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What processes are in place for collecting data within and outside the MDT? 

We have two separate MDTs and separate Co-ordinator for each. The MDT held at Kent & 
Canterbury Hospital covers Queen Elizabeth The Queen Mother, Kent & Canterbury, Buckland 
Hospi_tals and Estuary View Medical Centre sites. The MDT held at William Harv�y Hospital covers 
the Royal Victoria al'ld William Harvey Hospital sites. 

The MDT Co-ordinators are usually responsible for collecting data. All potential and confirmed 
lung cancer patients are' usually referred and discussed in the Cancer MDT. In the MDT clinical 

· details of each patient are reviewed by clinical staff or MDT members. Once a patient-case has
been discussed in the MDT, the MDT Co-ordinators enter the patient-level data with the decision
to treat into lnfoflex System. As the patients see and receive treatment by the oncologists, the
time and.form of cancer therapy for each patient are then entered into the KOMS (Kent Oncology
Management System) Database. The MDT Co-ordinators update the lnfoF.lex with final treatment
outcome for each patient from KOMS.

What processes are in place for clinical validation prior to submission?

For 2017 cohort of patients, the MDT was the only place where clinical validation took place. We
have identified this as a potential shortfall of good quality and accurate data. We have now •
developed a new computer software which will allow us to validate the data more accurately.

. . 

Did the organisation take part in national quarterly validation?

Yes, but not by clinical staff.

Data· Quality
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OUTLIER RESPONSE AND ACTION PLAN
Outline of the service
What is the population served? 
Northern Lincolnshire and Goole NHS Foundation Trust provides a range of hospital-based and 
community services to a population of more than 350,000 people across North and North East 
Lincolnshire and East Riding of Yorkshire.  The trust has 830 inpatient and critical care beds across 44 
wards and operates approximately 460 outpatient clinics and 164 community clinics per week.  The 
trust employs around 6,400 members of staff. 

Which individual organisations/hospitals make up the service? 
Scunthorpe General Hospital, Diana Princess of Wales Hospital and Goole & District General 
Hospital.  The Trust also provides the following community health services in North Lincolnshire; 
Adults, Dental and End of Life Care.  

Who are the relevant members of the MDT? 
Scunthorpe General Hospital Diana Princess of Wales, Grimsby 
2 Respiratory Consultants 4 Respiratory Consultants 
Surgeon Surgeon 
Oncologist Oncologist 
Radiologist Radiologist 
Histopathologist Histopathologist 
Cancer Support Worker Cancer Support Worker 
Macmillan Nurse Macmillan Nurse 
MDT Co-ordinator MDT Co-ordinator 
Lung Cancer Specialist Nurse Lung Cancer Specialist Nurse 
Respiratory Middle Grade (not core member) Respiratory Middle Grade (not core member) 

Are there any gaps in staffing or other resources? 
(Could be taken from peer review documentation) 

1 WTE Respiratory Consultant vacancy at Scunthorpe General Hospital  
1 WTE Macmillan Nurse at Scunthorpe General Hospital (Looking to recruit to both positions) 

NLAG is currently not meeting the required 10 PA’s (1.0 WTE) for Lung Cancer - discussions are 
taking place internally to resolve this.  
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Issue Identified
Which issue is this document addressing, and what is the context? 

The document is addressing the following results: 

The document is addressing the alarm for pathological confirmation of stage I/II PS0-1 and also 
reviewing the alert for surgery on all NSCLC. 

It is important to note the Trust is not an outlier for 1 year survival rate. 

How does the result compare to previous years, and to other trusts in the network/country? 

