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Meeting: Skin Expert Reference Group 
Date: 16.02.17 
Time: 9:00am – 11.00 pm 
Venue: Evolve Business Centre 
Present: Sophie Alexander, CNS, Newcastle  SA 
 Paul Barrett, Consultant, CDDFT   PB 
 Jo Bradbury, CNS, CDDFT JB 
 Caroline Brownless, Specialist Nurse, South TEES CB 
 Rob Ellis,  Consultant Dermatologist, South Tees RE 
 Kath Gilbanks, CNS, North Cumbria KG 
 Carol Heslehurst, CNS, CDDFT CH 
 Helena Hinde, CNS South Tees HH 
 Jong Kim, Consultant Plastic Surgeon, CDDFT JK 
 Jacky Langston, CNS, NUTH JL 
 Laura Lawton, Clinical Support Sister, CDDFT LL 
 Paolo Longhi Consultant CDDFT PL 
 Roy McLachlan, Associate Director, NESCN RM 
 Sheila Macmillan, CNS, North Cumbria SM 
 Adrienne Moffett, Network Delivery Manager, Cancer Alliance AM 
 Kate Morrell, CNS, Northumbria  KM 
 Philip Rubin, Consultant, CDDFT PR 
 Daniel Saleh, Consultant Plastics, Newcastle DS 
In Attendance Claire McNeill, Quality Surveillance Co-coordinator , CA CM 

 Dave Bottoms, Project Manager  DB 

Apologies: Neil McLean, Consultant Plastic Surgeon, Northumbria NM 
 Mumtaz Hussain Consultant Plastic Surgeon, Northumbria  MH 
 Penny Williams, Cancer Research Manager PW 
 Robin Armstrong, GP RA 
 Ruth Plummer, Newcastle Hospitals RP 
 Jerry Ryan, Max fac, Sunderland JR 
 Alison Featherstone, Manager, Cancer Alliance AF 
 James Langtry, Consultant, Newcastle JL 
 Harry Bowles, Patient and Carer Representative HB 
 Sylvia Toresen, Patient and Carer Representative ST 
 Haroon Siddiqui, Cons Plastic Surgeon, South Tees  HS 

 
MINUTES 

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

.  
  

 1.2 Declaration of Interest   
  No declarations of conflict of interest were made. 

 
  

 1.3 Minutes of the previous meeting 13.10.16  Enc1 
  Minutes then agreed as a true and accurate record.  
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 1.4 Matters arising   
     
   Named Ocular Plastic Surgeons    

     
  PB will chase again and hoped to provide updata at next 

meeting. 
PB  

     

   Lymph Node Dissections Guidance   

     
  Lymph Node dissections for Northumbria needs further 

clarification as there needs to be a link to specialised MDT 
PB  

     
     
   Sentinel Node Biopsy – Northumbria update   

     
  MH updated via email and confirm Northumbria are now 

awaiting for approval from “ARSAC” (Administration of 
Radioactive Substances Advisory Committee) before going 
ahead with SNB for Melanoma. 

  

     
2. AGENDA ITEMS 

 
  

 2.1 Pathways   
     
   Sarcoma Shared Care Pathway- Craig Gerrand   

     
  At the last meeting CG discussed the need of a shared 

care pathway. Group discussed specific criteria that should 
be referred the Sarcoma MDT. Presentation attached for 
information. 
 
 All Trust were asked to take back recommendations to 
their MDT for comments and then feedback to PB.   
 
No comments were received so group agreed to adopt the 
guidelines. 
 
Guidelines to be updated. 

 
 
 
 
 
 
 
 
 
 
 

CM 

Enc 2 

     
     
 2.2 Cumbria Community Skin Services   
 
 

  Project Manager Update   

   Due to concerns raised through Cancer Peer Review and 
by the British Association of Dermatology, an independent 
review was commissioned by NCUH Trust. 
 
The review took place through the summer/ autumn of 
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2016 and reported back in November 
 
The issues examined included concerns on the types of 
cases surgically treated in the community (lesions graded 
3 or higher), levels of mentoring of the Cumbria Medical 
Services staff who provide the community element of the 
service, care pathways that did not reflect the work being 
undertaken by CMS, and MDT attendance issues. 
 
The review revealed that both the NCUH Trust and CMS 
were working hard in the best interests of the patient but 
there needed to be a more formal governance structure 
that spanned the two elements of the service which would 
include the appointment of a clinical lead. Once in place, 
issues relating to formal adjustments to the pathways/ the 
cases undertaken by CMS and the MDT structure and 
function could then be addressed. The report emphasised 
that these changes will take committed Exec and 
Managerial support and resource.  
 
