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Executive summary 
 

1. Manchester Cancer is an integrated cancer system for Greater Manchester and East 
Cheshire. The Lung Pathway Clinical Director was appointed in January 2014. This 
transitional annual report outlines the current configuration of services, the progress in 
forming the Pathway Board, the data on outcomes and experience that the Board took 
into account when setting its objectives, and what those objectives are for 2014/15 and 
beyond. 

2. Lung cancer accounts for 1 in 5 cancer deaths, and survival in the UK compares 
unfavourably with other countries in Western Europe. The North West has the highest 
incidence of lung cancer in England and Wales. 

3. The previous lung cancer Network Site Specific Group (NSSG) for the Greater Manchester 
and Cheshire Cancer Network (GMCCN) made significant advances in lung cancer service 
provision and pathway improvements. The current Lung Cancer Pathway Board benefits 
from experienced membership, including Dr P Barber, chair of the Lung NSSG. 

4.  Current configuration of lung cancer services includes 9 weekly lung cancer MDTs, a 
sectorised endobronchial ultrasound (EBUS) service, access to PETCT across 3 sites, lung 
cancer surgery centralised at UHSM, and chemotherapy/radiotherapy delivered by The 
Christie, with some provision “closer-to-home” via the radiotherapy satellites at Oldham 
and Salford, and chemotherapy centres at East and Mid Cheshire. UHSM also delivers 
chemotherapy, and is the specialist centre for mesothelioma and adjuvant therapy. 

5. Overall, 62-day waits for lung cancer in Greater Manchester and Cheshire were not 
significantly different from the NHS England mean, although trusts consistently failed to 
meet the 85% operational standard for 2013/14. Targets were achieved for the 31-day 
and 2-week waits. The National Lung Cancer Audit 2013 demonstrated significant 
variation in clinical lines of enquiry throughout the region, with some trusts performing 
well above the national average, and some below.  

6. The National Cancer Patient Experience Survey offered little value for lung cancer. By 
targeting only in-patients and day-case patients, only 3 trusts achieved the number of 
responses required to data to be published. The pathway board has acknowledged the 
need to develop a universal lung cancer patient experience survey across Manchester 
and East Cheshire to capture patient experience across the pathway. 

7. Manchester benefits from a strong lung cancer research profile, with world-leading 
investigators developing pioneering studies and collaborations with international 
partners. Cancer Research UK has recently awarded the University of Manchester a 
“Lung Cancer Centre of Excellence” status. 

8. Outside of clinical trials, there are many areas of notable and innovative practice that 
have developed within the lung cancer pathway across Greater Manchester that aim to 
improve clinical outcomes and patient experience. The Lung Cancer Pathway Board 
aspires to adopt these innovative services across the whole Greater Manchester pathway 
with equitable access for all patients . 
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9. Membership of the Lung Cancer Pathway Board was finalised in March 2014 prior to the 
first meeting in April. Each provider trust is represented, as is primary care, with 
expertise present for each step of the lung cancer pathway.    

10. The Lung Cancer Pathway Board has made considerable progress in it’s first few months, 
developing a framework for an integrated pathway defined by i) a set of quality 
standards tailored to the needs and interests of lung cancer patients in the region 
(appendix 6), ii) a sectorised model of working, via sector MDTs accountable for 
performance of the pathway, iii) governance and quality control through real-time, 
robust data collection and analysis. The lung cancer pathway board is also working in 
partnership with the MacMillan Cancer Improvement Programme (MCIP) on common 
aims and objectives. Work continues with Manchester Cancer, MacMillan and other 
partners to facilitate genuine patient and user involvement/representation on the 
pathway board. A list of objective for the next year is defined in the annual work-plan 
(appendix 8). 
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1. Introduction 
 
2013/14 was a transitional year for cancer services in Greater Manchester and East Cheshire. 
The Greater Manchester and Cheshire Cancer Network ceased to exist in March 2013 when 
cancer networks nationally were amalgamated into strategic clinical networks as part of the 
NHS reorganisation. In Greater Manchester this coincided with the creation of Manchester 
Cancer, an integrated cancer system for Greater Manchester and East Cheshire.  
 
Twenty Manchester Cancer Pathway Clinical Directors were appointed in late 2013 and took 
up their roles on 1st January 2014. They spent the first months in post forming their Pathway 
Boards, multi-professional clinical groups from across the region. These pathway Boards are 
now formed and most had their first meeting in April/May of 2014.  
 
As such, this is a transitional annual report. It outlines the current configuration of services, 
the progress in forming the Pathway Board, the data on outcomes and experience that the 
Board took into account when setting its objectives, and what those objectives are for 
2014/15 and beyond. In July 2015 every Manchester Cancer Pathway Board will publish a full 
annual report, outlining the work of its first full year and its progress against those 
objectives.  
 
This annual report is designed to: 

 Provide a summary of the work programme, outcomes and progress of the Board – 
alongside the minutes of its meetings, its action plan and it scorecard it is the key 
document for the Board. 

 Provide an overview to the hospital trust CEOs and other interested parties about the 
current situation across Manchester Cancer in this particular cancer area  

 Meet the requirements of the National Cancer Peer Review Programme 

 Be openly published on the external facing website. 
 
 

2. General overview  
 

Lung cancer is the second most common cancer 
diagnosed in the UK with the highest mortality, 
responsible for 1 in every 5 cancer deaths.  
 

 43,463 people in the UK were diagnosed 
with lung cancer in 2011. 

 There were 35,184 deaths from lung 
cancer in the UK in 2011. 

 9.0% of adult lung cancer patients (7.8% of 
men and 9.3% of women) in England survived 
their cancer for five years or more in 2005-
2009. 
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Late presentation is a key reason for poor survival, with <22% of patients presenting with 
stage I/II disease in 2011.  
 
 

The incidence of lung cancer mirrors 
smoking trends in cigarette smoking 
prevalence. Smoking rates peaked earlier in 
males than in females, so lung cancer rates 
in men have been decreasing for some 
decades, but this decrease is yet to start in 
women. 
 
 
 
 

 
Lung cancer incidence is also strongly linked to 
deprivation, with rates almost three times 
greater in the most deprived compared to the 
least deprived. 
 
 
 
 
 

 
 
 

 
 
Lung cancer survival in the UK has made modest 
improvements over the last 2 decades, but still 
compares unfavourably with other countries in 
Western Europe and beyond. Reasons cited for 
poorer outcomes in the UK include late stage at 
presentation, nihilistic attitude of healthcare 
professionals toward lung cancer, resources 
available and care provided. 

 
 
 
 
 

 
 

Population-based lung cancer survival: 1995-2007 
Lancet 2011 
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The North West had the highest number of new lung cancer diagnosis in 2012 in the whole 
of England, and the second highest age-standardised rates per population. 

 

Registrations of newly diagnosed malignant     M 19,547 1,357 3,285 2,296 1,688 2,104 2,083 2,061 2,710 1,963

neoplasm of trachea, bronchus and lung  F 16,356 1,301 2,955 2,048 1,336 1,522 1,721 1,649 2,266 1,558

Age standardised registration rates per 100,000 population     M 93.2 124.4 115.9 110.0 88.8 93.2 83.8 91.8 75.5 79.5

of malignant neoplasm of trachea, bronchus and lung  F 63.6 96.8 85.4 78.8 58.3 55.1 57.1 57.9 51.4 51.6

Office of National Statistics, 2012
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Similarly, smoking rates 
in the North West are 
amongst the highest in 
the UK, and in 2012, 
the North West SHA 
had the lowest national 
success rates for the 
NHS Stop Smoking 
Services (46% 
compared to 50% 
nationally)  
In 2012 there were 
2302 new lung cancer 
registrations to the National Lung Cancer Audit 
(http://www.hscic.gov.uk/catalogue/PUB12719/clin-audi-supp-prog-lung-nlca-2013-rep.pdf 

) in Greater Manchester and Cheshire with a median survival of 224 day (7.5 months) 
compared to a national average for England and Wales of 221 days. 
 
 
There are two broad types of lung cancer, classified as small cell lung cancer  
(SCLC), which accounts for about 10-15% of cases, and non-small cell lung cancer  
(NSCLC). There is also a variety of rarer types. NSCLC has two major subtypes, squamous 
cell carcinoma and adenocarcinoma, with a proportion of tumours being difficult to 
classify. This sub-classification is important since it has significant implications for 
treatment. New small subgroups of lung cancers with specific genetic mutations have 
been identified which is beginning to have a major impact on the diagnosis and treatment 
of these patients.  
 
The aim of the local lung cancer service is to deliver high quality holistic care for patients 
with lung cancer so as to increase survival while maximising a patient’s functional 
capability and quality of life and to ensure ready and timely access to appropriate 
supportive care for patients, their relatives and carers. The local services are delivered 
through a lung multi-disciplinary team (MDT), with some specialist elements delivered by 

Office of National Statistics, 2011

Heavy (20 or 

more per day)

Moderate (10-

19 per day)

Light (fewer 

than 10 per 

day)

All current 

smokers

Ex-regular 

cigarette 

smokers

Never or only 

occasionally 

smoked cigarettes

All adults

England 5 8 6 19 25 56

A North East 7 8 5 20 22 58

B North West 5 9 6 21 26 53

D Yorkshire and the Humber 5 9 6 21 25 55

E East Midlands 5 9 5 19 25 55

F West Midlands 6 9 5 20 22 58

G East of England 5 9 6 19 27 54

H London 2 7 7 16 22 62

J South East 4 7 8 19 25 56

K South West 3 8 7 18 30 51

Wales 6 10 7 24 23 54

Scotland 7 10 7 24 20 56

Current smokers (%) Non-smokers  (%)

http://www.hscic.gov.uk/catalogue/PUB12719/clin-audi-supp-prog-lung-nlca-2013-rep.pdf
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specialist providers (e.g. High-risk surgical MDT, Stereotactic ablative radiotherapy 
(SABR)). 
 
Excellence in outcomes for lung cancer patients is dependent on factors crossing health 
sector boundaries. Awareness of the early symptoms of lung cancer and of the benefits of 
making the diagnosis early within the general population is a vital starting point. A high 
level of awareness in Primary Care is also required in addition to good access to diagnostic 
and specialist treatment services.  
 
All patients in whom lung cancer is suspected should be referred to a Rapid Access Lung 
Cancer Clinic which will be part of a Multi-Disciplinary Team. There is no definite evidence 
base for a minimum viable workload for a lung MDT in the 'Improving Outcomes 
Guidance' for lung cancer. As this is a common cancer most acute hospitals have a lung 
MDT that is regularly reviewed by National Cancer Peer Review 
(http://www.cquins.nhs.uk/download.php?d=resources/measures/Lung_April2013.pdf 
). 
 
It is important that patients are supported from diagnosis through the entire pathway by 
Lung Cancer Clinical Nurse Specialists who provide an essential link between the patient, 
their carers and the variety of clinicians that are involved in the care pathway. In addition 
the lung cancer services require clear pathways agreed for patients requiring care at the 
end of life. This will include services within hospitals, community services and services in 
the voluntary sector.  
 
Lung cancer is made up of a wide variety of different types and stages, and diagnostic and 
treatment options are becoming ever more complex. A high degree of specialisation is 
therefore required in the MDTs, and innovative ways of working considered ensuring lung 
cancer pathways remain effective. This is recognised in the national guidelines and quality 
standards for the diagnosis and treatment of patients with lung cancer 
http://www.nice.org.uk/guidance/qs17/resources/guidance-quality-standard-for-lung-
cancer-pdf 
http://www.nice.org.uk/guidance/cg121/resources/guidance-lung-cancer-pdf 
 
 

 

 

 
 

 

http://www.cquins.nhs.uk/download.php?d=resources/measures/Lung_April2013.pdf
http://www.nice.org.uk/guidance/qs17/resources/guidance-quality-standard-for-lung-cancer-pdf
http://www.nice.org.uk/guidance/qs17/resources/guidance-quality-standard-for-lung-cancer-pdf
http://www.nice.org.uk/guidance/cg121/resources/guidance-lung-cancer-pdf
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3. Background to the pathway 
 

The purpose of the previous Greater Manchester and Cheshire Cancer Network (GMCCN) Lung 

Cancer NSSG was to ensure that services for patients with suspected or diagnosed lung cancers are 

being delivered in accordance with NICE Improving Outcomes Guidance and peer review cancer 

quality measures, as well as further developing the standards of care for those patients in a post 

treatment phase of the pathway. 

The principle aims and objectives of the Manchester Cancer Lung Cancer Pathway Board is similar to 

the previous NSSG, with members drawn from referring acute trusts and the relevant MDTs, as well 

as the clinical support services involved in cancer management along the entire patient care 

pathway. 

The previous NSSG, chaired by Dr Phil Barber (Consultant Respiratory Physician, UHSM), made 

significant improvements in the lung cancer pathway, with well-constructed guidelines and referral 

processes. The new pathway board will benefit from this experience as the majority of the pathway 

board were previous members of the NSSG.  
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4. Configuration of services 
 
Below is an overview of the Lung services in Greater Manchester.  
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There are currently 9 lung cancer MDTs per week in Greater Manchester and Cheshire. Mid-
Cheshire, East Cheshire, Tameside and Stockport each have their own weekly MDT. UHSM 
has it’s own weekly MDT and is also the regional specialist surgical and mesothelioma 
centre. Central Manchester University Hospitals (CMUH) NHS Trust runs 2 separate lung 
cancer MDTs per week (Trafford and MRI). Bolton, Wigan and Salford run a joint sectorised 
MDT once a week using video-conferencing facilities. Pennine also runs a single lung MDT 
each week combining patients from it’s 4 hospitals. 
 
Weekly lung cancer diagnostic and oncology clinics (including lung cancer clinical nurse 
specialists) are available at each of the NHS trusts within the Manchester Cancer network. 
Surgical clinics are offered locally at some trusts, with patients otherwise travelling to UHSM 
for surgical assessment. 
 
Some diagnostic services are available at all trusts (e.g. CT scanning, bronchoscopy). Other, 
more specialist diagnostic services requiring higher levels of expertise are available to all 
patients throughout the Manchester Cancer network but are not delivered at every trust: 

i) PETCT – Christie, Central Manchester, Salford 
ii) Endobronchial ultrasound (EBUS) – UHSM, Central Manchester, NMGH 

(Pennine), Wigan, East Cheshire 
iii) Medical thoracoscopy – UHSM, East Cheshire, Pennine, Bolton 

Referrals for both PETCT and EBUS are facilitated via electronic portals, which enables rapid 
scheduling and data collection of referral patterns, waits, outcomes etc. 
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Molecular profiling is primarily centralised at St Marys Hospital (CMUH), with ALK fusion 
gene testing offered at The Christie. 
 
UHSM is the specialist surgical centre, delivering all the lung cancer surgery for the 
Manchester Cancer network. Some chemotherapy (mesothelioma, adjuvant NSCLC, some 
small cell lung cancer and advance NSCLC) is delivered at UHSM. The Christie is the specialist 
chemotherapy and radiotherapy centre for lung cancer. Chemotherapy for advanced NSCLC 
is also delivered locally at Leighton (Mid Cheshire) and Macclesfield (East Cheshire). 
Radiotherapy for lung cancer (including intensity modulated radiotherapy (IMRT and image 
guided radiotherapy (IGRT) and is delivered at The Christie in Withington and the satellite 
radiotherapy centres at Salford and Oldham. All patients receiving concurrent 
chemoradiation and stereotactic ablative radiotherapy (SABR) are treated at The Christie 
main-site in Withington. Patients requiring stereotactic radiosurgery for brain metastasis are 
treated at The Christie at Salford following assessment through the weekly specialist neuro-
oncology MDT at Salford.  
 
Local arrangements are in place in each trust ensuring patient access to hospital and 
community palliative care services. 
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5. Clinical guidelines 
 
The Pathway Board has only been in place since April 2014 and has not yet had the 
opportunity to review its clinical guidelines and patient pathways. As such, the guidelines 
created by the previous cancer network group have been adopted until such time as they 
can be reviewed and updated in the coming year.  
 
All of the relevant documentation has been migrated from the old cancer network website 
and can now be found at  www.manchestercancer.org/services/lung/.  
 
A full list of active current guidelines and their renewal dates will be produced for the next 
annual report of July 2015.  

http://www.manchestercancer.org/services/lung/
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6. Clinical information and outcomes  
 
The lung cancer pathway board discussed the following data during the board meeting 10th 
July 2014. This data has been used to inform the Lung Cancer Pathway Board Quality 
Standards and workplan. 

 
6.1 . Cancer waiting times 

 

 
 
 
 

  

All trusts failed to meet the NHS 
England operational standard 
62-day wait of 85% in at least 
one quarter of 2013-4. Pennine 
Acute Hospitals NHS Trust was 
the best performing trust, only 
failing to meet the 85% target by 
0.5% in Q3. Mid Cheshire 
Hospitals NHS Foundation Trust, 
University Hospitals of South 
Manchester NHS Foundation 
Trust, and The Christie NHS 
Foundation Trust (tertiary 
referral centre) failed to meet 
the 62-day target for each 
quarter. Overall, 62-day waits in 
Greater Manchester and 
Cheshire were not significantly 
different from the England 
mean. 
 
Trusts performed more 
consistently for the 31-day and 
2-week waits, and were 
comparable to the England 
mean.  
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6.2 . Routes to diagnosis 

 
Outcomes for patients with lung cancer are poorer for patients who are diagnosed 
following an emergency presentation 
than those diagnosed following an 
urgent GP referral for suspected lung 
cancer. The NCIN analysis of routes 
to diagnosis for lung cancer patients 
diagnosed in 2007 showed an 
England and Wales mean of 37% lung 
cancer patients presenting as an 
emergency. Rate of emergency 
presentations in Greater Manchester 
and Cheshire ranged from 14% to 
72%, with eight of the ten trusts 
involved in diagnosing lung cancer 
exceeding the national mean 
 

 
In England and Wales, 21% of 
patients urgently referred by 
GPs with suspected lung cancer 
were diagnosed with lung 
cancer. In Greater Manchester 
and Cheshire, rates ranged from 
36% to 7%. 
 
 
 
 

 

Route to diagnosis: % Urgent GP referrals for suspected cancer 

diagnosed with cancer (patients diagnosed 2007, NCIN*)

Manchester Cancer

*NHS data analysed which was not specifically generated for this purpose, and a set of assumptions have been used 
within the algorithm which derives the route. It is important that when examining the results of this work, these factors 
are taken into account.

Route to diagnosis: % emergency presentation (patients 

diagnosed 2007, NCIN*)

Manchester Cancer

*NHS data analysed which was not specifically generated for this purpose, and a set of assumptions have been used 
within the algorithm which derives the route. It is important that when examining the results of this work, these factors 
are taken into account.
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6.3. Clinical Indicators (National Lung Cancer Audit 2013)  

 
6.3.1. Histological Diagnosis 
 

 
Patients due to undergo active 
treatment for suspected lung cancer 
should have histological confirmation 
of lung cancer (NSCLC or small cell 
lung cancer). The optimum 
histological confirmation rate is 
unknown and will only rarely be 100 
per cent since for some patients, the 
risks or burden of a biopsy cannot be 
justified. Patients should undergo one 
invasive test to provide most 
information on histology and stage 
(e.g. EBUS and sampling of mediastinal lymph nodes in suspected N2 disease).  
 