Standard Target 
2017 

England 
2017 

Network 
N53 
2017 

NLaG 
2016 
(15 data) 

NLaG 
2017 
(16 data) 

NLaG 
2018 
(17 data) 

1.Pathological
Diagnosis Rate 75% 72.1% 67.3% 63.6% 67.2% 66.2% 

2.Surgery in all
confirmed NSCLC 17% 17.5% 26.7% 27.4% 

3.Surgical resection
rates (having or had)
for all NSCLC 17% 17.5% 16.8% 14.34% 

17.1% 
(adjusted 
13.7) 

13.6% 

4.Active anti-cancer
treatment rates 65% 58.2% 56.7% 52.4% 55.6% 53.8% 

5.Chemotherapy rates
for small cell lung
cancer 70% 68.0% 69.6% 69.2% 70.7% 59.5% 

6.Survival to 1 year
after diagnosis 37% 36% 40% 36.1% 37.1% 



RCP | NLCA

3 

Executive Summary
From reviewing a sample of patients with stage I/II lung cancer PS 0-1, the majority were not 
deemed fit for biopsy (usually due to other additional co-morbidities) and therefore pathological 
diagnosis or in turn for surgery.  The reviewer (Medicine Divisional Clinical Director who is also a 
Respiratory Consultant, Lung Cancer Alliance Lead and adopted Lung Cancer Lead for Scunthorpe 
General Hospital) confirmed that locally our use of pathological confirmation is not always pursued 
as this invasive procedure has risks attached, and locally the use of stereotactic ablative 
radiotherapy (SABR) is available to patients on both sites, but more so for those seen at SGH MDT. 

Looking at the outcomes data for 1 year survival, there is no significant difference between the Trust 
and the national average given the differences in the number of patients having pathological 
diagnosis/surgery from NLAG versus the national average. It should also be noted that surgery can 
still take place without a pathological diagnosis when there is a strong clinical suspicion of lung 
cancer. The reviewer and the Trust Cancer Improvement Manager cited that SABR is a targeted and 
effective form of treatment. 

The reviewer also confirmed that there is room for improvement to investigate further, with 
pathological confirmation, when patients may benefit from other forms of treatments, including 
surgery. However, the Trust has a lack of specialist Thoracic Radiologists to take pathological 
samples from the lung, but does have access within the network and is looking to strengthen links 
with the Trust’s tertiary centre. 

There are further improvements planned to merge the two MDTs to a single MDT in order to 
standardise the lung cancer MDT function/decision making.  This will also enable strengthening of 
ongoing links with our tertiary services and therefore identify patients who may be a candidate for 
pathological confirmation and work with tertiary specialist radiology services. These planned 
improvements, along with some designed to improve data quality, feature as the action plan 
following this outlier alert. 
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Data Collection
What processes are in place for collecting data within and outside the MDT? 
Within MDT :  
TNM staging and Performance status is collected at the MDT.  The MDT Co-ordinator collects the 
data and inputs the information on to Somerset.  Data is collected relevant to treatment plans, 
staging, performance status and MDT outcomes. 

Outside of MDT: 
A Cancer Support Worker used to meet with the Previous Lung Cancer Lead Consultant at SGH 
however this no longer happens due to changes of roles.  The Cancer support worker still checks the 
data and fills in blanks. 

Performance status/Clinical Nurse indicator and TNM staging is sometimes collected outside of MDT 
by non-clinical people and is based on clinical documentation (clinic letter, histology reports, 
radiological reports).  This is added on to Somerset Cancer Registry in line with Cancer Outcomes 
and Services Dataset (COSD) monthly submissions. 

COSD conformance report (NCRAS) – Lung is at 99% for staging January 18 to December 18. 

What processes are in place for clinical validation prior to submission? 
COSD data is submitted monthly, staging and performance status is clinically validated within the 
MDT.  There is currently no clinical cross checking/validation checks of the data prior to COSD 
submission outside of the MDT setting. 

A process for monthly/quarterly clinical validation of the data will be implemented when the New 
Lung Cancer Clinical lead is in place. 