In November 2016, S Eames, CEO of NCUH Trust, fully 
accepted the report and its recommendations and agreed 
to progress them through the Trust Board. It was agreed 
that a follow-up review would take place during the 
summer of 2017 to chart its progress. 

 
KG advised advert for the clinical lead post has been 
circulated and expects to see improvements once these 
are in place. 

     
     
 2.3 Unknown Primary Site Melanoma Clinical Guidelines   
     
  RB not responded but work is expected to be completed in 

April.  
  

     
 2.4 Northumbria Skin Cancer MDT   
     
  Commitment from Northumbria to join in local Newcastle 

MDT.  
  
Numbers provided by MH were Total: 123  
( Average 5 patients/week) 
 
Numbers appear to be manageable for Northumbria to join 
Newcastle. RM to take forward. 
 
Recommendation MH should be a member of the MDT to 
whom he refers.  PB to take this forward with MH.  

RM  
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 2.5 NICE Imaging Guidelines Update from 3 SSMDTs   
     
  Following discussions at the last meeting regarding 

capacity issues which had been identified and the need for 
additional resources to enable NICE Guidelines to be 
adopted, KB agreed to present to the group at the next 
meeting. CM to email and check KB can attend the next 
meeting. 

 
 
 

KB 
CM 

 

     
 2.6 GP Monitoring of Incidental findings   
     
  RM suggested the group review the wording of the 

incidental findings Template. RM to take forward. 
RM  

     
 2.7 MDT Review   
     
  TB discussed work currently being undertaking to review 

MDTS, to see if they are still fit for purpose or in some 
cases delaying treatment for patients. 
Meeting being held in March feedback to be provided at 
the next meeting.  

 
 
 
 

TB 

 

     
3. STANDING ITEMS   
 3.1 Audits   
     
   Block Dissection    

     
  KA presented to the group. A large amount of data was 

submitted in summary and also some missing information. 
HS to chase Newcastle for their data and CDDFT to 
provide raw data. Once this has been obtain to be brought 
back to the meeting. 

 
HS 

 

   
COSD Data and audit data to be presented at the next 
meeting. 
 
PB asked if the group felt there was still a need for network 
audit. Group agreed to keep audit on the agenda as 
previous audits have led to changed guidelines and 
improved care for patients.  
 

  

     
 3.2 Cancer Alliance update   
     
   Transformation Bids 

AM advised the Northern Cancer Alliance has been 
successful in bidding in phase 1 – which is the early 
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diagnosis element of the bid, pending some clarification. 
Additional information has been requested by the national 
team and this is to be provided this week. A financial due 
diligence telecom is to be held. 
 
The recovery package and stratified pathways element of 
the bid has been successful for phase 2 funding- 
timescales are expected to be September / October. 
Further information will follow. 
 
Early Diagnosis  contained the following; 

 Pathology network- digital system 

 Radiology network  – digital workflow system 

 Pathway redesign for vague symptoms for Lung, 

UGI,LGI Urology. 

 Cancer Academy  (includes workforce development) 

 Increase Radiology training 

 
Alliance has appointed two laypersons to the Board. 
An additional Macmillan co-production post has been 
appointed. 
 
 Cancer Alliance launch event 
Cancer Alliance launch event is to be held on the 30 March 
at Newcastle race-course. Invitations have been sent out 
via email. 

     
 3.3 CNS Update   
   

 South Tyneside – Helena joined South Tyneside 
recently and  currently integrating into the team 

 South Tees- Sentinel node biopsies due to start 
soon limbs first and then plan to expand service 
from there currently patients been referred to 
Manchester.  

 Durham- two new band 6 in training – 4 nurses in 
total and just employed band 3 co-ordinator . 

 Cumbria- no changes  

 Northumbria – still trying to establish service over 
the large rural area- process being made. 

 Newcastle - band 6 still to be appointed trying to get 
team back to full capacity. 

 
Discussions took place regarding the lack of CNS and 
reluctance to appoint additional CNS.  
 
PB suggested ensuring a clinician with an interest in 
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cancer attends the Business Case Committees. 
 
Concerns expressed about CDDFT patients are not 
receiving CNS support when attending Newcastle Clinics 
as no funding has been provided to cover CNS support.  
 
PB disagreed if patients are referred for chemotherapy; 
CNS support is covered in tariff.   Newcastle to take back 
to Trust and to contact PB if there are any queried. 

 
 
 
 
 
 
 

NUTH 

     

 3.4 Living with and Beyond   
     
  No update   
     
 3.5 Clinical Governance Issues   
     
  Newcastle queried the clinical governance process 

regarding Sentinel node biopsies- and if patients should be 
offered the choice of being referred to other centres if 
service is not available at their local hospital.  
 