Histological confirmation of lung cancer patients diagnosed in 2012 in Greater Manchester 
and Cheshire was below the national average (68.9 vs 75.3% respectively).    
 
 
Most cases of non-small cell lung 
cancer can be further classified to 
adenocarcinoma, squamous 
carcinoma or other subtype using a 
range of techniques. This subtyping 
has an important impact upon the 
choice of chemotherapy, and so those 
patients whose tumours cannot be 
sub-classified (referred to as “Not 
Otherwise Specified”) may not 
receive the most appropriate 
chemotherapy. Keeping this “NOS 
Rate” low will help to deliver best 
treatment for patients. 
 
NOS rates for patients diagnosed in 2012 in Greater Manchester and Cheshire was above the 
national average (17.6 vs 15.8% respectively). 
 
 

% pre-treatment NSCLC histology NOS (patients diagnosed 2012, 

NLCA)

Manchester Cancer

% histological diagnosis (patients diagnosed 2012, NLCA)

Manchester Cancer
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6.3.2. Lung Cancer Clinical Nurse Specialists (CNS) 
 
Patients who are managed by a lung MDT should be allocated a key worker, usually a 
lung cancer CNS.   
 
The lung cancer pathway crosses 
multiple specialities and the lung 
CNS is essential for ensuring 
continuity of care. CNSs serve 
important roles as links between 
clinicians from different 
specialities acting as advocates 
and liaising between specialities 
(including primary care and 
palliative care teams).  
 
CNSs provide holistic assessment 
for patients, covering physical, 
emotional, social, spiritual, sexual, financial and everyday life needs, triaging to other 
services if needed. Lung CNSs have a special role to play in communicating information 
and enabling patients to take a full role in decisions around their care. Data from the 
National Lung Cancer Audit have also revealed the influence that CNSs may have in 
supporting patients to choose active treatment. 

 
CNSs should be patient 
advocates at MDT meetings and 
throughout the pathway. CNSs 
influence the smooth running of 
the pathway for the patient, 
especially in complex cases, and 
should be able to access other 
clinical services quickly if 
needed. However, they should 
not be deployed as a general 
administrator.  
 
Analysis of data from the 
National Lung Cancer Audit has 

demonstrated that, even after case-mix factors are taken into account, patients who are 
seen by a Lung Cancer CNS are twice as likely to go on to receive active anti-cancer 
treatment, especially chemotherapy (BTS abstract). In addition, a finding from the 
National Cancer Patient Experience Survey 2011 was that patients who had been seen 
by a CNS were much more likely to have had a good experience of care. 
 
The proportion of lung cancer patients in Greater Manchester and Cheshire who had 
seen a lung cancer CNS was equal to the national average in 2012 (82.3%).   

% nurse specialist present at diagnosis (patients diagnosed 2012 , 

NLCA)

Manchester Cancer

% seen by nurse specialist (patients diagnosed 2012, NLCA)

Manchester Cancer
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6.3.3. Treatments for Lung Cancer 
 

Active treatment for lung cancer includes 
surgery, chemotherapy and radiotherapy. 
The National Lung Cancer Audit 
recommends an operational standard 
active treatment rate > 60%. In 2012, the 
active treatment rates for lung cancer 
patients in Greater Manchester and 
Cheshire was similar to the national 
average (60.9%, range 66.7% to 57.1%). 
 
 
 
Compared with some European countries, England has low lung cancer survival and low 
surgical resection rates. A recent paper extracted data on 77,349 NSCLC patients diagnosed 
between 2004 and 2006 from the English National Cancer Repository Dataset demonstrated 
that a low frequency of resection in a PCT area was strongly associated with overall 
mortality. 

Surgical resection rates for lung 
cancer in Greater Manchester and 
Cheshire in 2012 was the third 
highest nationally (27%). However, 
there remains significant variation in 
surgical resection rates between 
trusts. Interestingly, three of the top 
five trusts with the highest resection 
rates work in partnership through a 
sectorised MDT with access to at 
least 2 surgeons and 2 oncologists. 
Only 2 trusts had surgical resection 
rates below the national average. 
 

 
Chemotherapy is the primary mode of 
treatment for small cell tumours (SCLC), 
where in combination with radiation, it may 
be curative. SCLC often progresses rapidly, 
and unless diagnosis and treatment are 
carried out expeditiously, the patient may 
deteriorate during the diagnostic pathway to 
the point where they can no longer be offered 
treatment due to their poor general condition. 
NICE Quality Statement 13 states that “People 
with small cell lung cancer have treatment 
initiated within two weeks of the pathological 
diagnosis”. Therefore, a low rate of treatment 
may represent a slow pathway, or 

% small-cell receiving chemotherapy (patients diagnosed 2012, 

NLCA)

Manchester Cancer

% having active treatment (patients diagnosed 2012, NLCA)

Manchester Cancer
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alternatively a generally nihilistic approach to treatment. Conversely, a very high rate of 
treatment may mean that some patients may receive chemotherapy inappropriately, leading 
to side effects, deterioration in quality of life and reduced survival. The proportion of 
patients with small-cell lung cancer who received chemotherapy in Greater Manchester and 
Cheshire in 2012 was slightly higher than the national average (69.4 vs 67.5%). The wide 
variation seen between trusts should be considered in the context of there being fewer 
patients with SCLC compared to NSCLC. 
 
Offering systemic therapy (most often chemotherapy) to patients with people with Stage IIIB 

or IV non-small cell lung cancer and 
eligible Performance Status is 
recommended in NICE Quality 
Statement 12. Research confirms 
that the majority of patients having 
palliative chemotherapy will enjoy 
improved quality of life as well as 
modest improvements in survival. 
Chemotherapy rates for stage IIIB/IV 
NSCLC patients in Greater 
Manchester and Cheshire was below 
the national average in 2012 (51.1 vs 
57.2%). Again, there was a wide 
variation seen between trusts. 
 

 
 
6.3.4. Survival  
 
For the purposes of the National Lung 
Cancer Audit, survival time is measured 
from the date first seen in secondary care. 
This data should be interpreted with 
caution due to the possibility of lead-time 
bias. 
 
The case-mix adjusted odds-ratio of 
surviving 1 year for patients diagnosed 
with lung cancer in 2012 shows wide 
variation between individual trusts. 
Understanding the reasons behind this is 
key to improving clinical outcomes. It 
should be noted that the top four trusts for survival where in the top five for surgical 
resection rates, and three of the top four trusts for survival work in partnership through a 
sector MDT.

% PS 0-1 Stage IIIB or IV NSCLC having chemotherapy (patients 

diagnosed 2012, NLCA)

Manchester Cancer

Adjusted odds-ratio of surviving 1 year (patients diagnosed 2012, 

NLCA)

Manchester Cancer
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7. Patient experience  
 
The 2011/12 National Cancer Patient Experience Survey (CPES) included patients who had 
been treated as inpatients or day cases between 1st September and 30th November 2011. 
The figure below shows that only 3 local trusts had ≥ 20 responses, the number required for 
data to be recorded and published. The poor response rates to the CPES in lung cancer 
patients were discussed at the Lung Pathway Board meeting on 10th July 2014. It was 
acknowledged that the significantly higher response rate at UHSM is likely to reflect the 
higher numbers of inpatients/day cases due to this being the surgical centre. At other trusts, 
patients usually only attend as day-cases for diagnostic investigations, before they have a 
diagnosis of lung cancer, or as in-patients when very unwell, often at the terminal phases of 
their disease 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Results from the CPES for UHSM, Pennine and Christie are shown on the next page 
 

 Boxes which have a green background are where the Trust, on that question, has been rated by patients as being in the top 20% 
of Trusts.  

 Boxes which have a white background are where the Trust, on that question, has been rated by patients as being in the middle 
60% of Trusts.  

 Boxes which have a red background are where the Trust, on that question, has been rated by patients as being in the lowest 
20% of Trusts.  

 If a box is blank, i.e. does not have a % score within it, this is not an error. It is because the numbers of respondents for that 
tumour group in that Trust is lower than 20.  
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Provider RBV RM2 RW6

THE CHRISTIE NHS 

FOUNDATION TRUST 

UNIVERSITY HOSPITAL 

OF SOUTH 

MANCHESTER NHS 

FOUNDATION TRUST 

THE PENNINE ACUTE 

HOSPITALS NHS TRUST 

Cancer Type Lung Lung Lung

Question 

No. No of responses 36 172 31

Q1 Saw GP once/twice before being told had to go to hospital 64.5% 65.9% 69.2%

Q2 Patient thought they were seen as soon as necessary 74.3% 84.8% 83.3%

Q3 % ans. less than 12 months 94.1% 95.8% 93.3%

Q4 Patient's health got better or remained about the same while waiting 48.6% 79.8% 56.7%

Q5 % ans. they've had diagnostic tests for cancer in last 12 months 91.2% 89.0% 96.6%

Q6 Staff gave complete explanation of purpose of test(s) 93.3% 83.7% 85.2%

Q7 Staff explained completely what would be done during test 80.0% 86.8% 93.1%

Q8 Given easy to understand written information about test 100.0% 91.5% 80.8%

Q9 Given complete explanation of test results in understandable way 65.6% 81.8% 78.6%

Q10 % ans. that they were first told by a doctor (incl GP) or nurse 96.8% 98.2% 100.0%

Q11 Patient told they could bring a friend when first told they had cancer 61.3% 74.2% 88.5%

Q12 Patient felt they were told sensitively that they had cancer 82.9% 87.1% 82.8%

Q13 Patient completely understood the explanation of what was wrong 71.4% 80.6% 80.0%

Q14 Patient given written information about the type of cancer they had 60.0% 62.4% 68.0%

Q15 Patient given a choice of different types of treatment 85.7% 86.9% 100.0%

Q16 Patient’s views definitely taken into account by doctors and nurses discussing treatment 60.6% 74.7% 82.1%

Q17 Possible side effects explained in an understandable way 77.1% 72.4% 86.7%

Q18 Patient given written information about side effects 88.2% 81.5% 89.3%

Q19 Patient definitely involved in decisions about care and treatment 69.4% 77.0% 86.2%

Q20 Patient given the name of the CNS in charge of their care 90.9% 87.0% 93.3%

Q21 Patient finds it easy to contact their CNS 66.7% 81.9% 82.6%

Q22 CNS definitely listened carefully the last time spoken to 93.1% 90.9% 100.0%

Q23 Get understandable answers to important questions all/most of the time 88.0% 88.3% 100.0%

Q24 Hospital staff gave information about support groups 84.0% 80.0% 95.5%

Q25 Hospital staff gave information on getting financial help 64.0% 71.1% 80.0%

Q26 Hospital staff told patient they could get free prescriptions 94.7% 82.9% 94.1%

Q27 Taking part in cancer research discussed with patient 44.1% 62.3% 42.3%

Q28 Patient glad to have been asked about taking part in cancer research 96.9%

Q29 Patient would like to have been asked about taking part in cancer research 43.1%

Q30 % ans. they've had an operation in last 12 months 25.7% 64.0% 21.4%

Q31 Admission date not changed by hospital 78.0%

Q32 Staff gave complete explanation of what would be done 85.8%

Q33 Patient given written information about the operation 75.3%

Q34 Staff explained how operation had gone in understandable way 72.0%

Q35 % ans. they've stayed overnight for cancer care in last 12 months 68.6% 81.0% 50.0%

Q36 Got understandable answers to important questions all/most of the time 68.2% 80.6%

Q37 Patient had confidence and trust in all doctors treating them 62.5% 89.9%

Q38 Doctors did not talk in front of patient as if they were not there 79.2% 80.6%

Q39 Patient’s family definitely had opportunity to talk to doctor 58.3% 74.8%

Q40 Got understandable answers to important questions all/most of the time 66.7% 77.0%

Q41 Patient had confidence and trust in all ward nurses 62.5% 77.9%

Q42 Nurses did not talk in front of patient as if they were not there 87.0% 85.0%

Q43 Always / nearly always enough nurses on duty 34.8% 69.3%

Q44 Patient did not think hospital staff deliberately misinformed them 87.0% 88.4%

Q45 Patient never thought they were given conflicting information 56.5% 79.4%

Q46 All staff asked patient what name they preferred to be called by 47.8% 69.8%

Q47 Always given enough privacy when discussing condition/treatment 78.3% 86.3%

Q48 Always given enough privacy when being examined or treated 95.7% 95.0%

Q49 Patient was able to discuss worries or fears with staff during visit 52.4% 72.6%

Q50 Hospital staff did everything to help control pain all of the time 90.0% 85.0%

Q51 Always treated with respect and dignity by staff 73.9% 84.9%

Q52 Given clear written information about what should / should not do post discharge 81.0% 78.3%

Q53 Staff told patient who to contact if worried post discharge 86.4% 93.2%

Q54 Family definitely given all information needed to help care at home 42.9% 63.0%

Q55 Patient definitely given enough care from health or social services 52.6% 62.7%

Q56 Staff definitely did everything to control side effects of radiotherapy 84.2% 79.5% 85.7%

Q57 Staff definitely did everything to control side effects of chemotherapy 79.3% 89.5% 83.3%

Q58 Staff definitely did everything they could to help control pain 79.2% 86.8% 83.3%

Q59 Hospital staff definitely gave patient enough emotional support 65.4% 82.1% 85.7%

Q60 % ans. they've had an OP appt with a cancer doctor in last 12 months 97.0% 94.6% 84.6%

Q61 Waited no longer than 30 minutes for OPD appointment to start 63.6% 69.9% 81.8%

Q62 Patient thought doctor spent about the right amount of time with them 91.2% 95.0% 96.0%

Q63 Doctor had the right notes and other documentation with them 93.8% 92.3% 95.2%

Q64 GP given enough information about patient`s condition and treatment 88.9% 95.7% 88.0%

Q65 Practice staff definitely did everything they could to support patient 46.7% 65.7% 87.0%

Q66 Hospital and community staff always worked well together 42.9% 61.4% 75.0%

Q67 Given the right amount of information about condition and treatment 83.3% 89.3% 82.1%

Q68 Patient offered written assessment and care plan 20.6% 25.5% 41.7%

Q69 Patient did not feel that they were treated as a `set of cancer symptoms` 61.1% 75.7% 82.1%

Q70 Patient`s rating of care `excellent`/ `very good` 82.9% 88.8% 85.7%
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Because of the limitations of the national CPES in demonstrating patient experience for lung 
cancer patients, some trusts have implemented their own local patient experience surveys. 
It was agreed at the Lung Cancer Pathway board meeting on 10th July 2014 that a 
Manchester Cancer Lung Cancer Patient Experience Survey (MCLCPES) would be developed, 
informed by the questions in the national CPES and the outcome from the national surveys 
carried out by the UK Lung Cancer Coalition in 2013 (see tables below).  
 
http://www.uklcc.org.uk/files/pdf/UKLCC_-_Putting_patients_first_-
_Understanding_what_matters_most_to_lung_cancer_patients_and_carers.pdf 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The MCLCPES will be collected annually and will be a valuable outcome measure to monitor 
performance against with Manchester Cancer Lung Cancer Quality Standards at sector MDT 
and individual trust level. 
 

http://www.uklcc.org.uk/files/pdf/UKLCC_-_Putting_patients_first_-_Understanding_what_matters_most_to_lung_cancer_patients_and_carers.pdf
http://www.uklcc.org.uk/files/pdf/UKLCC_-_Putting_patients_first_-_Understanding_what_matters_most_to_lung_cancer_patients_and_carers.pdf


22 
 

 

8. Research and clinical trials  
 
 
Clinical Trials 

Lung Cancer Pathway experience recruiting to clinical trials is summarised in Appendix 4 and 

demonstrates the varied portfolio of research conducted across the group. Appendix 5 tables all 

relevant peer reviewed publications and presentations delivered at conferences in 2014. 

Recruitment to randomised controlled trials and non-randomised controlled trials is dependent on 

the national and local lung cancer trials portfolio. It is recognised that some of the trials that have 

previously recruited well in Greater Manchester and Cheshire have recently closed (e.g. CONVERT, 

MALCS, Feasibility trial of a respiratory symptom intervention). 

 

The lead investigators for several multi-centre NCRN Lung Cancer Clinical Trials are key members of 

the Manchester Lung Cancer Pathway (CONVERT – closed, PIT, LUNGART, Isotoxic IMRT) with The 

Christie as sponsor for these trials in the UK. Manchester has consistently been the highest recruiters 

to NCRN lung cancer clinical trials in the UK, and is top recruiter to CONVERT, PIT, and has to date 

recruited almost a quarter of the patients to the total 550 recruited to the QUARTZ trial. 

  

Manchester investigators have been world-leading in the conduct of practice-changing clinical trials. 

Collectively we have published over 200 articles of clinical trials in highly regarded scientific journals, 

setting new standards-of-care across the globe. From a disease once deemed insensitive to 

chemotherapy, Manchester, in collaboration with the research networks has demonstrated 

leadership in establishing gold-standard treatment regimens for the therapeutic management of lung 

cancer. 

 

Examples of our work include a pioneering study of gemcitabine and platinum helping to define this 

regimen as standard first-line treatment of advanced NSCLC in Europe. Manchester treated the first-

ever patient with gefitinib, a targeted therapy for lung cancer the results of which led to large 

international studies that have established gefitinib as a revolutionary new treatment for patients 

with a specific sub-type of lung cancer, paving the way for a new era of personalised treatments. 

Manchester investigators have also been instrumental in the development and recent licensing of 

crizotinib, a targeted agent, like gefitinib, for lung cancer patients with a specific genetic mutation.  

 

Figure 1: Outcome of clinical trials conducted in Manchester 2009-present. 

Outcome Number of Trials* 

Positive 22 

Practice Changing 12 

Analysis Ongoing 31 

Negative 21 

Total 86 
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23% of all academic clinical trials conducted since 2009 have resulted in a change in clinical practice 
while only 10% of commercially led trials have had the same outcome. 
 

We have established relationships with a number world leading pharmaceutical companies forming 

partnerships that enable the delivery of novel compounds in to the clinic. Figure 2 shows the key 

pharmaceutical partners we are working with at present across the lung cancer trials portfolio. 

 

Figure 2: Current pharmaceutical partners in lung cancer trials portfolio (Phase I-III) 

 
Recruitment to most lung cancer treatment trials is centralised at The Christie (radiotherapy, 

systemic therapy, early phase trials) and UHSM (surgery, adjuvant systemic therapy, mesothelioma). 

The National Cancer Patient Experience Survey revealed that taking part in clinical trials had been 

discussed with 44.1 and 62.3% of lung cancer patient’s survey at The Christie and UHSM respectively, 

above the national average. There are dedicated lung cancer clinical trial clinics at The Christie to 

optimise recruitment. Most patients are referred to Christie or UHSM for standard lung cancer 

treatments and therefore have access to these trials. It is recognised that more needs to be done to 

support lung cancer trial recruitment at the other hospitals within Manchester Cancer. Work is 

ongoing to improve recruitment to clinical trials outside of Christie and UHSM, including a 

“Manchester Cancer Lung Cancer Clinical Trial Portfolio” which will list the trials the pathway board 

recommend are open at the secondary care centres. The pathway board also aspires to ensure a lung 

*Includes only those trials that have 
completed recruitment (2009-present) 
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cancer research nurse attends each of the MDTs in the proposed sectorised model to screen and 

suggest appropriate trials for each patient discussed. 

  

Recruitment to clinical trials will be a core outcome measure included in the sector MDTs annual 

quality accounts. 

