna Young, Administrative Support, NESCN SY 




   




Apologies: David Clarkson, Nurse Practitioner, Gateshead  




 Leonie Armstrong, Palliative Care Nurse Specialist, Northumbria LA 




 Dawn Elliott, UGI CNS, Northumbria DE 
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MINUTES 
1. INTRODUCTION Lead Enc 
 1.1 Welcome and Apologies    
  AM welcomed everyone to the meeting.  The group noted they 




were not quorate however they were willing to stay and discuss 
items on the agenda. 
 




  




 1.2 Declaration of Interest   
  None   




 1.3 Minutes of the previous meeting 02.06.15   
  The minutes were not signed off as the group were not 




quorate. 
 




  




 1.4 Matters arising   
   62 Day Pathway Update 




AM provided an update on the 62 day pathway audit process.    
An audit will take place of RCA forms,  Each trust has agreed 
to provide 10 forms each,  These will be mapped against the 
pathway and provide details of delay points, 
 




  




     
2. AGENDA ITEMS   















 
 




 




2 
 




 2.1 2 Week Wait Referral Update   
  The new form was shared with the group.  KE asked if two 




different forms were required. 
Good feedback was received from the CNS.  CH asked who 
would take responsibility for taking identifying which clinics or 
whether referring straight to testing.   
 
An electronic form will be sent by email for the group to discuss 
within their teams. 
 
A further date will be arranged for a working group. 
 




  




 2.2 Peer Review   
  CM advised the Peer Review process is yet to be confirmed 




however due to tight timescales is starting to prepare the 
documentation and will be sending out the constitution for 
amendments.  Action by all areas as soon as possible.   
 




  




 2.3 Network Update   
  AM provided the group with an update from the Clinical 




Networks.  The review is still ongoing, it was hoped to have 
structures available by the middle of January but there has 
now been notification that there will be significant cuts to 
budgets however the amount of cuts has not been confirmed. 
 




  




3. STANDING ITEMS   
 3.1 Research Action Plans   
  The research action plans from North Tyneside, Sunderland 




and Wansbeck are still outstanding.  If these are not received 
within the next 7 days birth network and trusts will be non-
conferment against this measure.  Please forward 
documentation to CM. 
 




  




     
Contact    su.young@nhs.net    Tel 011382 53046 
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The Groups are asked to: 
 
Consider this report – and feedback any ideas for pathway improvement 
or follow on audits to the network team. 
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Background 
 
Following the 62 Day Pathway event early in 2015 the agreement was to review the 
pathways for sites where target achievement is recognised as problematic. Case 
note audits were carried out for Lung and Urology patients but it was agreed that 
outputs from this work was limited in a number of ways not least by the fact that 
results were confined to a single organisation and considered not really 
representative of experience across the network.  There was also considerable delay 
in reporting of results of the audit. 
 
In view of this an alternative approach was considered for exploration of the Upper 
GI pathway.  After discuss with Cancer Unit Managers from network trusts is was 
suggested that examination of Root Cause Analyses which are completed for every 
breach of the 62 day target could achieve similar objectives to a case-note audit.  
Before this was undertaken, each trust was asked to submit a single sample RCA for 
this cohort so that the feasibility of auditing a larger sample could be ascertained.  
From this sample it was agreed that most essential elements of the patient journey 
could be extracted and at their meeting in February 2016 agreed to submit a larger 
sample for this audit. 




 
Description 
 
A retrospective audit of Upper GI breaches in network trusts to help identify common 
themes, bottlenecks in the pathway and areas for improvement. 




 




Methodology 
 
The agreement reached was that each Cancer Manager would submit the last 10 
Root Cause Analyses for breaches in which their trust was involved.  Trusts were 
asked to send this information in the way it is presented in the trust and the network 
agreed to transfer data to a spread sheet for analysis. 




 




Data 
 
In total 56 records were received from 8 of the 9 trusts in the network area – broken 
down as follows: 
 
South Tyneside     7    
Sunderland    10 
Gateshead      3  
Newcastle      4 (own patients plus shared elements of others) 
Northumbria      5 
South Tees    10  
North Tees & Hartlepool  10 
CDDFT        7 
 
Based on 2015/16 62 Day activity for network trusts the audit sample represents 
about 25% of total breaches in year.  The original sample breaches submitted for the 
feasibility exercise were not included in the audit analysis.   