If sites do have capacity/service available it was felt 
patients should be offered a referral to another local 
centres to avoid patients having to travel out of the area. 
This would need to be agreed between centres.  
 
Group agreed to seek a referral outside the region if 
nothing available locally as per NICE Guidelines. 
 
 
PR presented attached presentation to reconsider SLNB 
parameters in line with NICE guidelines.  Presentation 
discussed in detail.  
 
PB advised if Trusts want to operate outside of NICE 
guidelines they would have to  be agreed in advance with 
their CCGs, otherwise there would be a risk of non-
payment 

  

     
 3.6 Nice Clinical Guidelines   
      
  None- and group agreed to remove from standing agenda 

item. 
  

     
 3.7 Any other business   
     
   Clinical Guidelines –  
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Plan to review on a 2 year basis –procedure will be a 
summary of sections will be emailed to the group and 
volunteers asked to take a section review within agreed 
timescales and return the updated section to CM who will 
amalgamate.  
 

  Audit 
 
If anyone has any audits they would like to share with the 
group at the next meeting please advise  CM. 

 
 

All 

 

     
  Date of next meeting   
   
  Thursday 21 September 2017, 9.00am – 12.00, Evolve- Educational Event 
   
4. MEETING CLOSE   
     
 
Contact             Claire.mcneill@nhs.net         tel 01138252976 

mailto:Claire.mcneill@nhs.net
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Meeting: Skin NSSG 
Date: 13 October 2016 
Time: 9:00am – 11.00 pm 
Venue: Evolve Business Centre 
Present: Paul Barrett, Consultant, CDDFT PB 
 Kate Blasdale, Consultant, Newcastle KB 
 Jo Bradbury, CNS, CDDFT JB 
 Caroline Brownless, Specialist Nurse, South TEES CB 
 Amanda Connelly, CNS, NUTH AC 
 Rob Ellis, Consultant Dermatologist, South Tees RE 
 Anne-Louise Grant, Cancer Services Improvement Manager 


CDDFT 
AG 


 Carol Heslehurst, CNS, CDDFT CH 
 Mumtaz Hussain Consultant Plastic Surgeon, Northumbria  MH 
 Karen Ingram, Skin Cancer Support Worker CDDFT KI 
 Ann Irwin, CNS, CDDFT AI 
 Jacky Langston, CNS, NUTH JL 
 Laura Lawton, Clinical Support Sister, CDDFT LL 
 Paolo Longhi Consultant CDDFT PL 
 Roy McLachlan, Associate Director, NESCN RM 
 Neil McLean, Consultant Plastic Surgeon, Northumbria NM 
 Kate Morrell, CNS, Northumbria  KM 
 Jerry Ryan, Max fac, Sunderland JR 
 Philip Rubin, Consultant, CDDFT PR 
 Haroon Siddiqui, Cons Plastic Surgeon, South Tees  HS 
In Attendance Claire McNeill, Network Quality Surveillance Co-coordinator 


NESCN 


CM 


 Kieran Atkinson, CT1 South Tees KA 


 Craig Gerrand, Chair  Sarcoma Advisory Group CG 


Apologies: Penny Williams, Cancer Research Manager PW 
 Charles Kelly, Newcastle Hospitals CK 
 Ruth Plummer, Newcastle Hospitals RP 
 Adrienne Moffett, Network Delivery Manager, NESCN  AM 
 Alison Featherstone, Cancer Manager, NESCN AF 
 James Langtry, Consultant, Newcastle JL 
 David Brass, Dermatology, Newcastle  DB 
 Ann Irwin, CNS, CDDFT AI 
 Harry Bowles, Patient and Carer Representative HB 
 Sylvia Toresen, Patient and Carer Representative ST 
 Tony Branson, Medical Director, NESCN TB 


 
MINUTES 


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


.  
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 1.2 Declaration of Interest   
  No declarations of interest were made. 


 
  


 1.3 Minutes of the previous meeting 20.05.16  Enc1 
  Amendment to page 4 2.6  re Newcastle should read “not 


carry out sentinel Node dissection” 
Amendment to page 7, 3.4 RE CDDFT should read “soon 
to advertise for 2 wte band 6 CNS2 
Minutes then agreed as a true and accurate record.  
 


  


 1.4 Matters arising   
     
   COSD action plan   


     
  No replies received from any MDT leads. Group agreed 


that COSD plans to be taken forward by Trusts.  
 
Network presentation will take place in September 2017.  


 
 


 


     
   Kaposi Sarcoma Update   


     
  Kaposi Sarcoma to be managed by Specialist Skin MDTs   
     
   Named Ocular Plastic Surgeons    


     
  PB contacted Sunderland to discuss the process for 


accreditation for named Ocular Plastic Surgeon. No reply 
received. Sunderland may have linked in with Newcastle. 
PB to chase to confirm. 