 

Translational research expertise 

Our current focus in the clinic and laboratory is to gain a greater understanding of how and why lung 

cancer adapts and develops resistance to both chemotherapy and radiotherapy. In one particular 

study we ask patients to donate surplus tissue samples and blood samples over the course of their 

treatment in order to discover and further investigate molecular mechanisms and biomarkers that 

underlie treatment toxicity and resistance. We aim to eventually monitor a patient’s disease and 

make treatment decisions through minimally invasive biomarker tests and this project also 

investigates the development of these novel techniques. Our team collects extensive clinical data 

relating to all aspects of a patients cancer journey allowing us to link molecular and clinical 

characteristics of their lung cancer and provide a more personalised treatment plan.  

 

Relevant publications 

 

 Krebs MG, Metcalf RL, Carter L, Brady G, Blackhall FH, Dive C. Molecular analysis of 

circulating tumour cells-biology and biomarkers.Nat Rev Clin Oncol. 2014 Mar;11(3):129-44.  
 

 Hodgkinson CL, Morrow CJ, Li Y, Metcalf RL, Rothwell DG, Trapani F, Polanski R, Burt 

DJ, Simpson KL, Morris K, Pepper SD, Nonaka D, Greystoke A, Kelly P, Bola B, Krebs 

MG, Antonello J, Ayub M, Faulkner S, Priest L, Carter L, Tate C, Miller CJ, Blackhall F, Brady 

G, Dive C. Tumorigenicity and genetic profiling of circulating tumor cells in small-cell lung 

cancer. Nat Med. 2014 Jun 1.  
 

Palliative and Supportive Care 

While much research is carried out in the development of novel anti-cancer therapies, very little is 

invested in the field of symptom control and its assessment. Cough affects greater than 65% of 

patients with lung cancer and is a significant cause of morbidity in those suffering from this disease. 

This common and distressing symptom is significantly under researched when compared to other 

areas such as breathlessness, and its subsequent management is suboptimal given that no high 

quality cancer specific guidelines are available. For many patients, cough has a severely negative 

impact on their quality of life (QoL) which is something that is often valued above much else when 

faced with a terminal diagnosis. 

 

Leading academics from the University of Manchester have collaborated on a collection of cough 

clinical trials conducted across The University Hospital of South Manchester NHS Foundation Trust 

and The Christie NHS Foundation Trust with support from the MAHSC-Clinical Trials Unit. 

 

A Greater Manchester and Cheshire Specialist Registrar secured a prestigious NIHR doctoral research 

fellowship award for the conduct of the “Cough in Lung Cancer” (CLiC) trial which was designed to 

assess the prevalence, frequency, severity and impact on QoL of cough in lung cancer patients. 179 

http://www.ncbi.nlm.nih.gov/pubmed?term=Krebs%20MG%5BAuthor%5D&cauthor=true&cauthor_uid=24445517
http://www.ncbi.nlm.nih.gov/pubmed?term=Metcalf%20RL%5BAuthor%5D&cauthor=true&cauthor_uid=24445517
http://www.ncbi.nlm.nih.gov/pubmed?term=Carter%20L%5BAuthor%5D&cauthor=true&cauthor_uid=24445517
http://www.ncbi.nlm.nih.gov/pubmed?term=Brady%20G%5BAuthor%5D&cauthor=true&cauthor_uid=24445517
http://www.ncbi.nlm.nih.gov/pubmed?term=Blackhall%20FH%5BAuthor%5D&cauthor=true&cauthor_uid=24445517
http://www.ncbi.nlm.nih.gov/pubmed?term=Dive%20C%5BAuthor%5D&cauthor=true&cauthor_uid=24445517
http://www.ncbi.nlm.nih.gov/pubmed/24445517
http://www.ncbi.nlm.nih.gov/pubmed?term=Hodgkinson%20CL%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Morrow%20CJ%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Li%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Metcalf%20RL%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Rothwell%20DG%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Trapani%20F%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Polanski%20R%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Burt%20DJ%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Burt%20DJ%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Simpson%20KL%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Morris%20K%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Pepper%20SD%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Nonaka%20D%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Greystoke%20A%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Kelly%20P%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Bola%20B%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Krebs%20MG%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Krebs%20MG%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Antonello%20J%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Ayub%20M%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Faulkner%20S%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Priest%20L%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Carter%20L%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Tate%20C%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Miller%20CJ%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Blackhall%20F%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Brady%20G%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Brady%20G%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed?term=Dive%20C%5BAuthor%5D&cauthor=true&cauthor_uid=24880617
http://www.ncbi.nlm.nih.gov/pubmed/24880617
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patients were recruited between UHSM and The Christie and the study paved the way for a 

subsequent drug treatment trial, “A single arm, double-blind placebo controlled cross-over trial of 

aprepitant for the treatment of cough in lung cancer”, (CALC). CALC aims to demonstrate that 

aprepitant significantly reduces the frequency of cough compared to placebo and using the 

Manchester Cough in Lung Cancer Scale and other assessment tools, determine whether this drug 

affects patient’s QoL. The CALC trial also has a translational research aspect involving the Cancer 

Research UK Manchester Institute which aims to determine if blood borne biomarkers can predict 

the severity of cough in lung cancer patients.  

 

Fatigue is often a distressing symptom experienced by lung cancer patients and Manchester were 

national lead recruiters to the “Modafinil for the Treatment of Fatigue in Lung Cancer” trial led by 

Oxford Radcliffe Hospital. More recently we have been involved in the development of a new fatigue 

assessment tool with the European Organisation for Research and Treatment of Cancer (EORTC). 

 

Relevant publications: 

 Spathis A, Fife K, Blackhall F, Dutton S, Bahadori R, Wharton R, O'Brien M, Stone P2, Benepal 

T, Bates N, Wee B. Modafinil for the treatment of fatigue in lung cancer: results of a placebo-

controlled, double-blind, randomized trial. J Clin Oncol. 2014 Jun 20;32(18):1882-8.  
 

 

 

Collaborations with other centres outside of the network 

 

Manchester – UCL Lung Cancer Centre of Excellence 

 

Cancer Research UK has recently awarded the University of Manchester and University College 

London a “Lung Cancer Centre of Excellence” status. The new centre will unite the strengths of both 

Manchester and UCL focussing their research in radiotherapy, discovering new cancer drugs and 

uncovering biomarkers, which circulate in the blood stream and can be used to monitor a patient’s 

disease. 

 

Manchester and UCL together will continue providing leadership in clinical trials for lung cancer 

interacting closely with the NCRN for co-ordinated national trials. 

 

Determined to deliver national and international “firsts” in lung cancer research, Manchester and 

UCL aim to become a formidable team in the fight against this disease, striving to deliver scientific 

research through to the clinic, improving patient outcomes and quality of life. We strive to be at the 

forefront of lung cancer research globally and to continue to provide clinical leadership for national 

and international, practice-changing, clinical trials. 

 

http://www.ncbi.nlm.nih.gov/pubmed?term=Spathis%20A%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Fife%20K%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Blackhall%20F%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Dutton%20S%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Bahadori%20R%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Wharton%20R%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=O'Brien%20M%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Stone%20P%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Benepal%20T%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Benepal%20T%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Bates%20N%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Wee%20B%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed/24778393
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9. Innovation in clinical practice 
 
There are many areas of notable practice that have developed within the lung cancer 
pathway across Greater Manchester that aim to improve clinical outcomes and patient 
experience. The Lung Cancer Pathway Board aspires to adopt these innovative services 
across the whole Greater Manchester pathway with equitable access for all patients     
 
Examples include: 
 

 Early diagnosis campaign, including self-referral for CXR currently in planning in Mid-
Cheshire 
 

 Same-day CXR from primary care with next day reporting and rapid review if 
suspicious x-rays through Abnormal CXR Meeting: Wigan 

 

 Several trusts now ensure patients receive a CT scan prior to initial lung cancer clinic  
 

 Reflex CT scan and 2ww referral from abnormal CXR in Mid-Cheshire 
 

 Community Access to CT Chest (CATCH) enabling GPs to book CT scans for patients 
with low risk abnormal CXR without attending the 2ww clinic, preventing 
unnecessary 2ww referrals to rapid access clinics in Salford 
 

 Co-located respiratory physician/surgery/oncology clinics at UHSM and Pennine 
means that patients can be seen by all disciplines in one visit if appropriate 
 

 Combined medical and clinical oncology lung cancer clinics  twice per week at The 
Christie to enable rapid access to treatment, “2nd opinions” and co-ordinated care for 
patients receiving concurrent chemoradiation 
 

 Electronic requests for PETCT and EBUS available accessible throughout Manchester 
Cancer network to enable rapid access to services and data collection 

 

 Wigan, Bolton, and Salford have developed the North West Sector MDT, where 
optimal treatment is discussed between > 1 surgeon and >1 oncologist, radiology is 
challenged, and patients move seamlessly between the 3 organisations for specialist 
services (e.g. EBUS, medical thoracoscopy, CT-guided biopsy) 
 

 Standardised minimum patient information provision to NWSMDT (including 
thoracoscore/cardiac index, post-op predicted FEV1 etc) to facilitate surgical decision 
making 
 

 Treatment summaries completed by lung CNS and faxed to GP on day of treatment 
decision 
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 High-risk surgical MDT developed at UHSM provides a robust process for selecting 
patients for surgical resection, by ensuring a multi-disciplinary expert opinion 
(including second opinions) on risk of morbidity and mortality from surgery. 
 

 Enhanced recovery implemented at UHSM 
 

 Collaboration between thoracic surgery and histopathology at UHSM resulting in, 
with patient’s consent, UHSM being largest contributor to MCRC Cancer Biobank and 
CRUK Stratified Medicine programme 
 

 Reflex testing non-squamous-cell NSCLC for EGFR to enable more rapid treatment 
decision making through the MDTs     

 

 Dedicated research clinics at The Christie resulting in nationally leading recruitment 
rates to NCRN lung cancer clinical trials 

 

 Local delivery of chemotherapy for NSCLC at Mid-Cheshire and East Cheshire 
 

 Advanced technical radiotherapy for lung cancer patients (eg SABR/IGRT/IMRT) 
ensuring optimal outcomes from radiotherapy whilst minimising risk of toxicity 
 

 Access to phase I clinical trial portfolio at The Christie 
 

 Development of lung cancer patient support groups, including at Wigan and The 
Living Well with Lung Cancer and Mesothelioma Support Group at East Cheshire. 
 

 Mesothelioma subgroup have secured one of the first Mesothelioma CNS posts 
nationally, to commence September 2014, based at UHSM. 
 

 Lung Cancer Advanced Nurse Practitioner in several trusts seeing new and follow-up 
patients in hospital and in community 

 

 Nurse-led follow up clinics for patients post radical treatments and nurse-led nodule 
follow-up protocol for subcentimetre nodules with database at Pennine 

 

 Prospective clinician led data collection on 
 

o all patients treated for lung cancer at The Christie resulting in robust clinical 
outcome data which can be accessed and reviewed in real time. 

o all patients undergoing EBUS within Greater Manchester enabling quality 
assurance and control in real time. 
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10. The Pathway Board  
 
10.1. Formation of the Board  
 
The principle of Manchester Cancer Pathway Boards is that they should be professionally 
and institutionally representative, yet small and manageable in size. To help Pathway Clinical 
Directors form institutionally representative Boards the Manchester Cancer central team 
sought nominations from trusts for their representative(s) on 16 of the 20 Pathway Boards. 
Nominations were not sought for Children’s, Sarcoma, Palliative Care and Early Diagnosis as 
alternative arrangements were necessary in these areas.  
 
For each Pathway Board trusts were asked to provide up to three nominations from a range 
of professions from which the trust representative(s) could be chosen. The team asked that 
nominations included a brief statement of the individual’s suitability for membership of the 
relevant Pathway Board. 
 
Nominations were passed to Pathway Clinical Directors who took them into account when 
forming their Boards. Trusts were informed during this process that Directors would not be 
obliged to accept all trust nominations but that, if a Pathway Clinical Director wished to 
appoint a trust representative that had not been nominated by their organisation, then this 
would be discussed with the Trust Cancer Clinical Lead. 
 
The board was finalised in March and during the first meeting in April, the terms of 
reference were agreed and can be found in the appendix.  
 
10.2. Membership  
 
Name Provider Trust Designation Role 

Mrs Christine Eckersley Bolton Lung Cancer CNS Bolton representative 

Dr Neil Bayman Christie Consultant Clinical Oncology Pathway Board Clinical 

Director 

Dr Yvonne Summers Christie Consultant Medical 

Oncology 

Christie  representative 

Pathway Board Lead for 

Oncology 

Dr Fiona Blackhall Christie Consultant Medical 

Oncology 

Pathway Board Lead for 

Research 

Dr Ben Taylor Christie Consultant Radiologist Pathway Board Lead for 

PETCT 

Dr Simon Bailey CMFT Consultant Respiratory 

Physician 

CMFT representative 

Dr Durgesh Rana CMFT Consultant Cytopathologist Pathway Board Lead for 

Cytopathology 
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Mrs Lorraine Creech East Cheshire Lung Cancer CNS East Cheshire 

representative 

Pathway Board Lead for 

Specialist Nursing 

Dr Duncan Fullerton Mid Cheshire Consultant Respiratory 

Physician 

Mid Cheshire representative 

Dr Paul O’Donnell Pennine Consultant Respiratory 

Physician/Palliative Care 

Pennine representative 

Dr Carolyn Allen  Pennine Consultant Radiologist Pathway Board Lead for 

Radiology 

Dr Simon Taggart SRFT Consultant Respiratory 

Physician 

SRFT representative 

Carol Farran Stockport Lung Cancer CNS Stockport representative 

Mrs Carol Diver Tameside Lung Cancer CNS Tameside representative 

Mr Rajesh Shah UHSM Consultant Thoracic 

Surgeon 

UHSM representative 

Pathway Board Lead for 

Surgery 

Dr Richard Booton UHSM Consultant Respiratory 

Physician 

Pathway Board Lead for 

EBUS 

Dr Phil Barber UHSM Consultant Respiratory 

Physician 

MCIP Programme 

representative 

Dr Leena Joseph UHSM Consultant Histopathologist Pathway Board Lead for 

Histopathology 

Dr Ram Sundar WWL Consultant Respiratory 

Physician and Early 

Detection Pathway Board 

Clinical Director 

WWL representative 

Pathway Board Lead for 

Early Detection 

Dr Liam Hosie Primary Care (Dicconson 

Group Practice, Wigan) 

GP Primary Care Representative 

Dr Ian Watson Primary Care (Saddleworth 

Medical Practice) 

GP Primary Care Representative 

 
 
 
10.3. Meetings  
 
The MC Lung pathway board have had two meetings to date. Please see the appendix 3 for 
the full details of the minutes.  
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11. Progress and challenges to date  
 
Progress: 

- Formation of pathway board with representation from each provider trust and 
expertise in all aspects of pathway 

- Complete engagement from all members of pathway board 
- Survey of board members on 

o Current pathway problems and suggested improvements 
o Limitations to trial recruitment 
o Education event topics 

- Clear strategy developed for improving lung cancer pathway (see section 12) 
- Manchester Cancer Lung Pathway Quality Standards developed (see appendix 6) 

incorporating NICE Quality statements for lung cancer and locally derived quality 
statements tailored for lung cancer patients in Greater Manchester. Group 
sessions/discussions defined long-list of recommendations and associated outcomes 
measures (see appendix 7), and subsequent electronic vote to determine most 
important Manchester Cancer quality standards to add to national standards. These 
standards will set the agenda for pathway improvements going forward. 

- Agreement in principle for move from stand-alone to sector MDTs 
- EBUS sub-group agreed list of EBUS KPIs to be discussed with commissioners 
- Agreement in principle to move to a sectorised model of MDTs 
- Working in partnership with MacMillan Cancer Improvement Project (MCIP) 

- mapping objectives, facilitators at recent MCIP clinical engagement events, 
continuing discussions to implementing pilot screening programme 

 
Challenges: 

- Patient/User engagement 
o The Pathway Board is still forming and one of the areas in which further 

development is needed is patient and carer representation. Manchester 
Cancer has been working with Macmillan and other partners to develop a 
new approach to user involvement. This process is taking time and means 
that, at present, not all Pathway Boards have representation. This will be 
rectified in the coming months. 
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12. Vision and objectives  
 
The Lung Cancer Pathways Board’s primary objective is to improve patient experience and 
clinical outcomes for lung cancer patients through innovation, research and education. 
 
To meet this objective, the lung cancer pathway board has set out to deliver a framework for 
an integrated lung cancer pathway in Greater Manchester and Cheshire based on 3 core 
aims. This framework is a 3 year plan, aiming to be fully functional by 31st December 2016. 
 

1. Defining MC Lung Cancer Pathway Quality Standards 
Founded on but going further than national quality standards 
Cover entire pathway from prevention/detection to palliative care/survivorship 
Tailored specifically to optimise outcomes and experience for lung cancer 
patients in Greater Manchester  
Clearly associated quality indicators to monitor performance 

 
2. Expanding the role of the MDT 

Moving from stand-alone to a sectorised model of MDTs which will be the 
“command centres” of the integrated lung cancer pathway 
Sector MDTs responsible for implementing Manchester Cancer Lung Pathway 
Quality Statements across sector 
Al sector MDTs to abide by universal MC Lung Cancer Sector MDT Charter (to be 
defined) 
Accountable for performance of integrated lung cancer pathway within the sector 
Patients to be tracked by sector MDT following treatment decision with feedback 
when delays/breaches occur 

 
3. Governance and Quality Control 

Develop robust methods of data collection to monitor pathway performance 
against quality standards 
Pathway performance reviewed by sector MDT core members quarterly 
Annual quality accounts (quality indicators, patient experience surveys, clinical 
outcomes, trial recruitment etc…) produced by sector MDT, submitted to 
Pathway Board and publicly available. 
Annual lung cancer pathway board engagement event to present previous year’s 
performance and ways to improve (sectors sharing “good practice”).  

 
 
In addition, the lung cancer pathway board will be looking to implement the other quality 
statements which were not chosen to be incorporated to the MC Lung Cancer Quality 
Standards ( see appendix 7) 
 
The lung cancer pathway board will continue to work in partnership with MCIP, in particular 
working toward a screening pilot with the Manchester CCGs 
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Appendix 1 – Pathway Board Terms of Reference 

 

Lung Cancer Pathway Board 
Terms of Reference 
 
These terms of reference were agreed on 25th March 2014 by Dr Neil Bayman, Pathway 
Clinical Director for Lung Cancer, and Mr David Shackley, Medical Director of Greater 
Manchester Cancer Services, on behalf of the Greater Manchester Cancer Services Provider 
Board. The terms of reference will be subject to future review.   

The Pathway Board 

The Lung Cancer Pathway Board is a cancer care specific board with responsibility to 
improve cancer outcomes and patient experience for local people across Greater 
Manchester and areas of Cheshire (a catchment population of 3.2 million). This area is 
synonymous with the old Greater Manchester and Cheshire Cancer Network area.  

The Pathway Board is led by a Pathway Clinical Director and is formed of a multidisciplinary 
team of clinicians and other staff from all of the hospital trusts that are involved in the 
delivery of Lung cancer care in Greater Manchester. The Pathway Board also has 
membership and active participation from primary care and patients representatives.  