Findings 
 




Demographics 
 
Identifying factors were removed from RCA documents before submission so it is not 
possible to explore further.  However, in every case a diagnosis was stated and 
diagnoses are broken down as follows: 
 
31 - Oesophageal 
16  - Stomach 
  4 - Pancreas 
  3 - Liver 
  1 - Ampulla of Vater 
  1 - CUP 
 
From the information provided it was possible to establish that over half of patients in 
this cohort (30/56) had significant comorbidities, which in some cases impacted on 
the overall patient journey.  Reported conditions included: 
 
Ongoing cardiac conditions 
Previous malignancies 
Synchronous malignancies 
Aortic Aneurysm 
General debilitation 
 
For remaining patients, although comorbidities are not specified in the analyses, this 
does not mean that the patients did not have other significant health problems. 




 
 




Total Wait 
 
Patients in the audit sample waited a total of 5,935 days – an excess of 2,463 days 
above the maximum of 62 days and this averages at an extra 43 days per patient (6 
additional weeks on every pathway). 
 
In reality, audit patients waited between 63 and 243 days.  The median wait was 
92.5 days and the interquartile range was 39 days. 
 
18 patients waited longer than 104 days – the threshold for the national backstop 
policy and for which a clinical harm review should be conducted. 
 
Only 3 patients were seen within 7 days of their breach date (<=69 days) and a 
further 6 were seen within 14 days of breaching.  
 
Chart 1 below shows individual wait by patient, with median and upper and lower 
quartiles shown. 




 
 
 















Chart 1 




 
 
 
 
Chart 2
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Chart 2 shows the same information with patients split by trust (referring trust) 
compared to the median.  It can be seen that each trust has a wide range of values 
from which it is difficult to draw any real conclusions.  However it does appear that 
patients who breach on Teesside (NTH and S Tees) have longer waits than in other 
areas. A greater proportion of waits in this cohort waited longer than the median, but 
these two trusts also each returned the requested 10 examples so it may be normal 
variation.  




 
 
Chart 3 




 
 
 
Chart 3 shows individual patient waits by treating trust, also compared to the median 
and again this seems to show that generally patients wait longer at South Tees than 
Newcastle the two main treatment centres.  Newcastle has a wider range of values, 
but also treated the greatest proportion of the patient cohort. 
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Referral to First Seen 
 
Chart 4 




 
 
 
The chart above shows patient waits from referral to date first seen with the national 
target (14 days) shown. 
 
For this cohort of patients the interval ranges from just 2 days to 46 days, with 11 
patients waiting in excess of the national maximum of 14 days. 
 
The median wait is 13 days; the mode value is unsurprisingly 14 days. 
 
Delays in this first contact are attributed primarily to capacity issues (5/11) and 
patient choice (4/11) and over half of these breaches were at Sunderland (4) and 
CDDFT (3). 
 




Referral to First Diagnostic Test 
 
The chart below shows the time for each patient between date of referral and the first 
diagnostic test received.  Although not easy to read – the blue bars show the interval 
to first diagnostic test from referral; the pink bars show the time from referral to first 
seen appointment.  The degree of overlap is shown by the purple colouring on bars.  
In the first half of  the chart it can be seen that the date first seen and date of first 
diagnostic test are the same – and this shows that a large proportion of patients go 
straight to test (usually though not exclusively OGD) following 2 week wait referral.   
 
Towards the right of the chart, more blue can be seen and the gap between the first 
appointment and first diagnostic test gets wider as the overall interval increases.   
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Intervals range (after discounting activity before referral in) from 2 to 64 days. This 
longest wait was the result of an admin error as the patient was booked for a routine 
test rather than an urgent test.  
 
The next longest waits are 39 days and in both cases first appointment was delayed 
due to capacity issues and the diagnostic test was performed very soon after the test 
request was made. 
 
The median interval from referral to first diagnostic test was 14.5 days and the mode 
was 17 days.  30 (54%) patients had the first test on the same day as their first 
outpatient appointment; and 3 had a test before the first appointment.  However, 20 
patients in this cohort waited more than one week after their first appointment for 
their first diagnostic test. 
 
Chart 5 




  
 
There are some interesting exceptions on this chart: 
 
Record 1 had a routine CT requested by a GP before referral in as a 2 week wait – 
then had the longest wait in this cohort (46 days) to first appointment – this was due 
to patient choice 
 
Records 2 and 16 reported that the first diagnostic was carried out before the first 
seen date – could these be counted as straight to test and potentially achieve the 14 
day target? 
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Diagnostic Tests 
 
A total of 246 diagnostic tests were reported in the analysis, an average of 4.4 tests 
per patient and a range of 2 – 9 tests. Most patients had an OGD and a CT - usually 
as first and second tests. 
 