 
 
 


PB 


 


     
   Lymph Node Dissections Guidance   


     
  PB advised he had started to draft Lymph Node Dissection 


Guidance  as detailed below; 
“The Network Specific group discussed neck dissection for 
suspected or confirmed metastatic skin cancer. The group 
felt that the surgeon undertaking a procedure to treat skin 
malignancy should be a core member of a Specialist Skin 
MDT”. 
 
The clinical guidelines would be amended to reflect this 
guidance.  
 
PB to take this to the joint meeting with Newcastle and 
Northumbria to discuss the impact of this and how to 
resolve any issues. Feedback to be provided at the next 
meeting. 


 
 
 
 
 
 
 
 
 
 
 
 
 


PB 
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   TYA end of Treatment Summary Form   


     
  PB advised Emma Lethbridge the TYA lead had emailed 


update as detailed below; 
 
Newcastle don’t have a way of capturing all patients from 
across the region at the end of treatment – there is no 
established late effects service for 19-24s yet and thus no 
MDT or end of treatment summaries done (as they are in 
paeds). The end of treatment summaries should be done 
by the treating clinicians responsible for the patient and 
should be completed within 6 months of the patient 
finishing treatment.  
 EL acknowledged this is a big piece of work that needs to 
be done. EL and Rod Skinner have been building a case 
towards getting some resource to enable to progress this. 
Guidelines to be updated. 


  


     
   Bio Markers update   


     
  RE presented on the bio markers research undertaken in 


conjunction with South Tees and Newcastle University, and 
the outcomes which has resulted in a screening process to 
establish  if patients are high or low risk. 
 
RE asked if the group would support a screening process 
established in the region, with the potential to extend this 
service to other areas. 
 
Group congratulated RE on this work and all endorsed his 
proposal, which has potentially huge cost saving 
implications. 


  


     
   Electro Chemotherapy Delays   


     
  AI advised there were no issues regarding electro 


chemotherapy delays.  
  


     
2. AGENDA ITEMS 


 
  


 2.1 Pathways   
     
   Sarcoma Shared Care Pathway- Craig Gerrand   


     
  CG discussed the need of a shared care pathway. Group 


discussed specific criteria that should be referred the 
Sarcoma MDT. Presentation attached for information. 
Recommendations from the presentation detailed below; 


 
 
 
 


Enc 2 
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 There should be a low threshold for discussion of 
patients with sarcomas of the skin in both MDTs, 
particularly where there is uncertainty about 
diagnosis or treatment 


 Patients with Kaposi’s sarcoma and those with LMS 
not involving the subcutis are appropriately 
managed by the normal and extended skin cancer 
MDT and do not have to be routinely discussed at 
the Sarcoma MDT  


 Any patient with a sarcoma involving the subcutis 
should be referred to and managed by the sarcoma 
MDT 


 Dermatofibrosarcoma protuberans (DFSP) may be 
managed by the skin cancer MDT or the Sarcoma 
MDT. As the approach to local treatment may differ, 
discussion in both MDTs is recommended and 
outcomes should be audited. 


 DFSP with fibrosarcomatous  change (DFSP-FS) 
should be managed by the sarcoma MDT  


 Patients with angiosarcoma, myxofibrosarcoma or 
pleomorphic dermal sarcoma should be managed 
by the Sarcoma MDT. 


 
Group discussed the DFSP and agreed that should be 
managed by the Skin MDT as treatment options are 
discussed at length. 
 
 All Trust to take back other recommendations to MDT for 
comments. Feedback to be sent to PB.  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


All 


     
   Network Referral Guidelines between Teams   


     
  This document has now been updated as requested at the 


previous meeting and the amended copy is now available 
in the clinical guidelines.  


  


     
 2.2 Cumbria Community Skin Services   
 
 


  Project Manager Update   


      
  RM informed the Network had givenNorth Cumbria £25k to 


recruit a project manager last year but unfortunately they 
had been unable to recruit into this role. Dave Bottoms has 
now taken up the project. A very positive meeting was held 
with Service Managers and actions have been agreed. 
First action is to appoint a clinical lead and then to look into 
MDT working. 
PB suggested inviting Dave to the next meeting. CM to 


 
 
 
 
 
 
 


CM 
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email DB 
     
 2.3 Unknown Primary Site Melanoma Clinical Guidelines   
     
  To be deferred.   
     
 2.4 Northumbria Skin Cancer MDT   
     
  RM informed the group a meeting has been arranged for 


the 2 December 2016 and will update at the next meeting. 
RM  


     
 2.5 NICE Imaging Guidelines Update from 3 SSMDTs   
     
  Group discussed imaging. 