The Lung Cancer Pathway Board reports into and is ultimately governed and held to account 
by the Greater Manchester Cancer Services Provider Board. 

Greater Manchester Cancer Services Provider Board 

The Greater Manchester Cancer Services Provider Board is responsible for the service and 
clinical delivery arm of Manchester Cancer, Greater Manchester’s integrated cancer 
system. Manchester Cancer has two other arms: research and education (see appendix 
for the structure of Manchester Cancer).  

The Provider Board is independently chaired and consists of the Chief Executive Officers of 
the ten acute hospital trusts in the Greater Manchester area:  

 Bolton NHS Foundation Trust 

 Central Manchester University Hospitals NHS Foundation Trust 

 East Cheshire NHS Trust 

 Pennine Acute NHS Trust 

 Salford Royal NHS Foundation Trust 

 Stockport NHS Foundation Trust 

 Tameside Hospital NHS Foundation Trust 

 The Christie NHS Foundation Trust 

 University Hospital of South Manchester NHS Foundation Trust;  

 Wrightington, Wigan and Leigh NHS Foundation Trust;  
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The Provider Board regularly invites representatives of commissioners, the Strategic Clinical 
Network, and Manchester Cancer to its meetings.  

Purpose of the Pathway Board 

The purpose of the Pathway Board is to improve cancer care for patients on the Greater 
Manchester Lung cancer pathway. Specifically, the Pathway Board aims to save more 
lives, put patients at the centre of care, and improve patient experience. The Board will 
represent the interests of local people with cancer, respecting their wider needs and 
concerns. It is the primary source of clinical opinion on this pathway for the Greater 
Manchester Cancer Services Provider Board and Greater Manchester’s cancer 
commissioners.  

The Pathway Board will gain a robust understanding of the key opportunities to improve 
outcomes and experience by gathering and reviewing intelligence about the lung 
cancer pathway. It will ensure that objectives are set, with a supporting work 
programme that drives improvements in clinical care and patient experience.  

The Pathway Board will also promote equality of access, choice and quality of care for all 
patients within Greater Manchester, irrespective of their individual circumstances. The 
Board will also work with cancer commissioners to provide expert opinion on the 
design of any commissioning pathways, metrics and specifications. 

Role of the Pathway Board 

The role of the Lung Cancer Pathway Board is to: 

Represent the Greater Manchester Cancer Services professional and patient community for 
lung cancer. 

Identify specific opportunities for improving outcomes and patient experience and convert 
these into agreed objectives and a prioritised programme of work. 

Gain approval from Greater Manchester’s cancer commissioners and the Greater 
Manchester Cancer Services Provider Board for the programme of work and provide 
regular reporting on progress. 

Design and implement new services for patients where these progress the objectives of 
commissioners and Greater Manchester Cancer Services, can be resourced, and have 
been shown to provide improvements in outcomes that matter to patients. 

Ensure that diagnosis and treatment guidelines are agreed and followed by all teams in 
provider trusts, and are annually reviewed. 

Ensure that all providers working within the pathway collect the pathway dataset measures 
to a high standard of data quality and that this data is shared transparently amongst 
the Pathway Board and beyond. 
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Promote and develop research and innovation in the pathway, and have agreed objectives in 
this area. 

Monitor performance and improvements in outcomes and patient experience via a pathway 
scorecard, understanding variation to identify areas for action. 

Escalate any clinical concerns through provider trusts. 

Highlight any key issues that cannot be resolved within the Pathway Board itself to the 

Medical Director of Greater Manchester Cancer Services for assistance. 

Ensure that decisions, work programmes, and scorecards involve clearly demonstrable 
patient participation. 

Share best practices with other Pathway Boards within Greater Manchester Cancer Services. 

Contribute to cross-cutting initiatives (e.g. work streams in living with and beyond cancer 
and early diagnosis). 

Discuss opportunities for improved education and training related to the pathway and 
implement new educational initiatives. 

Develop an annual report of outcomes and patient experience, including an overview of 
progress, difficulties, peer review data and all relevant key documentation. This report 
will be published in July of each year and will be the key document for circulation to 
the Provider Board. A template for this report is available so that all Pathway Boards 
complete the report in a similar manner. 

Membership principles 

All member organisations of Greater Manchester Cancer Services will have at least one 
representative on the Pathway Board unless they do not wish to be represented. 

Provider trusts not part of Greater Manchester Cancer Services can be represented on the 
Pathway Board if they have links to the Greater Manchester lung cancer pathway. 

All specialties and professions involved in the delivery of the pathway will be represented. 

The Board will have at least one patient or carer representative within its membership 

One professional member of the Pathway Board will act as a Patient Advocate, offering 
support to the patient and carer representative(s). 

The Board will have named leads for:  

 Early diagnosis  

 Pathology  

 Radiology 

 PETCT 

 EBUS 
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 Surgery 

 Oncology 

 Specialist nursing  

 Living with and beyond cancer (‘survivorship’) 

 Research 

 Data collection (clinical outcomes/experience and research input). 
 

It is possible for an individual to hold more than one of these posts. The Pathway Clinical 
Director is responsible for their fair appointment and holding them to account. 

These named leads will link with wider Greater Manchester Cancer Services Boards for these 
areas where they exist. 

All members will be expected to attend regular meetings of the Pathway Board to ensure 
consistency of discussions and decision-making (meeting dates for the whole year will 
be set annually to allow members to make arrangements for their attendance). 

A register of attendance will be kept: members should aim to attend at least 5 of the 6 
meetings annually and an individual’s membership of the Pathway Board will be 
reviewed in the event of frequent non-attendance. 

Each member will have a named deputy who will attend on the rare occasions that the 
member of the Board cannot.  

Frequency of meetings 

The Lung Cancer Pathway Board will meet every two months. 

Quorum 

Quorum will be the Pathway Clinical Director plus five members of the Pathway Board or 
their named deputies.   

Communication and engagement 

Accurate representative minutes will be taken at all meetings and these will be circulated 
and then validated at the next meeting of the Board.  

All minutes, circulated papers and associated data outputs will be archived and stored by the 
Pathway Clinical Director and relevant Pathway Manager.  

The Pathway Board will design, organise and host at least one open meeting per year for the 
wider clinical community and local people. This meeting or meetings will include: 

 An annual engagement event to account for its progress against its work programme 
objectives and to obtain input and feedback from the local professional community 
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 An annual educational event for wider pathway professionals and interested others 
to allow new developments and learning to be disseminated across the system 

 
Representatives from all sections of the Greater Manchester Cancer Services professional 

body will be invited to these events, as well as patient and public representatives and 
voluntary sector partners. 

An annual report will be created and circulated to the Medical Director of the Greater 
Manchester Cancer Services Provider Board by 31st July of each calendar year.  

The agendas, minutes and work programmes of the Pathway Board, as well as copies of 
papers from educational and engagement events, will be made available to all in an 
open and transparent manner through the Greater Manchester Cancer Services 
website once this has been developed. 

Administrative support  

Administrative support will be provided by the relevant Pathway Manager with the support 
of the Greater Manchester Cancer Services core team. Over the course of a year, an 
average of one day per week administrative support will be provided. 
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13. Appendix 2 – Pathway Board meeting attendance 
 
 

ATTENDANCE - PATHWAY BOARD MEETING 
  

LUNG 

   NAME ROLE TRUST 29/04/2014 10/07/2014 DATE3 DATE4 

Neil Bayman Pathway Director Christie       

Chris Eckersley  CNS Bolton        

Dr Simon Bailey Consultant  CMFT       

Mrs Lorraine 
Creech 

Clinical Nurse 
Specialist 

East Cheshire 
      

Dr Paul 
O’Donnell 

Respiratory / 
Palliative care 

Pennine 
  Apols     

Anna Sharman 
Consultant 
Radiologists 

SRFT 
        

Carol Farran CNS Tameside       

Dr Phil Barber 
Consultant Chest 
Physician 

UHSM 
      

Mr Rajesh Shah 
Consultant Thoracic 
Surgeon       

Dr R Sundar 
Consultant Lung 
Physician 

WWL 
      

Dr Fiona 
Blackhall 

  Christie 
      

Carol Diver    Tameside       

Duncan 
Fullerton 

  MCHT 
      

Durgesh Rana   CMFT       

Leena Joseph   UHSM       

Liam Hosie    GP Rep       

Simon Taggart    SRFT  Apols     

Yvonne 
summers 

  
Christie       

Ben Taylor          

Richard Booton   UHSM        

Carolyn Allen       Apols     

Ian Watson GP Oldham   Apols     

Sririan Iyer             

 
 
 
 



38 
 

 
14. Appendix 3 – Pathway Board minutes to 31st July 2014 
 
First pathway meeting 29th April 2014 
 
Apologies: 
 
Ben Taylor – Lead for PETCT 
Paul O’Donnell – Pennine Representative  
Carolyn Allen – Lead for Radiology 
Ian Watson – Primary Care Representative 
 

 
Aims & Priorities of Pathway group 
 
Improving outcomes, survival rates and improving processes whilst remaining focussed on patient 
experience, Research and education. Moving from where we are now to a more patient focussed 
approach.  
 

1. Introduction to Manchester Cancer, Caroline presented a slideshow of MC structure, its aims, 

objectives and its new role looking at the whole integrated pathway including representative 

from primary care, and patients. It was agreed that Manchester cancer outcomes would 

focus on:  

i. Patient experience 

ii. Clinical engagement 

iii. Research 

iv. Education 

to achieve its aims and objectives and to improve lung cancer outcomes. Dr Barber 
commented that the high lung cancer mortality rates were a function of the higher than 
average incidence of lung cancer in greater Manchester 

 
2. Confirmed board members and Managerial representation. Talked briefly through Terms of 

reference, patient-involvement and the Macmillian Cancer event aimed at optimising patient 

involvement being held on 23rd June.  

 
Action: All board – to email CMC with any patients who may be interested in getting involved. 
There is also a patient cancer event organised by MC and Macmillian on 23rd June – details to be 
circulated.  
 
 

3. Board Meeting – discussion round the frequency of meetings, location and best time of the 

week. It was discussed whether there should be a set day or to rotate the days. A doodle poll 

would be sent out to see when the best times in the week would be and we would choose 

from doodle.  
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Action: CMC to send out invites for the meetings for the remainder of the year 
All Board – to email CMC with their nominated deputy.  
 

4. Annual Report and work plan to be completed by end of July. Update at next meeting (July) 

 
Action: CMC to send out invite for this meeting 
 

5. Integrated Pathway  

Neil gave a presentation on the picture of the service provided for all of greater Manchester 
currently. Problem areas were discussed, and general picture of lung cancer in Manchester 
was painted.  
 

i. Quality Standards: Patient-centred pathways 

a. integrated lung cancer pathway quality standards with patients’ 

interests central to all developments at every step. 

ii. Implementation of Services: Working in partnerships 

a. provider trusts collaborating  to implement a seamless pathway 

across conventional organisational boundaries 

iii. Governance/Quality Control: Transparency 

a. MDTs accountable for pathway performance based on clearly 

defined quality indicators to ensure all patients experience the best 

possible care wherever they live 

 
There was also a discussion around data collection. Mr Shah commented that systems for 
data collection are already in place within the network to comply with national datasets and 
should be incorporated to any future plans. Dr Booton commented that it is essential to 
ensure accurate data collection, which could be best achieved by clinicians inputting data in 
real-time. 
Neil advised that Jac Livsey at The Christie was developing a system for MC based on The 
Christie Clinical Outcome webforms and that the provider board had given the go ahead to 
the system.  
 

 
ACTION: NB/CMC to provide board with updates on data collection as they develop which should 
be in June.  
 

6. Lung Cancer Pathway Board Recommendations 

Members of the Board formed 3 small groups to brainstorm pathway improvements to Early 
Detection/Primary Care, Diagnostics/Secondary Care, Treatment/Tertiary Care, and 
Survivorship and End of Life Care respectively. A discussion around everyone’s 
recommendations was fed back to the whole group and became talking points and gave 
some consensus. Ideas to be distributed to board and used to create a set of standards that 
Greater Manchester would like to work too.  
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ACTION: NB/CMC to circulate collated recommendations 
 

7. Next Meeting on Thursday 10th July at 1.30pm at The Christie, Trust Admin, Seminar room 6.  

 
 
2nd Pathway Meeting Thursday 10th July 2014 
 
 

AGENDA ITEM ACTION 
1. Apologies noted from : 

Carolyn Allen (Radiologist, Pennine), Paul O’Donnell (Respiratory 
and Palliative Care Physician, Pennine), Simon Taggardt (Respiratory 
Physician, Salford), Ian Watson (GP, Oldham CCG) 
 

 

2. Minutes from the last meeting on 29th April 2014 
The minutes from the last meeting were agreed to be an accurate 
record. 
 

 

3. Patient Representatives 
NB informed the board of the recent Macmillan cancer Patient user 
Event that took place at The MacDonald Hotel in Manchester on 
23/06/2014. The event addressed taking a different approach to 
recruiting patient representatives and how to treat them once on 
board. 
 
Manchester Cancer to produce a ‘Patient User Charter’, which will 
be forwarded with the minutes. 
 

 
 
NB to forward copy of 
Patient User Charter  

4. MCIP 
PB (MCIP Lung Clinical Lead) presented and outlined the focus of 
the MCIP project. 
MCIP is essentially a partnership between Commissioners and 
MacMillan. The project has been split into phases: 

 Phase 1 – involving Primary Care & End of Life 

 Phase 2 – very much about the patient journey/pathway 
(lung and breast cancer) 

 
Examples for improvement include the introduction of screening pilot and 
creating a new role of a community based personal care co-ordinator. 
Specific lung pathway improvements to be determined at a clinical 
engagement workshop to be held on 17/07/2014. 
 
NB noted that MCIP and Manchester Cancer have very similar aims and 
emphasised that any changes that are made via the MCIP project need to be 
transferable across Gtr Manchester. 

 

 
PB to keep the Lung 
Pathway Board 
updated 

5. Data Summary 
NB presented data from the National Cancer Patient Experience 
Survey (NCPES), National Lung Cancer Audit 2012, and service 

 
NB & CMc to look into 
this & feedback 
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profiles. Noted that there are large variations in many of the results 
between trusts in Greater Manchester. It was suggested that poor 
response rates from lung cancer patient to the NCPES was because 
it only targets in-patients within a limited time-period, and that lung 
cancer in-patients often too unwell to complete NCPES. Suggestions 
made around who to collect patient experience data from across 
Greater Manchester. Agreed that any local survey should replicate 
NCPES outcomes. 

 

6. Quality Standards Document 
NB presented the Quality Statements long-lists. Early detection QS 
document  was discussed in full and part of diagnostics. In the 
interests of time, it was agreed that each board member would 
review each document individually and return and comments 
before an electronic vote to determine the Manchester Cancer Lung 
QS to be adopted alongside the national (NICE) standards. 
 
The feasibility of electronic software prompts in primary care to 
alert clinicians to patients at high risk of lung cancer was discussed 
 
During this discussion, the importance of education/engagement of 
Primary Care was agreed. NB explained that  GP Education Events 
are being organised by Manchester Cancer, the first likely to be a 
combined event for Lung and Head & Neck. Other methods for 
primary care engagement were discussed eg.  web based ‘case of 
the week’ being emailed to GP’s etc.   
 

 
ALL – LOOK 
THROUGH 
DOCUMENT & 
PROVIDE FEEDBACK. 
ALL MEMBERS TO 
PARTICIPATE IN 
ELECTRONIC VOTE 
 
Liam & Ian to look 
into the feasibility of 
such soft/ware 
 
 
 
 
NB & CMc to discuss 
with Tom Pharaoh 
(Manchester Cancer) 

7. MDT’s 
NB showed the current MDT arrangements in Gtr Manchester. It 
was noted that Maclesfield currently link in with Wythenshaw for 
oncology and surgical input. The principle of a sectorised model of 
MDTs (i.e North West Sector MDT) was discussed. The benefits of 
greater surgical and oncology cover, along with stronger debates 
around appropriate management and facilitating integrated 
pathways was discussed. It was acknowledged that adopting a 
sector MDT model in Gtr Manchester was an ambitious aim and 
would need careful planning, Agreed there should be discussion 
with NWSMDT to learn lessons. Mr Shah was key to the formation 
of NWSMDT and agreed to be consulted  
 
 
 
 

 
NB & CMc to map 
current MDT 
arrangements 
NB to speak with Mr 
Shah and Dr Bradley 
(Bolton) to learn from 
the implementation of 
NWSMDT 
 
NB and CMc to draft 
proposed models for 
MDT sectorisation for 
consultation by the 
board 
 

8. EBUS 
RB presented on EBUS. There are currently 5 centres using EBUS. 
Data from the first 4 EBUS centres was presented (see slides 
attached).  The importance of all centres providing data was 
acknowledged. RB presented possible KPIs to quality control EBUS 
in Gtr Manchester going forward. 
 

 
ACTION: EBUS 
subgroup to agree on 
KPI’s 
 
RB/NB/CMc to  meet 
with cancer 
commissioners  
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EBUS Subgroup June 
2014.pptx

 
 
NB proposed that KPI’s need to be agreed with Commissioners and 
will set up a meeting 

 

9. Information for Healthcare Professionals (HCP) 
NB proposed the idea of having standard HCP information relating 
to specific lung cancer treatments (examples distributed with 
agenda) uploaded to a “Lung Cancer for HCPs” page of the MC 
website. A link to the web-page could be added to clinic letters sent 
to GPs to enable them to reference the appropriate info 

 

NB to discuss with 
Tom Pharaoh. If 
feasible, HCP info to 
be developed and 
approved by board. 

10. AOB - none  

 



15. Appendix 4: Summary of Manchester Clinical Trials 2009 - present 

Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

CEDAR 
A Phase II, randomised, open-label study of the antisense oligonucleotide OGX-427 in 
combination with first-line chemotherapy in advanced squamous cell lung cancers 

Blackhall 
Clinical 
Studies 

 Brighton & Sussex 
University Hospitals NHS 

Trust 
Yes In Set-Up 

CheckMate 026 - 
 An Open-Label, Randomized, Phase 3 Trial of Nivolumab versus Investigator's Choice 
Chemotherapy as First-Line Therapy for Stage IV or Recurrent PD-L1+ Non-Small Cell Lung 
Cancer 

Summers 
Clinical 
Studies 

Bristol-Myers Squibb Yes In Set-Up 

AURA3 

A Phase III, Open Label, Randomised Study to Assess the Safety and Efficacy of AZD9291 
versus platinum- based doublet chemotherapy in second-line patients with 
EGFRm+/T790M+, locally advanced or metastatic NSCLC who have progressed following 
treatment with an approved Epidermal Growth Factor Tyrosine Kinase Inhibitor (protocol 
ID: D5160C00003) 

Blackhall 
Clinical 
Studies 

AstraZeneca Yes In Set-Up 

ATLANTIC 

ATLANTIC: A Phase II, Non-comparative, Open label, Multi-centre, International Study of 
MEDI4736, in Patients with Locally Advanced or Metastatic Non-Small Cell Lung Cancer 
(Stage IIIB-IV) who have received at least Two Prior Systemic Treatment Regimens Including 
One Platinum-based Chemotherapy Regimen 

Blackhall 
Clinical 
Studies 

AstraZeneca Yes In Set-Up 

STOMP 
Title: Small cell lung cancer Trial of Olaparib (AZD2281) as Maintenance Programme: a 
randomised, double blind, multicentre phase II trial 

Blackhall 
Clinical 
Studies 

Sheffield Teaching 
Hospital NHS Foundation 

Trust 
YES In Set-Up 

PIN 
 A randomised phase II trial of Olaparib maintenance versus placebo 
monotherapy in patients with chemosensitive advanced non-small cell lung cancer 

Blackhall 
Clinical 
Studies 

Velindre NHS Trust YES In Set-Up 

OAK GO28915 
 A Phase III, open-label, multi-centre, randomised study to investigate the efficacy and 
safety of MPDL3280A (Anti PD-L1 Antibody) compared with docetaxel in patients with 
NSCLC after Platinum failure.PI 

Summers 
Clinical 
Studies 

ROCHE YES In Set-Up 



44 
 

VanSel-1 
A Cancer Research UK Phase I dose escalation trial of the oral VEGFR and EGFR inhibitor, 
Vandetanib in combination with the oral MEK inhibitor, Selumetinib (VanSel-1) in solid 
tumours (dose escalation) and NSCLC (expansion cohort). 