A breakdown of the tests recorded is shown in the chart below and it can be seen 
that most often patients received OGD, CT, PET and Ultrasound investigations. 
 
Chart 6 




 
 




 
Request to Test Waits 
 
84 tests included request and test date from which diagnostic waiting times can be 
calculated.  Individual patient waits are shown in Chart 7 below. 
 
Intervals from request to test ranged from zero days to 35 days. 
 
In total 775 days were spent waiting for these tests – an average wait of 9.2 days 
and a median of 8 days. 
 
The overall interquartile range was 6.5 days (6 lower, 12.5 upper). 
 
Reasons for longer waits are not always provided in detail – and are due to a 




number of factors including patient choice, capacity, patient fitness and admin 




delays. 




0 10 20 30 40 50 60 70 80




OGD




CT




PET CT




US




EUS




Endoscopy




Laparoscopy




MRI




Colonscopy




Pathology




Investigation NOS




Barium Swallow




Echo




Bronchoscopy




Chest Xray




ERCP




Trans ECG




MRCP




CYST




Biopsy




Flexi Sig




Laryngoscopy




NESCN - Upper GI Root Cause Analysis Audit
Number of Diagnostic Tests Reported - by Test 















Chart 7 
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Chart 8 
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71 OGDs were reported for audit patients.  At least one of these tests was recorded 
for 51 of the 56 patients in the cohort.  13 records had request and test dates 
recorded which showed a total wait of 157 days – average 12 days. Reported waits 
for these patients ranged from 3 days to 33 days. 
 
However a high proportion of patients went straight to test following 2 week wait 
referral and as a result there is no record of the test request. Chart 9 below shows 
the time elapsed between the date the patient was first seen following the first 
outpatient appointment and the first recorded OGD for the patient.  It can be seen 
that the majority received OGD on the same day as their appointment.  There are 
some long waits – but this does not mean that other activities were not ongoing 
during this time. 
 
Chart 9




 
 
 




CT 
 
65 CTs were reported for audit patients. 
 
At least one test was recorded for 55 of the 56 patients in the cohort. 
 
52 records had request and test dates recorded which showed a total wait of 441 
days – an average of 8.5 days – see Chart 10 below.  
 
The median wait was 8 days and the interquartile range was 5.25 days (5.75 lower, 
11 upper). 
 
Reported waits for these patients ranged from 0 to 35 days. 
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Chart 10




 
 
For most patients this test was carried out after an OGD. Chart 11 below shows the 
time elapsed between the date the patient was first seen following referral and the 
first recorded OGD for the patient.  It can be seen that half received a CT within 2 
weeks, and a further 20% within 3 weeks of that appointment.   
 
Chart 11 
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Other Tests 
 
Data for other tests included PET CTs, EUS and Ultrasound but did not include 
sufficient numbers to allow analysis of request to test waits. 
 




Test to Report Waits 
 
64 tests included a report date so that interval from test to report could be calculated.  
For these records intervals ranged from 0 to 13 days.  In total a further 196 days 
were spent waiting for test results – an average wait of 3 days and a median of 2 
days.  The overall interquartile range was 4 days (1 lower, 5 upper). 
 
 
Chart 12 




 
 
 




Interprovider Transfers 
 
38 patients had a first transfer to another provider recorded in the analysis. Chart 13 
below shows the day in the pathway on which this transfer occurred.  The range is 
from Day 15 to Day 113, in 23 cases the transfer occurred after day 38 which is the 
maximum transfer date specified in the national guidance on breach reallocation; 8 
patients were transferred after day 62 in the pathway and 1 patient was transferred 
after day 104 (national backstop threshold).  A number of others were transferred 
very close to these deadlines leaving little room for manoeuvre. 
 
From the information provided there does not appear to be a single reason for 
transfer of patients late in the pathway. 




0




2




4




6




8




10




12




14




1 2 3 4 5 6 7 8 9 10111213141516171819202122232425262728293031323334353637383940414243444546474849505152535455565758596061626364




NESCN - Upper GI Root Cause Analysis Audit
Test to Report Waits - All Tests (n=64)















 
For the patient with the longest interval to transfer there was a complex diagnostic 
route; and the patient was eventually diagnosed (day 102) with an unknown primary.   
 
For the next longest wait there seems to be an interval of 40 days in the pathway for 
which no account is given – could there have been an opportunity to shorten the 
pathway in this case? 
 
Anecdotal evidence suggests that repeat diagnostics at treating centres can often 
cause delays in patient pathways. 
 