 
Capacity issues were identified and the need for additional 
resources to enable NICE Guidelines to be adopted. KB to 
organise a presentation at the next meeting. 


 
 
 


KB 


 


     
 2.6 Sentinel Node Biopsy and named Hospitals for Head 


and Neck Dissections 
  


     
   CDDFT service is fully operational and is compliant 


to network guidelines. 


 Newcastle – service is operational. Also discussed 
the high risk patients who are over 4mm but not 
ulcerated. Group discussed the possibility of 
undertaking an audit to look at outcomes for these 
patients. 


 Northumbria- Discussed issues around pathology. 
PB offered to speak to Northumbria pathology 
department to try to resolve this. MH to forward 
details to PB  


 
 
 
 
 
 
 
 
 


MH/PB 


 


     
 2.7 Network Updates   
     
  The Cancer Strategy 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 the vehicle to implement 
these priorities and will bring local stakeholders – 
commissioners and providers to lead improvement across 
the whole pathway and in doing so affect cancer 
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outcomes.  They will have the authority to influence 
change. 
 
The Northern Cancer Alliance will cover 3 STP footprints – 
Northumberland, Tyne & Wear, West, North & East 
Cumbria and Durham, Darlington, Tees, Hambleton, 
Richmondshire and Whitby.  
 
Development of a Memorandum of Understanding is being 
discussed with Trust and CCG Leads along with other 
partners to progress the implementation of the Alliance – 
this is a working document. 
 
An Alliance Board is being formed and will be made up of 
decision makers from providers, CCG Leads and other 
influential stakeholders.  The Board will meet in November. 


 
To-date the national schedule is on time with national 
resources expected in October.  The foundation of the 
Alliance will be to use current network staff. 


     
 2.8 Peer Review / Quality Surveillance Update   
     
  The network have had no  measures for the Quality 


Surveillance Process for quite some time 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.   


  


     
 2.9 Skin Cancer Quality Standards QS130   
     
  Received for information.   
     
 2.10 GP Monitoring of incidental findings   
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  PB informed the group of a complaint received from a GP 
regarding incidental findings. Current process is being 
reviewed.  


  


     
3. STANDING ITEMS   
 3.1 Audits   
     
   Block Dissection audit – October 2016   


     
  KA presented to the group. A large amount of data was 


submitted in summary and also some missing information. 
HS to chase Newcastle for their data and CDDFT to 
provide raw data. Once this has been obtain to be brought 
back to the meeting. 


 
KA/HS 


 


     
     
 3.2 Research Update   
     
  No update received, but research will be discussed at the 


educational/ audit event in November 2017. 
  


     
 3.3 CNS Update   
   S Tees- new clinical support sister band 6 and new 


dermatologist to join the team. 


 CDDFT – Macmillan funding 2 band 6 and a MDT 
coordinator 


 Newcastle- temp post being made permeant. 
Macmillan funding has run out and being picked up 
by directorate. Currently looking to make positions 
permanent. 


Kate Morrell introduced herself as she has just taken up 
post in Northumberland  as band 6 nurse. 


  


     


 3.4 Living with and Beyond   
     
  AG advised Macmillan have a template for treatment 


summary. 
RE advised on appointment of a post to look at all 
elements of treatment pathway. 


  


     
 3.5 Patient and Carer Update   
     
  No patient representative in attendance   
     
 3.6 Clinical Governance Issues   
      
  None   
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 3.7 Nice Clinical Guidelines   
     
  All follow BAD guidance regarding excisions margins. 


Clarification regarding margins was discussed and all 
agreed 1 to 2mm Breslow should be offered a 10 to 20mm 
excision when local anatomy permits.  


  


     
 3.8 Any other business   
     
  None   
     
  Date of next meeting   
  Thursday 16 February 2017, 9.00am – 11.00 am, Evolve 
  Thursday 21 September 2017, 9.00am – 12.00, Evolve- Educational Event 
   
4. MEETING CLOSE   
     
 
Contact             Claire.mcneill@nhs.net         tel 01138252976 



mailto:Claire.mcneill@nhs.net
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Meeting: Skin NSSG 
Date: 20.05.16 
Time: 2.00pm 
Venue: Evolve Business Centre 
Present: Paul Barrett, Consultant, CDDFT PB 
 Kate Blasdale, Consultant, Newcastle KBl 
 Harry Bowles, Patient and Carer Representative HaB 
 Tony Branson, Medical Director, NESCN TB 
 David Brass, Dermatology, Newcastle DB 
 Caroline Brownless, Specialist Nurse, South TEES CB 
 Rob Ellis, Consultant Dermatologist, South Tees RE 
 Kath Gilbanks, Clinical Nurse Specialist, North Cumbria KG 
 Anne-Louise Grant, Cancer Services Improvement Manager 