Blackhall 
Clinical 
Studies 

CRUK YES Open 

Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

CA184156 
Randomized, Multicenter, Double-Blind, Phase 3 Trial Comparing the Efficacy of Ipilimumab 
plus Etoposide/Platinum versus Etoposide/Platinum in Subjects with Newly Diagnosed 
Extensive-Stage Disease Small Cell Lung Cancer (ED-SCLC) 

Lorigan 
Clinical 
Studies 

Bristol-Myers Squibb Yes Open 

FIGARO 
A Phase II, double-blind, placebo-controlled, randomised study evaluating the safety and 
efficacy of carboplatin/ paclitaxel/ bevacizumab with and without GDC-0941 in patient with 
previously untreated advanced or recurrent NSCLC 

Blackhall 
Clinical 
Studies 

Genentech YES Open 

AZ Study 70 

A Phase I, Open-Label, Multicentre Study to Assess the Safety, Tolerability, 
Pharmacokinetics and Preliminary Efficacy of Selumetinib (AZD6244; ARRY-142886) in 
Combination with First Line Chemotherapy Regimens in Patients with Non-Small Cell Lung 
Cancer (NSCLC) 

Blackhall 
Clinical 
Studies 

AstraZeneca YES Open 

SELECT-1 

A Phase III, Double-Blind, Randomised, Placebo Controlled Study to Assess the Efficacy and 
Safety of Selumetinib (AZD6244; ARRY-142886) (Hyd-Sulfate) in Combination with 
Docetaxel, in Patients receiving second line treatment for KRAS Mutation-Positive Locally 
Advanced or Metastatic Non-Small Cell Lung Cancer (Stage IIIB – IV) CI 

Blackhall 
Clinical 
Studies 

AstraZeneca YES Open 

HEDGEHOG 

A Phase 1b/2 Double-Blind Randomized Trial of the Hedgehog/SMO Antagonist LY2940680 
in Combination with Carboplatin and Etoposide Followed by LY2940680 versus Carboplatin 
and Etoposide Plus Placebo Followed by Placebo in Patients with Extensive-Stage Small Cell 
Lung Cancer 

Califano 
Clinical 
Studies 

Eli Lilly YES Open 
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LDK2301 
 A phase III multicentre, randomized study of oral LDK378 versus standard chemotherapy in 
previously untreated adult patients with ALK rearranged (ALK-positive), stage IIIB or IV, 
non-squamous non-small cell lung cancer 

Califano 
Clinical 
Studies 

Novartis YES Open 

CLDK378A2203 

A phase III, multicentre, randomized, open-label study of oral LDK378 versus standard 
chemotherapy in adult patients with ALK-rearranged (ALK-positive) advanced non-small 
cell lung cancer who have been treated previously with chemotherapy (platinum doublet 
and crizotinib) 

Califano 
Clinical 
Studies 

Novartis YES Open 

TRACERx Tracking evolution of NSCLC through treatment Blackhall 
Clinical 
Studies 

UCL NO Open 

CONCEPT 
Concurrent chemoradiotherapy for stage III NSCLC followed by consolidation Pemetrexed: 
a phase II study 

Blackhall / 
Faivre-Finn 

Clinical 
Studies 

Christie Yes Closed 

Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

CA180385 
Phase II Trial of Dasatinib in Subjects With Advanced Cancers Harboring DDR2 Mutation or 
Inactivating B-RAF Mutation 

Blackhall 
Clinical 
Studies 

Bristol-Myers Squibb YES Closed 

BELIEF 
An open-label phase II trial of erlotinib and bevacizumab in patients with advanced non-
small cell lung cancer and activating EGFR mutations 

Summers 
Clinical 
Studies 

ETOP   Closed 

POPLAR 
A Phase II, open-label, multicentre, randomised study to investigate the efficacy and safety 
of MPDL3280A (Anti-PD-L1 Antibody) compared with Docetaxel in patients with NSCLC 
after platinium failure. 

Summers 
Clinical 
Studies 

ROCHE YES CLOSED 

AMG951 
A Multicenter, Open Label, Randomized Study of AMG 951 in Subjects with Previously 
Untreated Stage IIIb/IV Non-Small Cell Lung Cancer (NSCLC) Treated with Chemotherapy 
with or without Bevacizumab 

Blackhall 
Clinical 
Studies 

Amgen YES Closed 

BTOG2 
Phase III trial of gemcitabine plus cisplatin at 80mg/m2 versus gemcitabine plus cisplatin at 
50mg/m2 versus gemcitabine plus carboplatin AUC 6 in stage IIIB/IV non-small cell lung 
cancer (NSCLC) 

Faivre-Finn 
Clinical 
Studies 

The University of 
Birmingham 

YES Closed 

AMG706 
A Phase 3, Multicenter, Randomized, Placebo-Controlled, Double-Blind Trial of AMG 706 in 
Combination With Paclitaxel and Carboplatin for Advanced Non-small Cell Lung Cancer 

Blackhall 
Clinical 
Studies 

Amgen YES Closed 
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Lilly S103 
A Randomized Phase 2 Study Comparing Erlotinib-Pemetrexed, Pemetrexed alone, and 
Erlotinib alone, as Second-Line Treatment for Non-Smoker Patients with Locally Advanced 
or Metastatic Nonsquamous Non-Small Cell Lung Cancer 

Blackhall 
Clinical 
Studies 

Lilly YES Closed 

ACT-1 
A Randomized, Open-Label, Multinational Phase 3 Trial Comparing Amrubicin Versus 
Topotecan in Patients With Extensive or Limited and Sensitive or refractory Small Cell Lung 
Cancer After Failure of First-Line Chemotherapy 

Lorigan 
Clinical 
Studies 

Pharmion Corp YES Closed 

FRAGMATIC 
A randomised phase III clinical trial investigating the effect of FRAGMin® Added to standard 
Therapy In patients with lung Cancer  

Lorigan 
Clinical 
Studies 

Velindre NHS Trust YES Closed 

ATTRACT-1 
A Phase III, randomized, double-blind, placebo-controlled multi-center study of ASA404 in 
combination with paclitaxel and carboplatin as first-line treatment for locally advanced or 
metastatic (stage IIIb/IV) non-small cell lung cancer (NSCLC) 

Blackhall 
Clinical 
Studies 

Novartis YES Closed 

A4021018 
Randomised, Open-Label, Phase 3 Trial of Erlotinib Alone or in Combination with CP-
751,871 in Patients With Advanced Non-Small Cell Lung Cancer of Non-Adenocarcinoma 
Histology 

Blackhall 
Clinical 
Studies 

Pfizer YES Closed 

Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

ChemoRad 
A single-arm, open-label, multicenter Phase Ib feasibility trial of bevacizumab given in 
combination with concomitant thoracic radiation and chemotherapy (cisplatin and 
etoposide) in locally advanced unresectable non-squamous non-small cell lung cancer. 

Blackhall 
Clinical 
Studies 

ROCHE YES Closed 

Merck FDG PET 
A Multicenter Phase Ib Trial to Measure [18F]-Fluorodeoxyglucose Uptake by Positron 
Emission Tomography in Stage IIIB and IV Non-Small Cell Lung Cancer Before and After 
Chemotherapy With Gemcitabine/Cisplatin 

Blackhall 
Clinical 
Studies 

Merck NO Closed 

PANHER 
A RANDOMIZED PHASE 2 TRIAL OF PF-00299804 VERSUS ERLOTINIB FOR THE TREATMENT 
OF ADVANCED NON-SMALL CELL LUNG CANCER AFTER FAILURE OF AT LEAST ONE PRIOR 
CHEMOTHERAPY REGIMEN 

Blackhall 
Clinical 
Studies 

Pfizer YES Closed 
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AMG479/102 
A PHASE 1B/2 TRIAL OF AMG479 OR AMG12 IN COMBINATION WITH PLATINUM BASED 
CHEMOTHERAPY AS FIRST LINE TREATMENT FOR EXTENSIVE STAGE SMALL CELL LUNG 
CANCER 

Lorigan 
Clinical 
Studies 

Amgen YES Closed 

Lilly S124 

H3E-EW-S124: A Phase 3, Double-Blind, Placebo-Controlled Study of Maintenance 
Pemetrexed Plus Best Supportive Care Versus Best Supportive Care Immediately Following 
Induction Treatment With Pemetrexed + Cisplatin for Advanced Non-squamous Non-Small 
Cell Lung Cancer. 

Blackhall 
Clinical 
Studies 

Lilly YES Closed 

NEXT 

Open, randomized, multinational phase IIIb trial evaluating the activity and safety of 
cetuximab as 250 mg/m² weekly and 500 mg/m² every two weeks maintenance therapy 
after platinum-based chemotherapy in combination with cetuximab as first-line treatment 
for subjects with advanced non-small cell lung cancer (NSCLC) 

Blackhall 
Clinical 
Studies 

Merck YES Closed 

AMGEN CIA 

A  randomised, Double-blind, placebo-controlled study to evaluate the Long-term safety 
and efficacy of darbopoetin alfa administered at 500µg once every 3 weeks in anaemic 
subjects with advanced stage non-small cell lung cancer receiving multi-cycle 
chemotherapy 

Summers 
Clinical 
Studies 

Amgen YES Closed 

ET 
A multicentre, randomised, phase III trial of platinum-based chemotherapy versus non-
platinum chemotherapy, after ERCC1 stratification, in patients with advanced/metastatic 
non-small cell lung cancer 

Blackhall 
Clinical 
Studies 

UCL YES Closed 

FORTIS-M 
A Phase 3, Randomised, Double Blind, Placebo Controlled Study of Oral Talactoferrin in 
Addition to Best Supportive Care in Patients with Non-small Cell Lung Cancer who have 
Failed Two or more Treatment Regimens 

Summers 
Clinical 
Studies 

Aggenix YES Closed 
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Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

ATTRACT-2 
A phase III, randomized, double-blind, placebo-controlled multi-center study of ASA404 in 
combination with docetaxel in second-line treatment of patients with locally advanced or 
metastatic (stage IIIb/IV) non-small cell lung cancer (NSCLC) 

Blackhall 
Clinical 
Studies 

Novartis YES Closed 

MISSION 
A Phase III, multi-center, placebo–controlled trial of Sorafenib (BAY 43-9006) in patients 
with relapsed or refractory advanced predominantly non squamous Non- Small Cell Lung 
Cancer (NSCLC) after 2 or 3 previous treatment regimens for advanced disease 

Blackhall 
Clinical 
Studies 

Bayer YES Closed 

A8081005 
Phase II, open-label, single arm study of the efficacy and safety of PF-02341066 in patients 
with advanced NSCLC harbouring a translocation or inversion involving the anaplastic 
lymphoma kinase (ALK) gene locus 

Blackhall 
Clinical 
Studies 

Pfizer YES Closed 

A8081007 

PHASE 3, RANDOMIZED, OPEN-LABEL STUDY OF THE EFFICACY AND SAFETY OF PF-
02341066 VERSUS STANDARD OF CARE CHEMOTHERAPY (PEMETREXED OR DOCETAXEL) IN 
PATIENTS WITH ADVANCED NON-SMALL CELL LUNG CANCER (NSCLC) HARBOURING A 
TRANSLOCATION OR INVERSION EVENT INVOLVING THE ANAPLASTIC LYMPHOMA KINASE 
(ALK) GENE LOCUS 

Blackhall 
Clinical 
Studies 

Pfizer YES Closed 

LUNGSTAR 
A Multicentre Phase III randomised, double blind, placebo controlled trial of Pravastatin 
added to first line standard chemotherapy in patients with small cell lung cancer. 

Blackhall 
Clinical 
Studies 

UCL YES Closed 

INSPIRE 
A Randomized, Multicenter, Open-Label Phase 3 Study of Pemetrexed-Cisplatin 
chemotherapy Plus IMC-11F8 Versus Pemetrexed-Cisplatin Chemotherapy Alone in the 
First-Line Treatment of Patients With Nonsquamous Stage IIIb or IV Non-Small 

Summers 
Clinical 
Studies 

IMCLONE  YES Closed 

Lilly JACW 
A Randomised Phase II study of LY2127308 in Combination with Docetaxel versus 
Docetaxel in patients with Locally Advanced or Metastatic Non-Small Cell Lung Cancer who 
Were Previously Treated with First Line Chemotherapy 

Blackhall 
Clinical 
Studies 

Lilly YES Closed 
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LUX LUNG 5 
Phase III randomized trial of BIBW 2992 plus weekly paclitaxel versus Investigator’s choice 
of chemotherapy following BIBW 2992 monotherapy in non-small cell lung cancer patients 
failing previous erlotinib or gefitinib treatment 

Summers 
Clinical 
Studies 

Boehringer Ingelheim YES Closed 

ECLIPSE 
Randomized Phase 3 Trial of Gemcitabine/Carboplatin With or Without BSI201 
(SAR240550) (a PARP1 Inhibitor) in Patients with Previously Untreated Stage IV Squamous 
NonSmallCell Lung Cancer (NSCLC) 

Blackhall 
Clinical 
Studies 

Sanofi Aventis YES Closed 
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Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

LUME-Lung 3: 
A Phase I/II study of continuous oral treatment with BIBF 1120 added to standard 
gemcitabine/cisplatin therapy in first line NSCLC patients with squamous cell histology 

Summers 
Clinical 
Studies 

Boehringer 
Ingelheim 

YES Closed 

A8081014 

Phase III, randomised, open-label study of the efficacy and safety of crizotinib versus 
pemetrexed/cisplatin or pemetrexed/carboplatin in previously untreated patients with 
non-squamous carcinoma of the lung harbouring a translocation or inversion event 
involving the anaplastic lymphoma kinase (ALK) gene locus 

Blackhall 
Clinical 
Studies 

Pfizer YES Closed 

BKM120 
An open label two-stage study of orally administered 
BKM120 in patients with metastatic non-small cell lung 
cancer with activated PI3K pathway 

Blackhall 
Clinical 
Studies 

Novartis YES Closed 

MAQUEE 
A Phase 3, randomised, double-blind, placebo-controlled study of ARD197 plus erlotinib 
versus placebo plus erlotinib in previously treated subjects with locally advanced or 
metastatic, non-squamous, NSCLC. 

Summers 
Clinical 
Studies 

DAIICHI SANKYO YES Closed 

MAPPING 
Double blind randomized phase III study of maintenance Pazopanib versus placebo in 
NSCLC patients non progressive after first line chemotherapy. MAPPING, an EORTC Lung 
group study 

Blackhall 
Clinical 
Studies 

EORTC YES Closed 

IMGN901_NORTH 
A Phase 1/2 Study to Assess the Safety and Efficacy of Lorvotuzumab Mertansine 
(IMGN901) in Combination with Carboplatin/Etoposide in Patients with Advanced Solid 
Tumors including Extensive Stage Small Cell Lung Cancer 

Lorigan 
Clinical 
Studies 

ImmunoGen YES Closed 

E7080-703 

A Phase II, Randomized, Double-Blind, Placebo-Controlled Study of Oral E7080 in Addition 
to Best Supportive Care (BSC) versus BSC Alone in Patients with Locally Advanced or 
Metastatic Non-Squamous Non-Small Cell Lung Cancer Who Have Failed at Least Two 
Systemic Anticancer Regimens 

Blackhall 
Clinical 
Studies 

Eisai 
Pharmaceuticals 

YES Closed 
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ARHCHER 
A7471009 - A randomised double blind Phase III efficacy and safety study of PF-00299804 
(DACOMITINIB) versus Erlotinib for the treatment of advanced NSCLC following progression 
after, or intolerance to, at least one prior chemotherapy 

Blackhall 
Clinical 
Studies 

Pfizer YES Closed 
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Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

ZEPHYR 

A Phase III, International, Randomised, Double-Blind, Parallel-Group, Multi-Centre Study to 
Assess the Efficacy of ZD6474 (ZACTIMA) Plus Best Supportive Care versus Placebo Plus 
Best Supportive Care in Patients with Locally Advanced or Metastatic (Stage IIIB-IV) Non-
Small Cell Lung Cancer (NSCLC) after Prior Therapy with an Epidermal Growth Factor 
Receptor Tyrosine Kinase Inhibitor (EGFR TKI) 

Blackhall 
Clinical 
Studies 

AstraZeneca YES Closed 

MetMab 
OAM4971g 

A randomised, Phase III, Multicentre, double-blind, placebo-controlled study evaluating the 
efficacy and safety of onartuzumab (MetMab) in combination with Tarceva (Erlotinib) in 
patients with MET diagnostic-positive NSCLC who have received standard chemotherapy 
for advanced metastativ disease. 