From the information provided while it would seem more likely that patients 
transferred to Newcastle will have repeat diagnostic tests – primarily OGD and CT – 
than those transferred to James Cook; it does not provide any evidence that these 
tests are inappropriate.  In one case it is stated that a repeat test is necessary due to 
time lapse, and in some cases CT may refer to a different body site.  
 
 
Chart 13 




 
 
 
4 patients had a second transfer – either back to the referring trust or to a third trust 
for treatment.  These transfers occurred on day 75, 100, 109 and 131 – the interval 
between first and second transfer was 50, 85, 28 and 59 days respectively. 
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Date of Diagnosis 
 
49 patients had a date against their diagnosis – although it is not always clear 
whether this is the actual date of diagnosis or the date on which the patient was 
given a diagnosis. 
 
Chart 14 below shows the day in the pathway on which the diagnosis was recorded 
and includes the 28 day target which is currently in development.  Date of diagnosis 
ranges from day 2 to day 145 with a median of day 48.  The interquartile range is 56 
days (22 lower, 78 upper). 
 
19 are in line with or below the proposed 28 day target – 30 patients exceed this. 
 
18 patients had a diagnosis date after day 62; and in 4 cases the diagnosis date was 
after day 104. 
 
 
Chart 14 
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MDT Discussions 
 
Every patient included in the audit was discussed at an MDT at least once on their 
pathway. 4 patients had only one MDT discussion, but most patients had either 3 or 
4 MDT discussions. 
 
One patient was discussed at MDT 9 times – this patient was initially referred as a 
suspected lung cancer and was diagnosed with lung cancer and an incidental 
oesophageal tumour – as a result the patient was discussed at both lung and Upper 
GI MDTs. 
 
Another patient was discussed 10 times at MDT – this patient also had a dual 
diagnosis and had a complex diagnostic pathway – in this case the other primary 
tumour had to be treated before the UGI tumour could be treated – with a resultant 
delay in the pathway. 
 
While the number of MDT discussions might seem excessive in some cases; taking 
them at face value most seem to be appropriate in the sense that they seem to 
introduce additional facets to the discussion – e.g. onward referral for (unexpected?) 
incidental finds in the diagnosis process.  A number of discussions seem to focus on 
patient fitness where there is uncertainty about whether the patient will be able to 
tolerate treatments without enabling treatments.  A few patients have dual MDT 
discussions across specialties based on diagnostic findings. 
 
 
Chart 15 
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Chart 16 




 
 
 
Chart 16 shows that the number of times a patient is discussed at MDT does not 
necessarily correlate to a longer wait – there are many long waits for patients with 
fewer MDT discussions – and the one patient which was discussed at 9 MDT 
meetings has a total waiting time much less than many others (although well outside 
the 62 day target). 
 
Chart 17 
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Chart 17 shows the time from referral to the first MDT discussion for each patient in 
the audit cohort.  The bars shown in red are those patients discussed only once at 
MDT throughout their pathway (as per the Root Cause Analysis).  Intervals range 
from just 6 days to 79 days and half of patients had a first discussion after day 31 i.e. 
more than halfway through the 62 day pathway.  However, in all cases patients had 
other interventions before this including outpatient appointments and diagnostic 
tests. 
 
A longer interval in this case does not always correlate to a longer overall wait – the 
patient who waited 78 days to MDT was unable to tolerate diagnostic tests and failed 
to attend re-booked appointments.  The patient was then admitted for these tests – 
and was diagnosed quickly after that – this process added almost 40 days to the 
overall pathway – the patient commenced palliative care on the same day as the 
MDT discussion –day 78 which is one of the shorter waits for this cohort. 
 
Chart 18 shows the interval for each patient between the first MDT discussion and 
the last MDT discussion before treatment. Discounting those patients who were 
discussed only once, intervals range from 1 day to 136 days with a median of 31 
days and a mode of 14 days. Again longest intervals do not always correlate to those 
with a greater number of MDT discussions (although the longest interval also has the 
greatest number of MDTs) – but is determined by a number of factors. 
 
 
Chart 18 
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Treatments 
 
Charts 19 and 20 show a breakdown of this cohort by treatment modality. 
 
Chart 19 shows that most patients received active treatments with over 40% 
receiving chemotherapy and one quarter receiving surgery.  A small number of 
patients received active monitoring, in most cases with a view to palliative care later 
on – this was due to significant comorbidities and general condition of the patient in 
most cases. 
 