CDDFT 
AG 



 Mumtaz Hussain Consultant Plastic Surgeon, Northumbria 
Healthcare Trust 



MH 



 Ann Irwin, CNS, CDDFT AI 
 Jong Kim, Consultant Plastic Surgeon, CDDFT JK 
 Paolo Longhi Consultant CDDFT PL 
 Tom Oliphant, Consultant, Newcastle TO 
 Roy McLachlan, Associate Director, NESCN RM 
 Adrienne Moffett, Network Delivery Manager, NESCN  AM 
 Marinela Nik,  North Cumbria MN 
 Jerry Ryan, Max fac, Sunderland JR 
 Sylvia Toresen, Patient and Carer Representative ST 
In Attendance Claire McNeill, Network Quality Surveillance Co-ordinator 



NESCN 



CM 



 Dr Martin White, North Cumbria MW 



Apologies: Penny Williams, Cancer Research Manager PW 
 Charles Kelly, Newcastle Hospitals CK 
 Ruth Plummer, Newcastle Hospitals RP 
 Haroon Siddiqui, Cons Plastic Surgeon, South Tees Hospital 



NHS Trust 
HS 



 James Langtry, Consultant, Newcastle Hospitals JL 
 Philip Rubin, Consultant, CDDFT PR 
 Andy Burns , OMPS, Sunderland  AB 
 Robin, Armstrong, GP Cancer Lead, Durham PCT  RA 
 Alison Featherstone, Cancer Manager, NESCN AF 



 
MINUTES 



1. INTRODUCTION Lead Enc 
 1.1 Welcome and Apologies    
  PB welcomed all to the meeting. Apologies as listed above. 



.  
  



 1.2 Declaration of Interest   
  No declarations of interest were made.   
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 1.3 Minutes of the previous meeting 11.02.16  Enc1 
   



Page 3 –3rd paragraph- North Cumbria skin service is now 
being running by a substantive acting consultant and one 
locum. 
 
Minutes otherwise agreed as a true and accurate record.  
 



  



 1.4 Matters arising   
     
   COSD action plan   



     
  AM discussed the importance of the COSD data going 



forward and asked if the group would like to have a 
network COSD action plan and monitor improvements or 
would they just prefer to monitor via trusts.   
 
Group agreed for MDT leads to feedback to CM who will 
collate replies.  
 
RE to email PB for an update on the National Melanoma 
database.  



 
 
 
 
 



MDT 
Leads 



 
RE/PB 



 



     
   Kaposi Sarcoma Update   



     
  Deferred to the next meeting. CM to add to agenda. CM  
     
   2ww referral form    



     
  Previously circulated and group have endorsed the form. 



CM to add into clinical guidelines. 
CM  



     
   T Cell Lymphoma   



     
  New procedure to treat is expected and this will fall within 



Haematology. To be taken off agenda. 
 



  



2. AGENDA ITEMS 
 



  



 2.1 Peer Review update   
     
  Service Specifications are still outstanding, national Quality 



Surveillance Team expects to them to be published end of 
May. Deadline for MDT declarations is 29 July 2016 
 



All  



   Named Ocular – Plastic Surgeons    
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  PB to write to Sunderland Eye hospital to establish how 
accreditation is obtained.    
 
One surgeon, who is ocular plastic surgeon, is treating 
patients at CDDFT. Group is happy for surgeon to continue 
to practice but will investigate accreditation and feedback 
at the next meeting. 
 
Head and Neck Surgeons undertaking skin cancer should 
become at member at Skin MDT. Clinical guidelines to be 
amended to reflect this. 
 
Lymph Node Dissections were discussed. Head and neck 
surgeons undertaking neck dissections for skin cancer 
should be a member of the skin MDT. Guidance to be 
drafted.- PB to action. 



PB 
 
 
 
 
 
 
 



All 
 
 
 



PB 



 



     
   TYA Designated Skin Cancer Clinics   



     
  The Children and Young Persons Co-ordinating Group 



have requested the opinion of the NSSG regarding the 
designation of TYA designated skin cancer clinics. JCUH 
have moved their screening services to One Life and 
asked if One Life would require designation.  
Group agreed that the One Life centre does not require 
designation due to the fact it is a screening service and 
allows excision for diagnosis. Once diagnosis is confirmed 
patient is offered an opportunity to attend a TYA centre.  
AM to feedback to CYPCG. 



 
 
 
 
 
 
 
 



AM 



 



     
   Clinical Guidelines   



     
  Guidelines to be circulated, all comments to be received 



within two weeks. If no comments received these will be 
considered endorsed. CM will email final copy.  