Blackhall 
Clinical 
Studies 

Genentech YES Closed 

Lilly S133 
S133 Home Delivery of Pemetrexed as Maintenance Treatment in Patients Who Have not 
Progressed after Induction Therapy for Advanced Nonsquamous Nonsmall Cell Lung 
Cancer: A Feasibility Study 

Summers 
Clinical 
Studies 

Lilly YES Closed 

EMPHASIS 
A randomized phase III trial of erlotinib versus docetaxel in patients with advanced 
squamous cell non-small cell lung cancer who failed first line platinum based doublet 
chemotherapy stratified by VeriStrat Good vs VeriStrat Poor 

Summers 
Clinical 
Studies 

ETOP YES Closed 

GSK113928 
A Phase II study of the selective BRAF kinase inhibitor 
GSK2118436 in subjects with advanced non-small cell lung cancer and BRAF mutations 

Blackhall 
Clinical 
Studies 

GSK YES Closed 

LDK2201 
A phase II, multicenter, single-arm study of oral LDK378 in adult patients with ALK-
activated non-small cell lungcancer previously treated with chemotherapy and crizotinib 

Blackhall 
Clinical 
Studies 

Novartis YES Closed 

CA209-017 
An Open-label Randomized Phase III Trial of BMS-936558 (Nivolumab) versus Docetaxel in 
Previously Treated Advanced or Metastatic Squamous Cell Non-small Cell Lung Cancer.PI 

Summers 
Clinical 
Studies 

BMS YES Closed 
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VITAL 

EFC10261 (VITAL) – a Multinational, Randomised, Double-Blind Study Comparing 
Aflibercept Versus Placebo in Patients Treated with Second-Line Docetaxel after Failure of 
One Platinum Based Therapy for Locally Advanced or Metastatic Non-Small Cell Lung 
Cancer (NSCLC) 

Blackhall 
Clinical 
Studies 

Sanofi Aventis YES Closed 
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Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

CHIARA 
 A Single Arm, Phase 2 Study of Ganetespib in Subjects with Advanced Non- Small-Cell Lung 
Cancer with Anaplastic Lymphoma Kinase Gene Rearrangemet (ALK-Positive NSCLC) 

Blackhall 
Clinical 
Studies 

Synta 
Pharmaceuticals 

YES 
CANCELL

ED 

AZ Gefitinb NIS 
A multicentre, retrospective chart review study to characterise gefitinib usage and 
outcomes in routine treatment 

Blackhall 
Data Pooling/ 

Informatics 
AstraZeneca NO Closed 

ReSoLuCENT Resource for the Study of Lung Cancer Epidemiology in North Trent Blackhall 
Health 

Economics 

Sheffield 
Teaching 

Hospital NHS 
Foundation 

Trust 

NO Open 

CALC    Aprepitant for the treatment of cough in lung cancer 
Smith/ 

Blackhall/ 
Harle 

Palliative and 
Supportive 

Care 
Christie Yes On-Hold 

Fatigue QLQ FA13 
Update of the EORTC questionnaire for assessing quality of life in lung cancer patients 
(EORTC QLQ-LC13) conducted on behalf of the EORTC Quality of Life Group 

Harle 
Palliative and 

Supportive 
Care 

Southampton 
NHS FD Trust 

NO Open 

Modafinil Modafinil for the treatment of fatigue in lung cancer V1.0 Blackhall 
Palliative and 

Supportive 
Care 

University of 
Oxford 

YES Closed 

CLiC The characterisation and treatment of cough in lung cancer 
Smith/ 

Blackhall/ 
Harle 

Palliative and 
Supportive 

Care 
Christie No Closed 

CLAIM The prevalance of cough in lung cancer 
Smith/ 

Blackhall/ 
Harle 

Palliative and 
Supportive 

Care 
Christie No Closed 

Respiratory 
Symptom 

Intervention 

Feasibility randomised trial of a novel nonpharmacological intervention for the 
management of the respiratory distress symptom cluster (breathlessness, cough, fatigue) 
in patients with advanced lung cancer 

Yorke/ 
Warden 

Palliative and 
Supportive 

Care 
UoM   Closed 



55 
 

 

Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

RADAR RAdiation Damage And Resistance  in Patients with Lung Cancer Blackhall Radiotherapy Christie No On-hold 

MEK-RT 
Phase I trial of the MEK Inhibitor AZD6244 in combination with thoracic radiotherapy in 
non-small cell lung cancer 

Faivre-Finn Radiotherapy Christie Yes Open 

LungART 
Phase III study comparing post-operative conformal radiotherapy to no post-operative 
radiotherapy in patients with completely resected non-small cell lung cancer and 
mediastinal N2 Involvement. 

Faivre-Finn Radiotherapy Christie No Open 

PIT 
A Phase III Randomised Trial of Prophylactic Irradiation of Tracts in Patients with Malignant 
Pleural Mesothelioma Following Invasive Chest Wall Intervention 

Faivre-Finn Radiotherapy Christie No Open 

Quartz 

A phase III multi-centre randomised controlled trial to assess whether optimal supportive 
care alone (including dexamethasone) is as effective as optimal supportive care (including 
dexamethasone) plus whole brain radiotherapy in the treatment of patients with 
inoperable brain metastases from non-small cell lung cancer 

Faivre-Finn Radiotherapy MRC No Open 

Isotoxic IMRT 
Isotoxic Intensity Modulated Radiotherapy (IMRT) in stage III non small cell lung cancer 
(NSCLC) - A feasibility study 

Faivre-Finn Radiotherapy Christie No Open 

SCART 
Simultaneous Cone Beam Computed Tomography (CBCT) Acquisition during Arc 
Radiotherapy 

Faivre-Finn Radiotherapy Christie No In Set-Up 

ARTFORCE 
Adaptive and innovative radiation treatment for improving cancer patient's treatment 
outcome) 

Faivre-Finn Radiotherapy Christie No In Set-Up 

ROSS-LC 
Clinical Evaluation of Visual Feedback With Optical Sensing in Lung Cancer Patients 
Undergoing Radiotherapy: A Feasibility Study 

Faivre-Finn Radiotherapy Christie 
No 

Pipeline 

LungTech   Faivre-Finn Radiotherapy Christie 
No 

Pipeline 

REST Randomized trial on chest irradiation in extensive disease small cell lung cancer Faivre-Finn Radiotherapy Christie No Closed 
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CONVERT 

Concurrent ONce-daily VErsus twice-daily RadioTherapy: A 2-arm randomised controlled 
trial of concurrent chemo-radiotherapy comparing twice-daily and once-daily radiotherapy 
schedules in patients with limited stage small cell lung cancer (SCLC) and good 
performance status. 

Faivre-Finn Radiotherapy Christie No Closed 
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Project Acronym Project Title Lead 
Primary 
Theme  

Sponsor 
IMP           

Yes / No 
Status 

CRO vs PRO 
Comparison of patient and clinician reported toxicity associated with radiotherapy and 
chemo-radiotherapy in patients with lung cancer. 

Faivre-Finn Radiotherapy Christie   Closed 

PROCLAIM 

Protocol H3E-MC-JMIG(c) Phase 3 Study of Pemetrexed, Cisplatin, and Radiotherapy 
Followed by Consolidation Pemetrexed versus Etoposide, Cisplatin, and Radiotherapy 
Followed by Consolidation Cytotoxic Chemotherapy of Choice in Patients with 
Unresectable, Locally Advanced, Stage III Non-Small Cell Lung Cancer Other than 
Predominantly Squamous Cell Histology 

Faivre-Finn Radiotherapy Lilly No Closed 

CHEMORES 
Molecular mechanisms underlying chemotherapy resitance, therapeutic escape, efficacy 
and toxicity  

Blackhall 
Translational 

Biomarker 
Christie No Open 

ASSESS 
A diagnostic Study of European and Japanese advanced NSCLC patients to evaluate suitable 
sample types for EGFR testing: The ASSESS Study 

Blackhall 
Translational 

Biomarker 
AstraZeneca No Open 

GEM08114 Genetics of EGFR Mutation Study (GEM): a Translational Study of the EORTC Lung  Blackhall 
Translational 

Biomarker 
EORTC/Christie NO In Set-Up 

T-FRAG 
Translational Sub-Study of FRAGMATIC: A randomised phase III clinical trial investigating 
the effect of FRAGMin® Added to standard Therapy In patients with lung Cancer  

Lorigan 
Translational 

Biomarker 
Velindre NHS 

Trust 
No Closed 
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16. Appendix 5: Summary of the Manchester Cancer Research Centre – Lung Cancer Research Group 
Outputs 2014 

Study 
Acronym 

Full Study Title Primary Theme  Relevant Researchers Output  Event 

LungArt 

Phase III study comparing post-operative conformal 
radiotherapy to no post-operative radiotherapy in 
patients with completely resected non-small cell lung 
cancer and mediastinal N2 Involvement. 

Radiotherapy C. Faivre-Finn, C. Le Pechoux, C. Lunt 
Poster 

Presentation 
BTOG 2014 

PIT 
A Phase III Trial of Prophylactic Irradiation of Tracts in 
Patients with Malignant Pleural Mesothelioma Following 
Invasive Chest Wall Intervention. 

Radiotherapy 
N. Bayman, , D. Ardron, L. Ashcroft, D. Baldwin, R. Booton, L. 
Darlison, J. Edwards, L. Lang-Lazdunski, J. Lester, M. Peake, R. 

Rintoul, M. Snee, P. Taylor, C. Lunt, C. Faivre-Finn 

Poster 
Presentation 

BTOG 2014 

CLiC 
The “CLiC” Cough in Lung Cancer Study:  Co-morbidities 
are key predictors of cough  

Palliative and 
Supportive Care 

Amelie S.M. Harle, Fiona Blackhall, Alexander Molassiotis, Jaclyn 
Smith 

Poster 
Presentation 

BTOG 2014 

CONVERT 
A successful international collaboration between the UK 
NCRI, Groupe Francais de Pneumo-Cancerologie, Spanish 
Lung Cancer Group, EORTC and NCI Canada 

Radiotherapy 

Corinne Faivre-Finn, Linda Ashcroft, Andrea Bezjak, Adityanarayan 
Bhatnagar, Felipe Cardenal, Sally Falk, Pierre Fournel, Nicki Groom, 
Susan Harden, Cecile Le Pechoux, Paul Lorigan, Rhona McMenemin, 
Nazia Mohammed0, Mary O’brien, Laetitia Padovani, Michael Snee, 

Veerle F. Surmont, Elena Wilson, Fiona Blackhall  

Poster 
Presentation 

BTOG 2014 

Isotoxic 
IMRT 

Isotoxic Intensity Modulated Radiotherapy (IMRT) in stage 
III non small cell lung cancer (NSCLC) – a feasibility study 

Radiotherapy Corinne Faivre-Finn, on  
Poster 

Presentation 
BTOG 2014 

Genetics 
Mutation profiling of non small cell lung cancer small 
biopsy samples using mass spectrometry and the 
Sequenom LungCarta Panel.   

Genetics 
Anne Marie Quinn, Nicholas Hickson, Megan Adaway, Lynsey Priest, 
Catherine Keeling, Andrew Wallace, Daisuke Nonaka, Richard Byers, 

William Newman, Fiona Blackhall 

Poster 
Presentation 

BTOG 2014 

Genetics 

Screening for ALK-rearranged NSCLC in selected cases 
using immunohistochemistry followed by FISH and RT-PCR 
testing of tumours with increased ALK protein expression 
in a routine clinical diagnostic setting 

Genetics 
Anne Marie Quinn, Jade Harris, Shuwen Huang, Paul Bishop, Antonio 

Paiva-Correia, William Newman, Fiona Blackhall, Andrew Wallace, 
Daisuke Nonaka 

Poster 
Presentation 

BTOG 2014 

N/A 
The impact of IMRT on the treatment of patients with 
N3M0 lung cancer at The Christie 

Radiotherapy 
 Nisha Prasad,Corinne Faivre-Finn,  Paul Burt, Abbas Chittalia, Jo 

Coote, Maggie Harris, Lip Lee, Laura Pemberton, Hamid Sheikh, Dr 
Fiona Blackhall, Paul Taylor, Neil Bayman 

Poster 
Presentation 

BTOG 2014 
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N/A 
EBUS-TBNA in Elderly Patients with Lung Cancer: Safety 
and Performance Outcomes 

Early Detection 

Matthew Evison, Philip A J Crosbie, Julie Martin, Paul Bishop, Helen 
Doran, 

Leena Joseph, Anshuman Chaturvedi, Philip V Barber, Richard 
Booton 

Poster 
Presentation 

BTOG 2014  

N/A 
Stage distribution of newly diagnosed patients in a UK 
regional mesothelioma centre 

Early Detection 
Shahul Khan, Matthew Evison, Mohamed Alaloul, Jayne Holme, 

Richard Booton, Paul Taylor 
Poster 

Presentation 
BTOG 2014  
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Study 
Acronym 

Full Study Title Primary Theme  Relevant Researchers Output  Event 

 N/A 
The role of endobronchial ultrasound in the management 
of patients previously treated for lung cancer 

Early Detection 
Matthew Evison, Philip A J Crosbie, Raffaele Califano, Yvonne 

Summers, 
Julie Martin, Philip V Barber, Richard Booton 

Poster 
Presentati

on 
BTOG 2014 

  N/A 
Can sonographic characteristics during EBUS-TBNA predict 
lymph node metastases in lung cancer? A prospective 
observational study 

 Early Detection 
Matthew Evison, Philip A J Crosbie, Julie Morris, Philip V Barber, 

Richard Booton 

Poster 
Presentati

on 
BTOG 2014  

CONVERT 
A review of changes in lung radiotherapy treatment 
techniques during the CONVERT trial 

Radiotherapy 
GROOM N, WILSON E, FAIVRE-FINN C, LYN E, PRICE A, SNEE M, 

McMENEMIN R, MOHAMED N.  

Poster 
Presentati

on 
BTOG 2014  

CONVERT 
A comparison of pre-trial QA versus on going QA for the 
CONVERT trial 

Radiotherapy 
GROOM N, WILSON E, FAIVRE-FINN C, LYN E, PRICE A, SNEE M, 

McMENEMIN R, MOHAMED N 

Poster 
Presentati

on 
BTOG 2014  

IMRT 
The impact of IMRT on the treatment of patients with 
N3M0 lung cancer at The Christie. 

Radiotherapy 
PRASAD N, FAIVRE-FINN C, BURT PA, CHITTALIA A, COOTE J, HARRIS 

M, LEE L, PEMBERTON L, SHEIKH H, BLACKHALL FH, TAYLOR P, 
BAYMAN N. 

Poster 
Presentati

on 
BTOG 2014  

PRO 
Investigation of a patient reported outcome tool to assess 
radiotherapy-related toxicity in patients with lung cancer. 

Radiotherapy 
CHRISTODOULOU M, McCLOSKEY P, STONES N, BAYMAN N, BURT PA, 
CHITTALIA A, HARRIS M, LEE L, PEMBERTON L, SHEIKH H, SWINDELL R, 

FAIVRE-FINN C. 

Poster 
Presentati

on 
BTOG 2014  

Quartz 

Quality of life after treatment for inoperable brain 
metastases from non-small cell lung cancer: An update on 
the Medical Research Council QUARTZ randomised clinical 
trial 

Radiotherapy 
MULVENNA P, BARTON R, WILSON P, FAIVRE-FINN C, 

GOPALAKRISHNAN GS, NANKIVELL M, LANGLEY RE 

Poster 
Presentati

on 
BTOG 2014  

CONVERT 
An investigation into the efficacy and toxicity of 
stereotactic ablative body radiotherapy for lung cancer at 
The Christie NHS Foundation Trust. 

Radiotherapy 
ELSESSER S, BAYMAN N, McCLOSKEY P, DAVIDSON L, DEARDEN R, 
WHITEHURST P, BURT PA, CHITTALIA A, COOTE J, HARRIS M, LEE L, 

PEMBERTON L, SHEIKH H, FAIVRE-FINN C. 

Poster 
Presentati

on 
BTOG 2014  

CONVERT 

CONVERT – a successful international collaboration 
between the UK NCRI, Groupe Francais de Pneumo-
Cancerologie, Spanish Lung Cancer Group, EORTC and NCI 
Canada. Lung Cancer  

Radiotherapy 

FAIVRE-FINN C, ASHCROFT L, BEZJAK A, BHATNAGAR A, CARDENAL F, 
FALK S, FOURNEL P, GROOM N, HARDEN S, LE PECHOUX C, LORIGAN P, 

McMENEMIN R, MOHAMMED N, O’BRIEN M, LADOVANI L, SNEE M, 
SURMONT VF, WILSON E, BLACKHALL FB 

Poster 
Presentati

on 
BTOG 2014  
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IMRT 
Isotoxic intensity modulated radiotherapy (IMRT) in stage 
III non-small cell lung cancer (NSCLC) – a feasibility study. 

Radiotherapy FAIVRE-FINN C 
Poster 

Presentati
on 

BTOG 2014  

PIT 
PIT: A phase III trial of prophylactic Irradiation of Tracts in 
patients with malignant mesothelioma following invasive 
chest wall intervention 

Radiotherapy 
BAYMAN N, ARDRON D, ASHCROFT L, BALDWIN D, BOOTON R, 

DARLISON L, EDWARDS JG, LANG-LAZDUNSKI L, LESTER J, PEAKE MD, 
RINTOUL RC, SNEE M, TAYLOR P, LUNT C, FAIVRE-FINN C.  

Poster 
Presentati

on 
BTOG 2014  



62 
 

 

Study 
Acronym 

Full Study Title Primary Theme  Relevant Researchers Output  Event 

LungArt 

Lung ART: Phase III study comparing post-operative 
conformal radiotherapy to no post-operative 
radiotherapy in patients with completely resected non-
small cell lung cancer and mediastinal N2 involvement. 

Radiotherapy FAIVRE-FINN C, LE PECHOUX C, LUNT C, 
Poster 

Presentati
on 

BTOG 2014  

REST 
Randomized trial on thoracic radiotherapy (TRT) in 
extensive-stage small cell lung cancer. 

Radiotherapy 
Ben J. Slotman, Corinne Faivre-Finn, Harm van Tinteren, John Praag, 
Joost Knegjens, Sherif El Sharouni, Matthew Hatton, Astrid Keijser, 

Suresh Senan 

Oral 
Presentati

on 
ASCO 2014 

  N/A  
Outcomes of elderly patients (≥70 yo) with advanced Non-
small Cell Lung Cancer (NSCLC): A multi-institutional 
analysis. 

Data Pooling/ 
Informatics 

N.-U.-A. Tariq, V. Bertaglia, N. Shah, T. Mele, R. Alamgir, N. Khan, Y. 
Summers, P.D. Taylor, M. Harris, N. Bayman, H. Sheikh, A. Chittalia, L. 

Pemberton, L. Lee, C. Faivre-Finn , J. Coote, G. Scagliotti, F.H. 
Blackhall, S. Novello, R. Califano;  

Poster 
Presentati

on 
ESMO 2014 

MAPPING 

Double blind randomized phase III study of maintenance 
Pazopanib® (Pz) versus Placebo (P) in non Small Cell Lung 
Cancer (NSCLC) patients (pts) non progressive after first 
line chemotherapy [CT] (EORTC Lung Cancer Group, 
08092): MAPPING 

Clinical Studies 
M.E.R. O'Brien, R. Gaafar, B. Hasan, J. Menis, T. Cufer, S. Popat, P. 

Woll, V. Surmont, V. Georgoulias, A. Montes, F. Blackhall, I. Hennig, G. 
Schmid-Bindert, P. Baas 

Poster 
Presentati

on 
ESMO 2014 

A8081014 

Impact of crizotinib on patient-reported symptoms and 
global quality of life (QOL) compared with platinum based 
chemotherapy in phase III study of treatment naïve 
advanced ALK-positive non-small cell lung cancer (NSCLC) 

Clinical Studies 
F. Blackhall, E. Felip, F. Cappuzzo, D.W. Kim, Y.-L. Wu, B. Solomon, K. 

Nakagawa, T. Mekhail, J. Paolini, T. Usari, S. Iyer, A. Reisman, K. 
Wilner, J. Tursi, T. Mok 

Poster 
Presentati

on 
ESMO 2014 

A8081014 

Overall and intracranial (IC) efficacy results and time to 
symptom deterioration in PROFILE 1014: 1st-line 
crizotinib vs pemetrexed−platinum chemotherapy (PPC) in 
patients (pts) with advanced ALK-positive non-squamous 
non-small cell lung cancer (NSCLC) 

Clinical Studies 
B. Solomon, E. Felip, F.H. Blackhall, T.S.K. Mok, D.-W. Kim, Y.-L. Wu, K. 