For patients who received palliative care this might have been at the request of the 
patient.  Although no demographic content was included in this audit – from some of 
the commentary in the analyses it is clear that many of the cohort are elderly and 
generally unfit and this coupled with extensive disease in some cases means that 
they would be unable to tolerate rigorous treatments 
 
Chart 19 




 
 
 
Chart 20 shows individual waits for each patient in the cohort by treatment received.  
From this it can be seen that generally those patients who received surgery have a 
higher proportion of the longest waits than other modalities.  In a number of cases 
longer waits are due to patients having to undergo fitness tests before surgery being 
agreed. 
 
For other treatment options especially active monitoring and palliative care, longer 
waits may be due to exploration of suitability of other treatment modalities which may 
involve additional diagnostics as well as consideration of patient choice. 
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Chart 20 
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Overview 
 
Chart 21 shows median, minimum, maximum and interquartile range for key intervals 
along the patient pathway. 
 
From this chart it can be seen that there is a wide range of values for each stage in 
the pathway, and in later stages of the pathway the interquartile ranges become 
wider – although this does not necessarily mean that other activity is not happening 
during this time.   
 
Interquartile ranges for the interval between first - last MDT and last MDT – Decision 
to Treat are 22 and 20 days respectively. 
 
 
Chart 21 




 
 
 
Chart 22 shows the same intervals by individual patient and from this it can be seen 
that generally values clump together around the bottom of each grouping – but there 
are still some wide ranges and it can be seen that: 
 




 First MDT discussion is generally after day 20 




 The gap between first and last MDT discussion is also generally longer than 
20 days 




 Decision to Treat is usually within 30 days of the last MDT discussion 




 First treatment generally follows within 3 weeks of Decision to Treat date 
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Chart 22 
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Conclusion 
 




 It is not possible to determine a single common reason for breaches in this cohort 
– most patients are complex with diverse disease and comorbidity profiles which 
is reflected in the number of tests and recorded events in these pathways. 




 




 Most patients were seen within 14 days of their original referral – about 20% were 
seen after day 14 due primarily to capacity issues and patient choice. 




 




 About half of patients went ‘straight to test’ – date of first diagnostic test is the 
same as date first seen. 




 




 Most patients had at least an OGD and a CT – usually as first and second 
diagnostic tests. 




 




 Where recorded diagnostic delays between request and test are frequent – CT 
and OGD have the longest recorded waits in this sample.  Reasons for delays 
are not explicitly explored in the data submitted although in some cases there is 
an indication that capacity issues are the cause of some delays. 




 




 Test to report delays are also frequent – in about half of recorded cases this is in 
excess of 2 days. 




 




 While patient choice delays do feature in some of the pathways analysed, these 
are not generally extensive, and would not have resulted in achievement of the 
62 day pathway in individual cases. 




 




 Every patient was discussed at MDT at least once on their pathway. 
 




 For patients treated across trusts (the majority in this cohort) the transfer often 
occurred late in the pathway. 




 
 




Recommendations 
 
 Further consideration should be given to the diagnostic delays identified in this 




work to understand the precise nature of those delays and develop action plans 
to reduce them where possible. 
 




 While there is some evidence in the data of concurrent requesting of diagnostic 
tests, groups should consider whether this should be promoted as best practice 
and incorporate into agreed network clinical guidelines. 




 




 Consideration should be given as to whether multiple MDT discussions are 
wholly appropriate and pathways should reflect optimum number of events. 




 




 A similar audit of patients who were treated within the 62 day target could provide 
comparative data and further insight into why this sample experienced longer 
patient journeys.    















Caveats 
 
The level of detail in RCAs submitted does vary across the sample and therefore not 
every action/event on every patient pathway analysed may have been captured. 
 
Some assumptions have been included in the data analysis – this includes dates on 
which diagnostic tests were requested where this is not explicit (a date might have 
been extrapolated from the commentary included with the analysis - so results may 
be skewed if these were incorrect. 
 
Some analysis is based on a smaller number of records – which reduces the 
robustness of findings.  
 




 
 


















Network Site Specific Groups 
 




Chair Job Specification 
June 2011 




 
 




Job Title: Chair Network Site Specific Group 




Responsible to: Medical Director NECN 




Accountable to: Director NECN 




 
ROLES AND RESPONSIBILITIES 
 
The Network Site Specific Group (NSSG) Chair has overall responsibility for the development 
of co-ordinated, cohesive and integrated networked cancer services for a specific tumour site.  
This will be achieved primarily by ensuring that the NSSG operates efficiently and effectively 
to facilitate these developments across the network. 
 
Specifically, the Chair should: 
 




 Ensure the group is properly represented by all the key stakeholders operating in the 
care of the specific tumour site. 




 
 Work with NECN to ensure all Trusts in the network are involved and primary care is 




appropriately represented. 
 




 Aim to ensure groups are multi-professional in nature. 
 