All  



     
   Work Programme   



     
  Document to be circulated for endorsement. All  
     
 2.2 Cumbria Community Skin Services   
     
  Dr White discussed the Cumbria community service and 



compliance with governance arrangements. PB confirmed 
from a NSSG perspective, service would best be aligned to 
a local MDT although temporary arrangements might be 
considered in the absence of a functional MDT.   
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KG advised community services had been offered core 
membership. PB discussed the facilitation of ensuring this 
is progressed. 
 
RM had provided £25,000 to recruit a project manager to 
take this forward. KG advised no project manager had 
been appointed. RM to follow up.  
 
PB asked the group if they were happy to take discussions 
outside of this meeting. All agreed this was acceptable. 
RM/PB/KG & MW to discuss after meeting. PB to update at 
the next meeting 



 
 



PB 
 
 



RM 
 



     
 2.3 See, Diagnose and Treat Clinics Presentation   
     
  KB discussed the See, Diagnose and Treat Clinic at 



Newcastle. KB to forward presentation to CM to circulate. 
Group discussed tariff and KB advised they generate 
enough patients numbers to cover costs. Group discussed 
the negative approach some Trusts take towards See and 
Treat clinics putting revenue (day case tariff) before a 
speedy pathway. ST advocated patient focused care. 



 
KB 



 



     
 2.4 Northumbria Skin Cancer MDT   
     
  RM advised that the outstanding issue (letter from CCG) 



had been received. The CCG requested that if possible 
MDT discussions take place in Newcastle. RM asked if 
group agreed. Group agreed this should be taken forward. 
PB/ RM to contact Richard Bliss. 



 
 
 



PB/RM 



 



     
 2.5 NICE Imaging Guidelines Update from 3 SSMDTs   
     
  Group to invite radiologist(s) to join the group. All  
     
 2.6 Sentinel Node Biopsy and named Hospitals for Head 



and Neck Dissections 
 Enc 2 



     
  Sentinel Node Biopsy updated; 



 CDDFT – Durham have two plastic surgeons who 
also carry of Head and Neck Dissections.  Originally 
started a 1mm -4mm. However consider at 0.7mm+ 
if other adverse features. 



 South Tees- business case has been agreed and 
due  to commence sentinel node biopsy July 2016 



 Newcastle- 2mm and above now extending to 1mm 
-4mm but not carrying out head and neck 
dissections. 
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 Northumbria business case being drafted 
 
Group discussed the difference and PB suggested auditing 
between SSMDTs to compare outcomes.  
 
Group discuss above 4mm – NICE guidelines advise not to 
action above 4mm. 
 
Nodal dissections were discussed- document attached for 
information. Group acknowledge all Trusts would ensure 
service was safe when operating outside clinical 
guidelines.  
 
Sunderland undertaking block lymph node dissections as a 
spoke service for Durham with all cases discussed at the 
SSMDT. Group agreed a robust pathway was in place and 
agreed this was acceptable. 
 
Isolated Limb perfusion is undertaken in Glasgow. 



 
 



PB 



     
 2.7 Pathways   
     
   Sarcoma Shared care pathway – presentation by 



Craig Gerrand 



  



     
  CG sent his apologies as he was unable to attend. CM to 



contact CG to check availability for the next meeting. 
CM  



     
   Timed pathways   



     
  Group reviewed the timed pathway and discussed the two 



changes and endorsed the document. CM to add 
document to be added to the clinical guidelines. 



CM  



     
   Network Referral Guidelines between Teams   



     
  Group discussed the current flow chart and the “virtual” 



MDT for rare tumours.  
Case to be dealt with by one agreed SSMDT per Network 
are; 
Cutaneous Lymphoma 
Kaposi’s sarcoma 
Cutaneous Sarcoma above superficial fascia (below Fascia 
refer to Sarcoma MDT) 
Other rare skin cancers – as per Skin Cancer IOG pages 
128 and129. 
 
Kaposi sarcoma previously was only dealt with by one 
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MDT. 
 
Group are treating and not sharing expertise. PB discussed 
the need for the pathways to reflect true practice. Virtual 
MDT to be removed and group agreed that each SSMDTs 
treat all rare cancers as listed above. CM to update clinical 
guidelines. 



 
 
 
 
 



CM 
 



     
 2.8 TYA Follow up on completion of first line treatment   
     
  Document attached for information. Group agreed to 



endorse the document. PB to contact the Emma 
Lethbridge, TYA Lead to find if they use a standardised 
end of treatment summary form.  
CM to add to clinical guidelines 



 
 



PB 
 



CM 



 



     
 2.9 Network Update   
   



RM 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 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.  
 
Meetings to remain as 2 two hour meetings and group to 
organise an audit event themselves. 