Nakagawa, T. Mekhail, J. Paolini, T. Usari, S. Iyer, A. Reisman, K. 
Wilner, J. Tursi, F. Cappuzzo 

Oral 
Presentati

on 
ESMO 2014 
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MEK-RT 
A Phase I study of the MEK1/2 inhibitor selumetinib in 
combination with first-line chemotherapy regimens for 
NSCLC 

Clinical Studies 
E. Dean, N. Steele, H.-T. Arkenau, F. Blackhall, N.M. Haris, C. Lindsay, 
M. Saggese, R. Califano, A. Greystoke, M. Voskoboynik, D. Ghiorghiu, 

A. Dymond, I. Smith, R. Plummer 

Poster 
Presentati

on 
ESMO 2014 

   N/A 
Brain metastases (BM) in patients with EGFR mutations – 
a review of incidence and outcomes  

Data Pooling/ 
Informatics 

J. King, B. Macadam, J. Cope, N Bayman, F. H. Blackhall, P. Burt, R 
Califano, A. Chittalia, C. Faivre-Finn, L. Lee, L. Pemberton, H. Sheikh, P. 

Taylor, A. Wallace, Y.J.  Summers 

Poster 
Presentati

on 
ESMO 2014 

    N/A 
Incomplete (R1) resection for early stage non small cell 
lung cancer (NSCLC):  A single institution experience from 
the University Hospital of South Manchester (UHSM). 

Surgical J King, G Metuh, P Bishop, Y Summers, P Taylor and R Califano 
Poster 

Presentati
on 

ESMO 2014 
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Study 
Acronym 

Full Study Title Primary Theme  Relevant Researchers Output  Event 

ET 

A randomised, multi-centre, phase III trial of platinum 
versus non-platinum chemotherapy, after ERCC1 
stratification, in patients with advanced/metastatic non-
small cell lung cancer (NSCLC) 

Clinical Studies 

SM Lee, F Blackhall, A Chaudhuri, G Middleton, S Ahmed, J Hicks, B 
Crosse, J Spicer, M Napier, J Singer, M Nicolson, D Ferry, C Lewanski, S 

A Rolls, M Falzon, D Ohana, Y Ngai, R Lillywhite, N Iles, R Rudd, A 
Hackshaw 

Poster 
Presentati

on 
ESMO 2014 

    N/A EBUS-TBNA in Elderly Patients with Lung Cancer Early Detection  
Matthew Evison, Philip A. J. Crosbie, Julie Martin, 

Paul Bishop, Helen Doran, Leena Joseph, Anshuman Chaturvedi, Philip 
V. Barber, Richard Booton,  

Journal 
Publication 

Journal of 
Thoracic 

Oncology ® • 
Volume 9, 
Number 3, 

March 2014 

     N/A 
How can we optimise concurrent chemoradiotherapy for 
inoperable stage III non-small cell lung cancer? 

Clinical Studies Bayman N, Blackhall F, McCloskey P, Taylor P, Faivre-Finn C. 
Journal 

Publication 

Lung Cancer. 
2014 

Feb;83(2):11
7-25. 

     N/A 
Activity of the monocarboxylate transporter 1 inhibitor 
AZD3965 in small cell lung cancer. 

Basic Research 
Polański R, Hodgkinson CL, Fusi A, Nonaka D, Priest L, Kelly P, Trapani 

F, Bishop PW, White A, Critchlow SE, Smith PD, Blackhall F, Dive C, 
Morrow CJ. 

Journal 
Publication 

Clin Cancer 
Res. 2014 

Feb 
15;20(4):926

-37 

     N/A 
New radiotherapy approaches in locally advanced non-
small cell lung cancer. 

Radiotherapy 
Christodoulou M, Bayman N, McCloskey P, Rowbottom C, Faivre-Finn 

C. 
Review 

Eur J Cancer. 
2014 

Feb;50(3):52
5-34 

     N/A 
Molecular analysis of circulating tumour cells-biology and 
biomarkers. 

Translational 
Biomarker 

Krebs MG, Metcalf RL, Carter L, Brady G, Blackhall FH, Dive C. 
Journal 

Publication 

Nat Rev Clin 
Oncol. 2014 
Mar;11(3):1

29-44 
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RADAR 
Early reduction in tumour [F-18]fluorothymidine (FLT) 
uptake in patients with non-small cell lung cancer (NSCLC) 
treated with radiotherapy alone 

Radiotherapy 

Alan Jackson; Marie-claude Asselin; Finn Corinne ; 
pekingduck@doctors.org.uk; pek_koh@hotmail.com; Jose Anton-

Rodriguez; Taylor Ben ; Mahbubunnabi Tamal; Blackhall Fiona ; 
Helen.Young@astrazeneca.com; Haslett Kate ; Ryder David; 

mark.earl@doctors.org.uk 

Journal 
Publication 

Eur J Nucl 
Med Mol 
Imaging. 

2014 
Apr;41(4):68

2-93 

LungScape 

Prevalence and clinical outcomes for patients with ALK-
positive resected stage I-III adenocarcinoma: Results from 
the European Thoracic Oncology Platform Lungscape 
Project 

Palliative and 
Supportive Care 

Blackhall F et al 
Journal 

Publication 

Journal of 
Clinical 

Oncology 
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Study 
Acronym 

Full Study Title Primary Theme  Relevant Researchers Output  Event 

     N/A 
Hyperfractionated and accelerated radiotherapy in non-
small cell lung cancer. 

Radiotherapy Haslett K, Pöttgen C, Stuschke M, Faivre-Finn C. Review 

J Thorac Dis. 
2014 

Apr;6(4):328
-35 

     N/A 
Second ESMO consensus conference on lung cancer: 
pathology and molecular biomarkers for non-small-cell 
lung cancer. 

Translational 
Biomarker 

Kerr KM, Bubendorf L, Edelman MJ, Marchetti A, Mok T, Novello S, 
O'Byrne K, Stahel R, Peters S, Felip E 

Review 
Ann Oncol. 
2014 Apr 8 

     N/A 
Radiation dose effect in locally advanced non-small cell 
lung cancer. 

Radiotherapy Kong FM, Zhao J, Wang J, Faivre-Finn C. Review 

J Thorac Dis. 
2014 

Apr;6(4):336
-47 

N/A 
Digital microscopy reproducibility study of thymic 
epithelial neoplasms.  

Pathology and 
Tissue Bank 

Wang H, Sima CS, Beasley MB, Illei P, Saqi A, Nonaka D, Geisinger KR, 
Huang J, Moreira AL.  

Journal 
Publication 

Arch Pathol 
Lab Med. 

2014 
May;138(5):

658-63 

     N/A 
The European initiative for quality management in lung 
cancer care. 

Radiotherapy 

Blum TG, Rich A, Baldwin D, Beckett P, De Ruysscher D, Faivre-Finn C, 
Gaga M, Gamarra F, Grigoriu B, Hansen NC, Hubbard R, Huber RM, 

Jakobsen E, Jovanovic D, Konsoulova A, Kollmeier J, Massard G, 
McPhelim J, Meert AP, Milroy R, Paesmans M, Peake M, Putora PM, 

Scherpereel A, Schönfeld N, Sitter H, Skaug K, Spiro S, Strand TE, 
Taright S, Thomas M, van Schil PE, Vansteenkiste JF, Wiewrodt R, 

Sculier JP. 

Journal 
Publication 

Eur Respir J. 
2014 

May;43(5):1
254-77 

CONVERT 

Is pre-trial quality assurance necessary? Experiences of 
the CONVERT Phase III randomized trial for good 
performance status patients with limited-stage small-cell 
lung cancer. 

Radiotherapy Groom N, Wilson E, Lyn E, Faivre-Finn C. 
Journal 

Publication 

Br J Radiol. 
2014 

May;87(103
7):20130653 

    N/A  
2nd ESMO Consensus Conference on Lung Cancer: early-
stage non-small-cell lung cancer consensus on diagnosis, 

Radiotherapy 
Vansteenkiste J, Crinò L, Dooms C, Douillard JY, Faivre-Finn C, Lim E, 
Rocco G, Senan S, Van Schil P, Veronesi G, Stahel R, Peters S, Felip E; 

Journal 
Publication 

Ann Oncol. 
2014 May 7 
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treatment and follow-up. 

Modafinil Modafinil for the treatment of fatigue in lung cancer V1.0 
Palliative and 

Supportive Care 
Spathis A, Fife K, Blackhall F, Dutton S, Bahadori R, Wharton R, O'Brien 

M, Stone P2, Benepal T, Bates N, Wee B 
Journal 

Publication 

J Clin Oncol. 
2014 Jun 

20;32(18):18
82-8. 

     N/A 
Tumorigenicity and genetic profiling of circulating tumor 
cells in small-cell lung cancer. 

Translational 
Biomarker 

Hodgkinson CL, Morrow CJ, Li Y, Metcalf RL, Rothwell DG, Trapani F, 
Polanski R, Burt DJ, Simpson KL, Morris K, Pepper SD, Nonaka D, 

Greystoke A, Kelly P, Bola B, Krebs MG, Antonello J, Ayub M, Faulkner 
S, Priest L, Carter L, Tate C, Miller CJ, Blackhall F, Brady G, Dive C 

Journal 
Publication 

Nat Med. 
2014 Jun 1. 

Study 
Acronym 

Full Study Title Primary Theme  Relevant Researchers Output  Event 

    N/A  
Concurrent systemic therapy with radiotherapy for the 
treatment of poor-risk patients with unresectable stage III 
non-small cell lung cancer - a review of the literature. 

Radiotherapy Cardenal F, Nadal E, Jové M, Faivre-Finn C. Review 
Ann Oncol. 
2014 Jun 18 

TRACERx 
Tracking Genomic Cancer Evolution for Precision 
Medicine: The Lung TRACERx Study 

Translational 
Biomarker 

Jamal-Hanjani M, Hackshaw A, Ngai Y, Shaw J, Dive C, Quezada S, 
Middleton G, de Bruin E, Le Quesne J, Shafi S, Falzon M, Horswell S, 

Blackhall F, Khan I, Janes S, Nicolson M, Lawrence D, Forster M, 
Fennell D, Lee SM, Lester J, Kerr K, Muller S, Iles N, Smith S, 

Murugaesu N, Mitter R, Salm M, Stuart A, Matthews N, Adams H, 
Ahmad T, Attanoos R, Bennett J, Birkbak NJ, Booton R, Brady G, 

Buchan K, Capitano A, Chetty M, Cobbold M, Crosbie P, Davies H, 
Denison A, Djearman M, Goldman J, Haswell T, Joseph L, 

Kornaszewska M, Krebs M, Langman G, MacKenzie M, Millar J, 
Morgan B, Naidu B, Nonaka D, Peggs K, Pritchard C, Remmen H, 

Rowan A, Shah R, Smith E, Summers Y, Taylor M, Veeriah S, Waller D, 
Wilcox B, Wilcox M, Woolhouse I, McGranahan N, Swanton C 

Journal 
Publication 

PLOS Biology 
- July 2014 | 
Volume 12 | 

Issue 7 | 
e1001906 

     N/A 

Assessing standardization of molecular testing for non-
small-cell lung cancer: results of a worldwide external 
quality assessment (EQA) scheme for EGFR mutation 
testing. 

Pathology and 
Tissue Bank 

Patton S, Normanno N, Blackhall F, Murray S, Kerr KM, Dietel M, 
Filipits M, Benlloch S, Popat S, Stahel R, Thunnissen E. 

Journal 
Publication 

Br J Cancer. 
2014 Jul 1 

http://www.ncbi.nlm.nih.gov/pubmed?term=Spathis%20A%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Fife%20K%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Blackhall%20F%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Dutton%20S%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Bahadori%20R%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Wharton%20R%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=O'Brien%20M%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=O'Brien%20M%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Stone%20P%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Benepal%20T%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Bates%20N%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
http://www.ncbi.nlm.nih.gov/pubmed?term=Wee%20B%5BAuthor%5D&cauthor=true&cauthor_uid=24778393
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PARAMOUNT 
Final Efficacy and Safety Results of Pemetrexed 
Continuation Maintenance Therapy in the Elderly from 
the PARAMOUNT Phase III Study. 

Clinical Studies 
Gridelli C, de Marinis F, Thomas M, Prabhash K, El Kouri C, Blackhall F, 
Bustin F, Pujol JL, John WJ, San Antonio B, Zimmermann A, Chouaki N, 

Visseren-Grul C, Paz-Ares LG. 

Journal 
Publication 

J Thorac 
Oncol. 2014 
Jul;9(7):991-

7 

     N/A 

Management of elderly patients with NSCLC; updated 
expert's opinion paper: EORTC Elderly Task Force, Lung 
Cancer Group and International Society for Geriatric 
Oncology. 

Radiotherapy 
Pallis AG, Gridelli C, Wedding U, Faivre-Finn C, Veronesi G, Jaklitsch M, 

Luciani A, O'Brien M. 
Review 

Ann Oncol. 
2014 

Jul;25(7):127
0-1283.  

     N/A 
An Isotoxic Planning Comparison Study for Stage II-III Non-
small Cell Lung Cancer: Is Intensity-modulated 
Radiotherapy the Answer? 

Radiotherapy Warren M, Webster G, Ryder D, Rowbottom C, Faivre-Finn C. 
Journal 

Publication 

Clin Oncol (R 
Coll Radiol). 

2014 
Aug;26(8):46

1-7 

     N/A 
Third-line chemotherapy in small-cell lung cancer: an 
international analysis. 

Clinical Studies 
Simos D, Sajjady G, Sergi M, Liew MS, Califano R, Ho C, Leighl N, White 

S, Summers Y, Petrcich W, Wheatley-Price P. 
Journal 

Publication 

Clin Lung 
Cancer. 

2014 
Mar;15(2):1

10-8. 



17. Appendix 6: Manchester Cancer Lung Pathway Quality 
Standards 

Manchester Cancer 
 
          

Manchester Cancer Lung Pathway Quality Standards 
 
QS1. People are made aware of the symptoms and signs of lung cancer through local coordinated public awareness 
campaigns that result in early presentation. 
 
QS2. People reporting one or more symptoms suggesting lung cancer are referred within 1 week of presentation for a 
chest X-ray or directly to a chest physician who is a core member of the lung cancer multidisciplinary team. 
 
QS3. People with a chest X-ray result suggesting lung cancer have a copy of the radiologist's report sent to and followed 
up by the lung cancer multidisciplinary team. 
 
QS4. People with known or suspected lung cancer have access to a named lung cancer clinical nurse specialist who they 
can contact between scheduled hospital visits. 
 
QS5. People with lung cancer are offered a holistic needs assessment at each key stage of care that informs their care 

plan and the need for referral to specialist services. 

QS6. People with lung cancer, following initial assessment and computed tomography (CT) scan, are offered 
investigations that give the most information about diagnosis and staging with the least risk of harm. 
 
QS7. People with lung cancer have adequate tissue samples taken in a suitable form to provide a complete pathological 
diagnosis including tumour typing and sub-typing, and analysis of predictive markers. 
 
QS8. People with resectable lung cancer who are of borderline fitness and not initially accepted for surgery are offered 
the choice of a second surgical opinion, and a multidisciplinary team opinion on non-surgical treatment with curative 
intent. 
 
QS9. People with lung cancer are offered assessment for multimodality treatment by a multidisciplinary team comprising 
all specialist core members. 
 
QS10. People with lung cancer stage I–III and good performance status who are unable to undergo surgery are assessed 
for radiotherapy with curative intent by a clinical oncologist specialising in thoracic oncology. 
 
QS11. People with lung cancer stage I–III and good performance status who are offered radiotherapy with curative intent 
receive planned treatment techniques that optimise the dose to the tumour while minimising the risks of normal tissue 
damage. 
 
QS12. People with stage IIIB or IV non-small-cell lung cancer and eligible performance status are offered systemic 
therapy (first- and second-line) in accordance with NICE guidance, that is tailored to the pathological sub-type of the 
tumour and individual predictive factors. 
 
QS13. People with small-cell lung cancer have treatment initiated within 2 weeks of the pathological diagnosis. 
 
QS14. People with lung cancer are offered a specialist follow-up appointment within 6 weeks of completing initial 
treatment and regular specialist follow-up thereafter, which can include protocol-led clinical nurse specialist follow-up. 
 
QS15. People with lung cancer have access to all appropriate palliative interventions delivered by expert clinicians and 
teams. 
 
MC1. Raise profile/awareness of lung cancer in primary care through engagement and education. 
 
MC2. All lung cancer patients seen by chest physicians with a specialist interest in lung cancer. 
 
MC3. All suspected lung cancer/thoracic imaging reported by radiologists with a specialist interest in thoracic medicine. 
 
MC4. All cyto/histo-pathology reviewed by pathologists with a specialist interest in lung cancer 
 
MC5. All suspected lung cancer patients to have CT scan and reported before 1st appointment with chest physician. 
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MC9. All patients for combined modality treatment or borderline surgery/non-surgical treatment to be seen in single 
multidisciplinary clinic. 
 
MC10. Minimise variation in “surgical resection” rates between trusts. 
 
MC15. All patients assessed by their lung CNS following treatment to go through what the patient knows, their 
prognosis, future treatment options, point of contact and financial details (Holistic needs assessment/SPARC) 



18. Appendix 7: Manchester Cancer Lung Cancer Pathway Board Quality Statements (Long List) 
i) Early Detection/Awareness 

NICE Quality Statement MC Quality Statement Intervention Primary outcome measure(s) Secondary outcome 

measure(s) 

 MC1. Raise profile/awareness of 

lung cancer in primary care through 

engagement and education 

Electronic/software prompts based on risk 

(read codes) 

GP Cancer Champions 

Robust mechanisms for reporting abnormal 

CXR/suspicion of lung cancer to patients and 

GP 

Annual local education/engagement  event 

mandatory 

Electronic forum (MC website) 

Electronic case studies/scenarios/”case of the 

week” 

% lung cancer patients diagnosed via 

urgent referral from GP ( 2-week rule) 

Number of CXR requests from primary 

care 

Minimum frequency of educational 

events 

Number of lung cancers 

diagnosed 

Proportions of stage I and 

II cancers 

Proportions receiving 

radical treatment (curative 

surgery or 

radical/stereotactic 

radiotherapy) 

3-month and 1 year 

survival rates 

Emergency (A&E) 

presentation rates 

QS1. People are made aware of the 

symptoms and signs of lung cancer 

through local coordinated public 

awareness campaigns that result in early 

presentation. 

 Social marketing campaign 

•Community health educators 

•Bus routes through target area 

•Media events 

•Beer mats/flyers/posters 

•Pharmacy bags 

Cancer Awareness Measure (CAM) vs 

baseline 

QS2. People reporting one or more 

symptoms suggesting lung cancer are 

referred within 1 week of presentation 

for a chest X-ray or directly to a chest 

  % patients who saw GP no more than 

twice before referral to hospital (NCPES) 

Chest x-ray referral rates for patients > 
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ii) Diagnostics/Secondary Care 

 

NICE Quality Statement MC Quality Statement Intervention Primary outcome measure(s) Secondary outcome 

measure(s) 

QS3. People with a chest X-ray 

result suggesting lung cancer 

have a copy of the radiologist's 

report sent to and followed up 

by the lung cancer 

multidisciplinary team. 

 Abnormal CXR meetings 

Reflex referral to CT scan/rapid access 

clinic 

Mechanism for informing patients 

% patients diagnosed with lung cancer via 

suspicious CXR where CXR report directly referred 

to lung cancer core team 

% 2-week breach 

% 62-day breach 

% 19/42 day breach 

Time from referral to secondary care 

with suspicion of lung cancer to referral 

for treatment/decision for best 

supportive care 

Patient Experience Survey 

 

 MC2. All lung cancer patients 

seen by chest physicians 

with a specialist interest in 

lung cancer (to be defined if 

QS selected) 

Dedicated lung cancer clinics staffed by 

core member of MDT 

Lung Cancer CPD 

Dedicated “Lung Cancer PAs 

% lung cancer patients seen by respiratory 

physician who is core member of MDT 

 MC3. All suspected lung 

cancer/thoracic  imaging 

reported by radiologists with 

a specialist interest in 

thoracic medicine 

Dedicated lung cancer clinics with CT 

provision staffed by core members of 

MDT 

Lung Cancer CPD 

% imaging suspicious for lung cancer reported by 

thoracic radiologist who is core member of MDT 

physician who is a core member of the 

lung cancer multidisciplinary team. 