 Take responsibility for delivering on the terms of reference for the Group. 
 




 Ensure that systems and processes are in place to: 
 




- Review (and update) local and national standards 
- Collect minimum cancer data sets 
- Support accreditation/quality assurance 
- Agree common audits and bench marking 
- Agree R&D programme/common clinical trials 
- Facilitate user involvement in the development of services 




 
 Ensure that any Tumour specific issues of clinical governance are supported by 




adequate protocols across the network. 
 




 Organise NSSG meetings at least 3 times a year.  The NECN office will provide support 
to book rooms and circulate agendas for these meetings. (see NSSG TOR for additional 
local meetings) 




 
 Prepare the agenda for and chair NSSG meetings ensuring that adequate time is 




allowed for each item under discussion and stakeholders’ views are sought. 
 




 Ensure that minutes and action notes are circulated to the wider network as appropriate. 















 
 Ensure a vice chair is nominated.  This would support succession planning and help in 




attending various meetings. 
 




 Ensure that the Director of Cancer Services is briefed about the progress being made by 
the NSSG.   




 
 Agree and publish the NSSG Annual Report and work programme. 




 
 Lead discussions with other NSSGs on issues of common interest. 




 
 Attend the NECN Clinical Advisory Group. 




 
VICE CHAIR 




 
The NSSG Chair is a challenging role.  Good practice would be Chair and Vice Chair 
(preferably one from North and one from South) this would support succession planning.  
 
NOMINATION AND SELECTION PROCESS 




 
Nominations for Chair and Vice Chair to come from the NSSG followed by a selection process 
(undertaken by a sub group from the NECN Board). 
 
TERM OF OFFICE 




 
2 years with an option to a further 2 years (maximum 4 years Term of Office). The chair and 
the vice chair may agree to switch role after 1-2 years. 
 
SUPPORT 
 




 Employing Trust 
 The chair must secure its own Trust support to undertake the role 
 The role must be reflected in Job Plan as 0.5 PA per month  
 NECN staff/ team 




 
ANNUAL APPRAISAL 
 
The chair will undergo annual appraisal by the medical director/ lead clinician as per Manual 
of Quality Measures, using a standard appraisal proforma. 
 
PERSONAL QUALITIES AND EXPERIENCE 
 
Ideally, the Chair will: 
 




 Be a recognised expert in the care of cancer patients for the tumour site 
 Have widespread experience in the general care of cancer patients 
 Demonstrate previous experience of leading clinical teams at a high level 
 Show commitment to developing the Site Specific Group as a network team 















 Be capable of leading a team of clinicians within a complex organisational network 
 Have the ability to think strategically 
 Be able to influence others to develop a commonly held vision for the development of 




the service 
 Demonstrate enthusiasm for working collaboratively with other organisations, including 




other Trusts and primary care 
 Have been involved in developing research programmes 
 Be energetic and enthusiastic and capable of enthusing others 
 Have excellent communication skills 
 Be a team player, able to lead and work within a multidisciplinary environment, with an 




appreciation of the skills which different professions can bring to the service 
 Have capacity in their current workload to carry out the function of Chair 




 
 
Review Date: March 2013 
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REFERRAL TO THE NORTH OF ENGLAND  
HEPATO-PANCREATICO-BILIARY CENTRE 


 
tnu-tr.Freeman-HPBreferrals@nhs.net 


 
HPB Office Tel: 0191 213 1452 


 
 


CHECKLIST – Please read the guidelines for completion (page 5) 
 


Please confirm (X) that you have completed all parts of this referral form: 


1 PATIENT DETAILS  


2 PATIENT INFORMED  OF REFERRAL TO HPB CENTRE   


3 REFERRAL DETAILS  


4 REFERRAL TYPE  


5 QUESTION FOR THE REGIONAL HPB MDT  


6 IMAGING  – Appropriate imaging & reports  


7 BLOOD TESTS  – Relevant blood test results  


8 HISTOLOGY   – Relevant histology information  


9 CHEMOTHERAPY – Relevant chemotherapy history  


10 PERFORMANCE STATUS  


11 ADDITIONAL INFORMATION  


12 SUBMISSION  


 


Have you attached the reports of the investigations performed?  


Have you arranged transfer of these images to the Newcastle PACS server?  


Have you ensured that the associated reports have been transferred to the Newcastle PACS server?  