  



     
     
3. STANDING ITEMS   
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 3.1 Audits   
     
   Block Dissection audit – October 2016   



     
  To be presented October  2016   
     
   Pathology Malignant Melanoma – update re 



proposal 



  



     
  PB to send out proposal. PB  
     
   Further suggestions for audit were; 



 
Pain post melanoma- to be considered for next year. 
 



  



     
 3.2 Quarterly NSSG reports   
     
  Quarter 4 reports will be circulated soon. 



 
  



     
   COSD action plan   



     
  COSD action plan discussed previously.   
     
 3.3 Research Update   
   



Document attached for information. 
 



 Enc 3 



     
 3.4 CNS Update   
     
   CDDFT- Soon to advertise for 2 wte band 5 CNS, 



with a development role and succession planning,  
to support existing CNS. One will support cross 
trusts. Also a band 3 to help support CNSs. 



 



 Cumbria- remains the same. 
 



 South Tees – advert close for CNS and awaiting to 
appointed. 



 



 Newcastle- business case in to extend the team. 
 



 Northumberland- band 6 appointed due to start July. 



  



     
 3.5 Survivorship   
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  RE advised of PHD student appointed to look at pathways- 
PB asked for this to be presented. AM to contact RE to 
obtain details and link up with Network Survivorship lead. 



  



     
 3.6 Patient and Carer Update   
      
  AM advised the group the network is currently evaluating 



public involvement and requested the group to complete 
the questionnaires provided. CM to email out to members 
who could not attend the meeting. 



 
 



CM 



 



     
 3.7 Clinical Governance Issues   
     
  Sentinel Node Biopsy- as discussed above.   
     
 3.8 Nice Clinical Guidelines   
     
  None   
     
 3.9 Any other business   
   Bio markers-  



 
RE advised of a biomarker for high risk patients which 
might affect treatment options in the future. Next step is to 
recruit an independent cohort of patients. CDDFT have 
volunteered. RE and PB to take forward. 
 



 
 
 



RE/PB 



 



   Electro ChemoThearpy Service   



   
CDDFT advised of delays experienced from South Tees. 
Durham discussed options of setting up their own service. 
Group queried if this was specialised service. 
 JK to take forward and update at next meeting. 



 
 



JK 



 



     
   Unknown primary site melanoma 



RE discussed pathways for unknown primary melanoma 
and the production of clinical guidelines. RE to draft and 
circulate prior to the next meeting if possible. 



 
 



RE 



 



     
     
  Date of next meeting All  
  To be confirmed. 
   
4. MEETING CLOSE   
     
 
Contact             Claire.mcneill@nhs.net         tel 01138252976 





mailto:Claire.mcneill@nhs.net










Skin Sarcomas 



Craig Gerrand 



Consultant Orthopaedic Surgeon 



Clinical Lead for Sarcoma NESCN 











Skin sarcomas 



The skin sarcomas include:  



• Leiomyosarcoma (LMS) 



• Dermatofibrosarcoma protuberans (DFSP) 



• Kaposi sarcoma (KS) 



• Cutaneous angiosarcoma (CA) 



• Myxofibrosarcoma (MS) 



• Pleomorphic dermal sarcoma (PDS) 



 











Role of the SAG/MDT 



• Responsibility for all sarcomas in the network 



• Advice about diagnosis and management 



• Direct management of some cases 



 











Leiomyosarcoma 



• Cutaneous LMS does not metastasise 



• LMS on the subcutis may metastasise 



• Tumours >4cm are very likely to involve the 
subcutis 



• Superficial biopsy does not determine depth 



 



• Refer if doubtful or involves subcutis 











DFSP 



• MMS or wide local excision – ongoing 
conversation 



 



• 10-15% are fibrosarcomatous with metastatic 
potential – should be managed by sarcoma 
MDT 



 











Angiosarcoma 



• Most appropriate within sarcoma MDT 











Recommendations 



• There should be a low threshold for discussion of patients with sarcomas of the 
skin in both MDTs, particularly where there is uncertainty about diagnosis or 
treatment 



• Patients with Kaposi’s sarcoma and those with LMS not involving the subcutis are 
appropriately managed by the normal and extended skin cancer MDT and do not 
have to be routinely discussed at the Sarcoma MDT  



• Any patient with a sarcoma involving the subcutis should be referred to and 
managed by the sarcoma MDT 



• Low grade dermatofibrosarcoma protuberans (DFSP) may be managed by the skin 
cancer MDT or the Sarcoma MDT. As the approach to local treatment may differ, 
discussion in both MDTs is recommended and outcomes should be audited. 



• DFSP with fibrosarcomatous  change (DFSP-FS) should be managed by the sarcoma 
MDT  



• Patients with angiosarcoma,  myxofibrosarcoma or pleomorphic dermal sarcoma 
should be managed by the Sarcoma MDT 
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