Did the organisation take part in national quarterly validation? 
NLAG took part in the quarterly ‘missing data’ or ‘errors’ to be corrected work.  Clinical validation of 
data outside the MDT will be put in place again when the new Lung Cancer Clinical Lead is in post. 
There is currently no official sign-off from Clinical or Executive Team. 
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Data Quality
Is there any evidence that local data quality falls below the national standards? 
COSD conformance report Jan 18 to Dec 18 shows NLAG is above the national average for data 
completeness for Lung cancer (staging, MDT discussion, performance status, treatment start date) 
with seen by Clinical Nurse Specialist being below the national average.  This has already been 
discussed at Respiratory Governance meeting in November 2018 and the Quality & Audit team 
have agreed to work with the respiratory management team to look at these cases. Patients seen 
by a CNS was previously one of the HQIP benchmarked areas for the 2017 report (2016 data). 

Is there any evidence that the local data does not match that reported by the national team? 
The review found no evidence of this; however it is our understanding that NCRAS triangulate 
various sources of data, including HES to obtain NLCA results, not just the COSD dataset.  The 
Trust intends to work closer with NCRAS as part of the action plan for the alert and invite our 
liaison on to site to discuss/learn more about how the data is triangulated and what data source 
takes priority. 

What investigations have been carried out to determine where data submission processes have 
fallen short of expected? 
There are no issues with data submission timeliness and completion of fields, however, some of 
the data needs to be clinically validated and agreed prior to submissions including a formal sign-
off by the Clinical Lead. 

Is there any issue with allocation of cases to other local trusts or to other cancer teams within 
the trust (e.g. cancer of unknown primary)? 
Cross tumour site referrals are relatively high (circa 9-10%) in NLAG which may need further 
education/work with primary care.  

What are the barriers to improved data quality? 
• Functionality of MDTs – dictating to the MDT Co-ordinator key data items
• Currently separate MDT’s however looking to implement 1 MDT that covers both sites
• Documenting of performance status in the clinic letter at 1st appointment
• Lung Cancer clinical leads to ensure key data items are populated during MDT wherever

possible
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Investigation of the Issue 
Has any investigation of the care given to individual patients been evaluated? 
Yes.  In order to complete some patient case note reviews within the required timescales, filters 
were applied to the data provided following discussions with NCRAS in order to review cases that 
fell in to both cohorts (Pathological Diagnosis in Stage I/II and performance status 0-1 and cases 
that did not have a surgical intervention). 26 cases fell in to this cohort and 23/26 cases were 
reviewed due to availability of patient notes. 

Who carried this out and was it independent? 
The review work was carried out by the Medicine Divisional Clinical Director who is also a 
Respiratory Consultant, Lung Cancer Alliance Lead and has adopted the Lung Cancer Lead role at 
Scunthorpe General Hospital.  Therefore, was not independent; however was not the Lung Cancer 
Lead for either site at the time of the NLCA audit cohort (2017 Data, 2018 report, 2019 
publication). 

What were the findings? 
Of the 23 cases where a case note review took place all 23 (100%) were discussed at MDT and 
23/23 (100%) of MDT decisions were followed through.  

1/23 (4%) cases in the sample was not lung cancer when reviewed and turned out to be an 
abscess on the lung following histology review, therefore needs removing from the NLCA data. 

1/23 was staged incorrectly and was stage IV at presentation. 

Pathological Diagnosis 
Of the remaining 21 cases, 15/21 (71%) it was recorded that the patient was not amenable or was 
medically unfit for biopsy.   Of the remaining 6, on 4 occasions attempts were made but no 
diagnostic material was obtained, and on 1 occasion the patient declined bronchoscopy and in 
another case the initial staging was again deemed incorrect. 

Surgical intervention 
The same sample of 21 patients also did not have surgery, 17 of these 21 (81%) were deemed not 
fit for surgical intervention (3 of these were noted to have failed CPEX testing). In 4 cases of the 21 
not having surgery, these patients declined surgical treatment. 