 







 
Owner: S McMullen                       Review date: Jan 2018  2 


1. PATIENT DETAILS 


 
 


Name:  


Date of birth:  Age:  


NHS number:  


Address:  


Telephone number:  


GP & Surgery:  


Inpatient admission date & ward:  


Planned/discharge date:  


 


2WW Pathway CWT date:  


 


HISTORY OF PRESENTING COMPLAINT 


 
 
 
 
 
 
 
 


 


PAST MEDICAL HISTORY AND COMORBIDITIES 


 
 
 
 
 
 
 
 


 
 


2. PATIENT INFORMED OF REFERRAL TO REGIONAL HPB CENTRE 


 
 


Patient informed of referral to Regional HPB Team? Yes/No 


Date patient informed of this referral:  


Informed by:  


 
 


3. REFERRER DETAILS 


 
 


Date of submission to Regional Centre:  


 


REFERRING UNIT 


Referring Consultant 


Email: @nhs.net 


Telephone:  


Speciality:  


Consultant secretary 
Email: @nhs.net 


Telephone:  


CNS/Key Worker 
Email: @nhs.net 


Telephone:  
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4. REFERRAL TYPE 


 
 


New patient referral:  Regional re-discussion/subsequent action:  


 


Referral to HPB Cancer MDT:  Referral to Acute & Chronic Benign MDT:  


 


REASON FOR REFERRAL (X) 


Pancreatic mass  Chronic pancreatitis  


Pancreatic cyst  Acute pancreatitis  


HCC  
Chronic benign biliary disease 
(including biliary dilatation) 


 


Liver mass (unknown)  Other (please specify below):  


Liver metastases  
 


Hilar biliary obstruction  
(including suspected cholangiocarcinoma) 


 


Gallbladder mass  


 
 


5. QUESTION FOR THE MDT 


 
 


QUESTION(S) FOR THE REGIONAL HPB MDT? 


 
 
 
 


 
 


6. IMAGING – Appropriate imaging and reports 


 
 


REFERRAL TYPE: REQUIRED INVESTIGATIONS: 
DATE 


PERFORMED: 
REPORTS 


ATTACHED? 


Pancreatic mass  CT Pancreas and Thorax (Triple phase)  Y/N 


Pancreatic cyst CT Pancreas (Triple phase)   


HCC 


Diagnosis: MRI or CT Liver (Four Phase)   


Staging: CT Thorax, Abdo and Pelvis   


Liver mass (unknown) 


Suspected benign: MRI   


Suspected neoplastic: CT Thorax, Abdo and 


Pelvis (Triple phase) 
  


Liver metastases 
CT Thorax, Abdo and Pelvis, and   


MRI Liver   


Hilar biliary obstruction (including 
suspected cholangiocarcinoma) 


CT Liver and Pancreas (Triple Phase)   


 
Gallbladder mass  
 


Suspected benign: MRCP, and    


Contrast-enhanced MRI   


 
Gallbladder mass 
 


Suspected malignancy: CT Liver and 


Gallbladder (Triple phase) 
  


Complete staging: CT Thorax and Pelvis   
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Chronic pancreatitis 
USS Gallbladder   


CT Pancreas   


Acute pancreatitis 
USS Gallbladder   


CT Abdomen   


 
 


7. BLOOD TESTS – Relevant blood test results 


 
 


Test:  Date: Result: Test: Date: Result: 


Amylase (admission)   ALP   


Sodium   PT   


Urea   AFP   


Creatinine   CEA   


Bilirubin   Ca19.9   


Albumin   Other   


ALT      


 
 


8. HISTOLOGY – Relevant histology information 


 
 


Date: Procedure: Result:  


  [hit 'tab' key to add entry] 


 
 


9. CHEMOTHERAPY – Relevant chemotherapy history 


 
 


CHEMOTHERAPY 


Start date: End date: Agent: Toxicity: Outcome: 


    [hit 'tab' key to add entry] 


 


OTHER TREATMENTS 


Start date: End date: Treatment: Details/results: 


   [hit 'tab' key to add entry] 


 
 


10. PERFORMANCE STATUS 


 
 


ECOG PERFORMANCE STATUS (X) 


0 Fully active, able to carry on all pre-disease performance without restriction  


1 
Restricted in physically strenuous activity but ambulatory and able to carry out work of a light or sedentary 
nature, e.g. light housework, office work 


 


2 
Ambulatory and capable of all self-care but unable to carry out any work activities; up and about for more 
than 50% of waking hours 


 


3 Capable of only limited self-care; confined to bed or chair for more than 50% of waking hours  


4 Completely disabled; cannot carry out any self-care; totally confined to bed or chair  


 


 
 
 







 
Owner: S McMullen                       Review date: Jan 2018  5 


11. ADDITIONAL COMMENTS 


 
 


 
 
 


 
12. SUBMISSION  


 
 


Your name:  


Your position:  


Your email address:  


Your contact number:  


 
 


Please ensure that you have completed the checklist on page 1 of this document before submission. 
 