50yrs (www.hscic.nhs.uk) 
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Dedicated “Lung Cancer” PAs 

 MC4. All cyto/histo-

pathology reviewed by 

pathologists with a specialist 

interest in lung cancer 

Dedicated “Lung Cancer PAs 

Cases reviewed by core-member of 

lung cancer MDT 

Appropriate QA programme 

% cyto/histo-pathology suspicious for lung cancer 

reported by thoracic pathologist who is core 

member of MDT 

 MC5. All suspected lung 

cancer patients to have CT 

scan and reported before 1st 

appointment with chest 

physician 

Dedicated “lung-cancer” clinics with 

prior review of CTs by physician and 

radiologist  

Automatic CT request from “suspicious 

for lung cancer” CXR report (via 

“abnormal CXR meetings”), and reflex 

referral to rapid access clinic 

Automatic CT request from 2-week 

rule referral 

Robust mechanisms for reporting 

abnormal CXR/suspicion of lung cancer 

to patients and GP 

% patients referred with suspected lung cancer 

who have had staging CT scan prior to first 

appointment with respiratory physician 

 MC6, All pathway 

initiations/upgrades to start 

at reporting of suspicious 

radiology (CXR or CT) 

Suspicious radiology report to trigger 

alert to cancer trackers 

% of all lung cancer patients on appropriate 62-day 

pathway 

% of 62-day pathway initiated at report of 

suspicious radiology 

QS6. People with lung cancer, 

following initial assessment and 

computed tomography (CT) scan, 

are offered investigations that 

give the most information about 

diagnosis and staging with the 

least risk of harm. 

Single invasive investigation 

to yield most information 

regarding cytology/histology 

and stage 

 % lung cancer patients undergoing >1 invasive 

investigation (to be defined) during initial 

diagnostic pathway (from EBUS dataset) 

% lung cancer patients with histological diagnosis 

(LUCADA) 
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QS7. People with lung cancer 

have adequate tissue samples 

taken in a suitable form to 

provide a complete pathological 

diagnosis including tumour 

typing and sub-typing, and 

analysis of predictive markers. 

  % patients requiring > 1 invasive test to obtain 

tissue diagnosis (local EBUS dataset) 

% patients with histological confirmation of lung 

cancer (LUCADA) 

% patients with histological diagnosis where 

subtype limited to “not otherwise specified” 

(LUCADA) 

QS4. People with known or 

suspected lung cancer have 

access to a named lung cancer 

clinical nurse specialist who they 

can contact between scheduled 

hospital visits. 

 Lung cancer CNS name and contact 

details clearly stated on clinic letter 

sent to GP and patient (unless letter 

declined) along with patient held 

information  

NCPES Q20. Patient given the name of the CNS in 

charge of their care? 

NCPES Q21. Patient finds it easy to contact their 

CNS? 

NCPES Q22. CNS definitely listened carefully the 

last time spoken to? 

QS5. People with lung cancer are 

offered a holistic needs 

assessment at each key stage of 

care that informs their care plan 

and the need for referral to 

specialist services. 

 HNA outcomes added to  

i) MDT proformas 

New and review clinic letters to 

GPs/patients 

NCPES Q24. Hospital staff gave information about 

support groups 

NCPES Q25. Hospital staff gave information on 

getting financial help 

% MDT proformas with HNA details complete 

% clinic letters including outcome from HNA 

 MC7. All patients referred 

with suspected lung cancer 

seen by lung cancer nurse 

pre-diagnosis 

ii) Lung CNS present at rapid 

access clinics 

% patients with suspected lung cancer seen by 

lung cancer CNS prior to diagnosis 

 MC8. All patients being 

referred for radical 

treatment offered referral 

for smoking cessation (NB 

good practice to offer 

Access to smoking cessation services 

from lung cancer clinics 

% of smokers undergoing treatment with curative 

intent referred to smoking cessation services 
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referral to relatives also) 

 

 

ii) Treatment/Tertiary Care 

NICE Quality Statement MC Quality Statement Intervention Primary outcome measure(s) Secondary outcome 

measure(s) 

QS8. People with resectable lung 

cancer who are of borderline fitness 

and not initially accepted for surgery 

are offered the choice of a second 

surgical opinion, and a 

multidisciplinary team opinion on non-

surgical treatment with curative intent. 

 More than 1 thoracic surgeon core member 

at each MDT 

Borderline fitness patients discussed 

through “high-risk MDT”  

% of NSCLC Stage IA, IB, IIA or IIB 

having surgery (LUCADA) 

% histologically confirmed NSCLC 

having surgery (LUCADA) 

30-day mortality rates 

60-day mortality rates 

Proportions receiving radical 

treatment (curative surgery or 

radical/stereotactic 

radiotherapy) 

1 year survival rates 

5 year survival rates 

Time in days from date of 

referral to treatment to 

receiving first treatment 

% 31/62-day target breach 

Surgical mortality rates 

30-day mortality rates (chemo) 

Radical radiotherapy mortality 

rates (?30-day, ?90-day) 

Patient experience survey 

QS9. People with lung cancer are 

offered assessment for multimodality 

treatment by a multidisciplinary team 

comprising all specialist core members. 

 MDTs meeting all Peer Review requirements 

>1 surgeon and >1 oncologist core 

members/attend MDT 

Medical and Clinical Oncology both core 

members/attend MDT 

MDT structure (National Cancer Peer 

Review) 

Surgery rates. 

Multimodality rates. 

Radiotherapy rates. 

Overall active treatment rates. 

Chemotherapy rate for small-cell lung 

cancer. 

Chemotherapy rate for stage IIIB and IV 

(performance status 0 and 1) non-

small-cell lung cancer 
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(all from LUCADA) 

QS10. People with lung cancer stage I–

III and good performance status who 

are unable to undergo surgery are 

assessed for radiotherapy with 

curative intent by a clinical oncologist 

specialising in thoracic oncology. 

 MDTs meeting all Peer Review requirements 

>1 surgeon and >1 oncologist core 

members/attend MDT 

Multidisciplinary  (surgery/oncology) 

clinic(s) 

% patients with stage I-III disease, PS 0-

2, unable to undergo surgery  receiving 

radiotherapy 

30-day mortality rates (radical 

radiotherapy) 

60-day mortality rates (radical 

radiotherapy) 

QS11. People with lung cancer stage I–

III and good performance status who 

are offered radiotherapy with curative 

intent receive planned treatment 

techniques that optimise the dose to 

the tumour while minimising the risks 

of normal tissue damage. 

  % of patients receiving radiotherapy for 

stage I disease treated with SABR 

(Christie Clinical Outcomes) 

% patients treated with radiotherapy 

receiving 4DCT planning/IGRT/IMRT 

(National Radiotherapy Dataset)  

 MC9. All patients for combined 

modality treatment or borderline 

surgery/non-surgical treatment to 

be seen in single multidisciplinary 

clinic 

Develop weekly multidisciplinary clinic Time in days from date of referral for 

treatment to receiving first treatment 

 MC10. Minimise variation in 

“surgical resection” rates between 

trusts 

Sector-MDTs/no stand-alone MDT working 

Rapid access to 2nd opinions 

Range (max-min) of “surgical resection 

rates” (LUCADA) 

 MC11. All surgical patients to 

receive “enhanced recovery” 

 % patients undergoing radical surgery 

receiving enhanced recovery 

QS12. People with stage IIIB or IV non-

small-cell lung cancer and eligible 

performance status are offered 

systemic therapy (first- and second-

line) in accordance with NICE guidance, 

 >1 oncologist at each MDT 

Medical oncology input at each MDT 

% PS 0-1 Stage IIIB or IV NSCLC having 

chemotherapy (LUCADA) 

Local chemotherapy audits against 

NICE guidance 
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that is tailored to the pathological sub-

type of the tumour and individual 

predictive factors. 

 MC12. Chemotherapy for 

advanced NSCLC delivered locally 

Medical Oncology input at MDTs 

Increased “local” medical oncology clinics 

Increase utilisation of Christie Mobile 

Chemo 

% advanced NSCLC patients receiving 

palliative chemotherapy locally (to be 

defined) 

 

QS13. People with small-cell lung 

cancer have treatment initiated within 

2 weeks of the pathological diagnosis. 

  % patients receiving treatment within 

14 days of diagnosis (date of histology 

report to date of first cycle 

chemo/fraction RT/surgical resection) 

% small cell receiving chemotherapy 

(LUCADA) 

 MC13. Increase recruitment to 

lung cancer clinical trials 

MC Lung Cancer Pathway Board trial 

portfolio 

Research nurse to attend each MDT 

(screening for patients) 

Trial recruitment rate (%) 

 MC14. Standardised 

communication of treatment 

intent/process/side effects 

(including advice on management) 

to primary care 

HCP information sheets for each treatment 

option available to primary care 
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ii) Survivorship/Palliative Care 

NICE Quality Statement MC Quality Statement Intervention Primary outcome measure(s) Secondary outcome 

measure(s) 

QS14. People with lung cancer are 

offered a specialist follow-up 

appointment within 6 weeks of 

completing initial treatment and 

regular specialist follow-up thereafter, 

which can include protocol-led clinical 

nurse specialist follow-up. 

MC15. All patients assessed by 

their lung CNS following 

treatment to go through what the 

patient knows, their prognosis, 

future treatment options, point of 

contact and financial details 

(Holistic needs 

assessment/SPARC) 

Lung cancer CNS sees patient when they 

attend post treatment review with 

surgeon/oncologist/respiratory physician  

Lung CNS relieved of “patient tracking” role 

% patients reviewed by Lung cancer 

CNS within 6 weeks of completing 

treatment 

Patient experience survey 

measures 

Patient experience survey 

engagement 

 MC16. Individualised patient 

information (how and when to re-

access services, single point of 

contact for patient) 

Standardised  post-treatment/best 

supportive care patient information 

NCPES Q67. Given the right amount of 

information about condition and 

treatment 

NCPES Q68. Patient offered written 

assessment and care plan  

 MC17. Individualised FU protocols 

(to be defined) depending on 

stage/treatment/appropriateness 

of 2nd line/salvage therapy with 

feedback to primary care 

  

 MC18. All patients offered access 

to local lung cancer patient 

support groups (Wigan 

experience) 

 NCPES Q24. Hospital staff gave 

information about support groups 

QS15. People with lung cancer have 

access to all appropriate palliative 

interventions delivered by expert 

clinicians and teams. 

 Rapid access to palliative radiotherapy 

clinics 

Access to palliative chemotherapy 

Rapid access to acute airway management 

Time from presentation with symptom 

to intervention 

Pleural intervention rates 
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(surgical debulking, argon plasma, stent, 

PDT, brachytherapy ) 

Rapid access to pleural interventions 

(aspiration/drainage/catheters) 

Airway intervention rates 

% stage 4 patients PS 0-2 receive 

palliative radiotherapy 

% stage 4 PS 0-1 receive palliative 

chemotherapy 

 MC19. All patients with perceived 

prognosis of < 12 months added 

to Gold Standard Framework 

Register 

Likely prognosis (eg GSF prognostic 

indicator) part of CNS assessment 

% patients with stage IV disease 

referred to palliative care services 

% patients who are on GSF register at 

death 

% of patients with stage IV disease on 

GSF register 
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19. Appendix 8 – Lung Pathway Board Annual Plan 2014/15 
 

Work-Plan 1 
Framework for an Integrated Pathway 

 
Action 

Number 

 
Key Areas 

 

 
Aim 

 
Milestones / Action Plan Details 

 
Director / 
Clinician 

Responsible 

 
Target Date 

 
Progress  

 

 
1. Defining MC Lung Cancer Pathway Quality Standards: 

 

 
1 

Engagement of 
pathway board 
members 

 

Define a list of quality statements tailored to suit 
the needs of lung cancer patients in Greater 
Manchester and Cheshire 

Cover entire pathway 
All pathway members engaged in process to 
ensure representation from all provider trusts 
with expertise throughout pathway 

Neil Bayman August 2014 Completed long-
list of quality 
statements 
following 
pathway board 
meeting 29/4/14. 
List refined and 
approved after 
discussions at 
pathway board 
meeting 10th July 
2014 

 
2 

Agree a list of MC 
Lung Pathway Quality 
Statement 

 

MC Lung Pathway Quality Standards will set 
the agenda for the improvements going 
forward, and will incorporate all National (NICE) 
Lung Quality Standards and the MC quality 
standards as agreed by the board 

Cover entire pathway 
Standards must aim to improve clinical 
outcomes and patient experience 
Each pathway board member to vote for most 
important MC standard 

Neil Bayman September 
2014 

List completed 
28th July 2014 
following 
electronic vote by 
board 
Some MC 
standards still to 
be further defined 
(eg what defines 
a respiratory 
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physician with an 
interest in lung 
cancer?) 

 
3 

Define MC Lung 
Pathway Outcome 
Measures  

 

Define a list of outcome measures to monitor 
performance against the agreed quality 
standards. This data will be collected alongside 
that for the National Lung Cancer Audit 
 

Cover entire pathway 
Feasible, reproducible and an accurate 
reflection of performance against quality 
standards 
 

Neil Bayman October 2014 Provisional 
outcome 
measures 
proposed. Need 
refining and 
approving by 
board 

 
4 

EBUS KPIs Define list of MC EBUS KPIs To ensure high quality service throughout 
Greater Manchester and Cheshire 
KPIs to be discussed with local cancer 
commissioners 

Richard Booton 
 
Neil Bayman 

October 2014 KPIs defined. 
Awaiting 
appointment and 
subsequent 
meeting with 
cancer 
commissioners 

 
2. Expanding the role of the MDT: 

 
5 

Mapping of current 
MDT arrangements 

 

To determine baseline MDT logistical 
arrangements, capacity, attendance, access to 
services etc 

Report on current arrangements to inform 
proposals/models for sector MDT 
arrangements going forward 

Neil Bayman 
Caroline McCall 

October 2014  
 
 
 

 
6 

Agree proposed 
sector MDT 
arrangements 

 

Final model for future sector lung cancer MDTs 
(based on current NWSMDT) to be agreed by 
board 

Agreed model must comply with IOG/Peer 
review measures and facilitate integrated lung 
cancer pathway whereby MC Lung Pathway 
quality standards can be implemented. Sector 
MDTs must have appropriate administrative 
support to enable tracking of patients along 
entire pathway, and data collection for quality 
accounts. 

Neil Bayman December 2014  

 
 
 

7 

Define MC Lung 
Cancer MDT Charter 

To define a universal MDT charter/SOP for 
each sector MDT to sign up to 

Recommendations in charter must comply with 
IOG/Peer review measures 
Charter must give guidance on etiquette, pace 
and appropriate patients for discussion, 
attendance, information required to enable 
management decision, data collection, 

Neil Bayman December 2014  
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information required for referrals etc 

 
 

8 

Implementation of 
Sector MDTs 

Individual sector MDTs to be functioning 
according to the guidance set out in the MC 
Lung Cancer MDT Charter 

Strategy for implementation will depend on 
outcomes from action number 4 -6. Cannot be 
determined at present time. Individual sector 
MDT leads will need to be selected to facilitate 
changes 

Neil Bayman 
 
Caroline McCall 

June 2015  

 
3. Governance and Quality Control: 

 
 

9 

Define Annual Quality 
Account/Scorecard 

A universal quality scorecard, incorporating 
quality indicators, patient experience 
measures, trial recruitment to be defined 

Outcome of action number 3 to inform 
measures included on scorecard. This will 
define the annual quality accounts for each 
sector MDT. Must accurately reflect 
pathway performance and measure against 
quality standards 

Neil Bayman June 2015  
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Work-Plan 2 
Core Objectives 

 
Action 

Number 

 
Key Areas 

 

 
Aim 

 
Milestones / Action Plan Details 

 
Director / 
Clinician 

Responsible 

 
Target Date 

 
Progress  

 
Patient and User Involvement and Feedback 
 

 
 
 

10 

Patient representative 
member(s) of pathway 
board 

 

At least 2 lung cancer patient representatives to 
become members of the Lung Pathway Board 

Recruitment in line with MC Patient 
Involvement Charter and Action Plan 
Patient representative “buddy” to be nominated 
to provide support both inside and outside 
meetings 

Neil Bayman 
 
Caroline McCall 
(and MC Core 
Team) 

Dependant on 
MC recruiting to 

MC Patient 
Reference 
Group (see 

Patient 
Involvement 

Charter) 

Completed long-
list of quality 
statements 
following 
pathway board 
meeting 29/4/14. 
List refined and 
approved after 
discussions at 
pathway board 
meeting 10th July 
2014 

 
11 

MC Lung Pathway 
Patient Experience 
Survey questionnaire 

To develop a universal MC Patient Experience 
Survey questionnaire 

Survey in-line with National CPES and to 
include questions related to MC Lung Pathway 
Quality Standards 
 

Neil Bayman December 2014  

 
12 

MC Lung Patient 
Experience Survey 
implementation 

SOP for conducting MC Lung Patient 
experience survey to be developed and 1st 
survey to be conducted 

Survey to be wider than national CPES by 
including out-patients also, thereby increasing 
responses 
Universal approach for trusts to conduct survey 
as agreed by SOP to be approved by board 

Neil Bayman 
 
Caroline McCall 

June 2015  
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Research  

 
13 

MC Lung Pathway 
Clinical Trial Portfolio 

 

Develop and maintain a MC Lung Pathway 
Clinical Trials Portfolio  

Cover entire pathway 
Recommend trials suitable for primary 
care/community, secondary care and tertiary 
care  

Neil Bayman 
 
Fiona Blackhall 

December 2014  

 
14 

Research Nurses Core 
Members of Sector 
MDTs 

 

Ensure a Research Nurse attends each sector 
MDT  
 

Research nurse to screen MDT patients for 
suitable trials 
Trials each patient eligible for listed on the 
MDT outcome proforma 
 

Neil Bayman June 2015  

 
Education 

 
15 

1st MC Lung Pathway 
annual education 
event 

 

To host 1st annual Lung Cancer Pathway 
annual education event 

Topics/themes based on results from pathway 
board members survey, April 2014 

Neil Bayman 
Caroline McCall 

June 2015  
 
 
 

 
16 

Host regional 
GP/Primary Care 
Education Events 

 

Lung Cancer Pathway Board to engage in MC 
Regional GP education/engagement events 

In line with MC Lung Pathway Quality Standard 
MC1 

Neil Bayman 
Caroline McCall 

Dependant on 
timing of events 
as determined 

by MC core 
team (aim for 
involvement in 

1st round) 

 

 
Working with Partners 

 
17 

MCIP 
 

Work alongside MacMillan Cancer 
Improvement Partnership 
 

Collaborate to achieve common aims and 
objectives 
Sharing of information and expertise 
Ensure developments translatable 
throughout MC network 

Neil Bayman 
Phil Barber 
Caroline McCall 

Ongoing  
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