 
 


 
REFERRAL NOTES 


 
 
KEY CONTACTS 


 
Mr Jeremy French   Regional HPB Cancer Lead  Sec: 0191 223 1192   


 
Sister Nicki Kilbride (Lead) 
Sister Janine Potts  Regional HPB CNS Team   Office: 0191 213 7333 
Sister Sophie Young   


    
     Regional HPB MDT Administrator  Office: 0191 213 1452 
Sharon McMullen  Remote Care Pancreatitis MDT  Dect: 0191 213 9340 


     Acute & Chronic Benign HPB MDT  Email: hpb@nuth.nhs.uk  
  
Anneka Kershaw &   HPB Cancer Pathway Tracking  Office: 0191 223 1758 
Debbie Main   HPB Cancer MDTM Coordinators  Email: tnu-tr.HPBMDT.nhs.net 


 


GUIDANCE FOR COMPLETION 
 
The purpose of the MDT referral proforma is to supply the Regional MDT members with a 'one-stop' document, 
providing the information required to make an initial assessment of each case quickly and accurately.  For this 
reason, we ask that the form is completed in full and as prescribed. 
 
1. All referrals to the Regional HPB MDT must be made via the correct referral proforma. Referrals must be 


typewritten and emailed to the address provided.  We do not accept faxes.  Non pro-forma referrals made directly to 


a named member of the Regional HPB MDT will be returned and a referral proforma requested. 
 Please submit the referral via email to: tnu-tr.Freeman HPBreferrals@nhs.net 


  
2. Upon receipt, your referral will be assessed within 24 hours to ensure that the Regional HPB MDT has all of the 


required information about your patient.  We will endeavour to process your referral within 2 working days. 
 


3. Please ensure that all imaging, recent and historical, has been uploaded to the Newcastle Trust system.  The 
reports must be electronically attached to the images. 


 


 


REFERRAL STATUS 


 
STATUS - ACTIVE 
The patient has undergone all of the required investigations and this information has been received by the 
regional centre.  The regional pathway will start on the date of receipt of the referral form. 


Your patient will be allocated to an appropriate Specialist Consultant, who will assess the information provided in the 
referral and formulate an initial plan.  Your patient may need outpatient review or additional investigation (either regionally 
or locally) prior to MDT discussion, if it is required.   
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STATUS - PENDING 
The patient requires further investigation by their local team and/or further information about the patient is 
required in order for the regional pathway to commence. 


We will liaise with the referring team to ensure that the appropriate information is submitted and further investigations 
arranged, if necessary.  The regional pathway will start on the date that the regional team has all of the requisite 
information. 


 
REFERRAL FOR REGIONAL HPB MDT RE-DISCUSSION 
 


Should you require further MDT input or discussion, please email the Regional HPB MDT Administrator, who will send you 
the relevant documentation for re-referral to the MDT. 
 


REGIONAL HPB MDT MEETINGS 


 
The HPB Cancer MDT Meeting is held each Thursday morning at 0900. 


Your local Cancer Trackers have access to the NuTH Somerset Database and can be contacted for further information, 
e.g. copies of MDTM outcomes.  For planned MDT discussion dates, contact our HPB Cancer MDT Coordinators. 
 
The Acute and Chronic Benign HPB Meeting is held each Wednesday morning at 0800.   


Queries should be made directly to the Regional HPB MDT Administrator. 
 
The Remote Care Pancreatitis Service Meeting is held each Wednesday morning at 0830. 
This service is available for inpatients only.  A clinical update of your patient must be provided to a member of the 


Regional HPB CNS team on the preceding Tuesday by midday. Patients without clinical updates will not be discussed. 
General queries can be made directly to the Regional HPB MDT Administrator.  Urgent queries or concerns should be 
directed to the on-call HPB team or HPB CNS team at The Freeman Hospital. 
Upon receipt of a discharge summary, the allocated Consultant will arrange regional follow-up, if appropriate.  If no 
summary is received within 5 days of discharge, no follow-up will be arranged. 
 
All communication between the regional and local teams will be made via the contact details provided on your referral. 
MDT outcomes will be emailed to the referrer on the next working day following the MDT meeting. Please ensure that all 
communications are shared with the team members involved in your patient's care. 
 
We will endeavour to accommodate, but cannot guarantee, discussion of late referrals to our MDT Meetings.  The 
deadline for such cases is the preceding Monday by midday. 


 