Alternative treatment 
Of the 21 cases 14/21 67% had stereotactic ablative radiotherapy, 1 patient had radical 
radiotherapy, 1 patient had concurrent chemotherapy alongside radiotherapy, 3 patients were 
given best supportive care, 1 patient had pleural disease and rapid deterioration, and the final 
patient was not fit for alternative. 

Does staffing allow challenge of decisions and practice by individuals within the MDT? 
Yes, core MDT membership allows for challenge of decision making. 
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Action Plan 
Create a SMART action plan (Specific, Measurable, Achievable, Realistic, Timely) 
Action Responsible person(s) Timescale Output 
1) Functionality of MDT to be
reviewed with the aim of the
implementation of 1 cross site MDT.

Lung Cancer Clinical Lead 
Cancer Team 

30/06/2019 1 MDT in place to cover both sites 
to ensure a consistent approach 
and ensure consensus in decision 
making. 

2) Strengthen links with tertiary
centre and improve access to
Specialist Thoracic Radiologists.

Lung Cancer Lead 
Cancer Team 

30/06/2019 and ongoing Improved access to Specialist 
Thoracic Radiologists to ensure 
biopsy is available where deemed 
necessary by the MDT. 

3) Lung Cancer Lead Clinician and
Cancer team to implement monthly
clinical validation of COSD uploads.

Lung Cancer Clinical Lead 01/04/2019 Increased confidence in data 
quality. 

4) Continue to extract and review
COSD data and minimise blank cells
and ensure all data is captured.  (i.e.
seen by CNS).

Cancer Support Worker 
Cancer Systems Administrators 
Quality and Audit Department 

30/06/2019 and ongoing Assurance that blank cells within 
the dataset are not causing a drop 
in compliance rates (i.e. seen by 
CNS). 

5) Work closer with NCRAS Data
Liaison Manager to understand how
the triangulation of data works
(including HES) and what data takes
priority when the data is analysed.

Cancer Team 
Quality and Audit Department 

30/04/2019 Increased confidence in data 
quality/reliability and how coding 
may affect the NLCA results in 
terms of SMCLC/NSCLC. 

6) Discussion of outlier alert and
audit results at operational MDT
meeting.

Lung Cancer Clinical Lead 30/06/2019 Raise awareness of standards 
where the trust is considered to be 
underperforming and agree 
implementation actions to improve 
on a continuous basis. 
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Discussion and Dissemination 
Have the national/local NLCA results been discussed within the local lung cancer team, or at the 
regional level? 
 
Audit results for the last publication (2017 report) have been through the governance process in 
terms of medical and respiratory governance.  The results and HQIP outlier publication was 
embedded within the previous local report 2017 covering different KPI’s to the 2018 report:  

 
 
How have/will the results of this action plan be disseminated to all interested parties? 
 
The outlier alert and action plan will be discussed at Medicine Audit and Quality and Safety Days, 
Respiratory and Medicine Governance and at the Lung Cancer MDT.  The response will also be 
distributed to all key stakeholders and key findings added to the Learning Lessons Newsletters. 
 
 
Name Signature 

Lung Cancer Clinical Lead: , 11/03/19 

Medical Director:  

Chief Executive:  

 

 



Dear NLCA team, 

Thank you very much for your correspondence. I did receive the notification regarding outlier status 

as per my two previous replies to you by e mail. 

We note the initial NLCA result indicating that NUH is an outlier with respect to 1 year survival. We 

also note that this figure is significantly out of keeping with previous figures from the annual NLCA 

reports for 2017 (2016 cohort), where 1 year survival unadjusted was 37%, and for 2016 (2015 

cohort) where 1 year survival unadjusted was 40%. In each case these figures were not significantly 

different from the national average. We also note that for 2018 (2017 cohort) which has flagged 

alarm status, our resection rate, curative treatment rate and active anti-cancer treatment rate are 

comparable with national figures. Given the significant discrepancy compared with previous years, 

with no other data parameter correlating with this, we therefore suspect that this is a data entry 

issue, although we have not assumed this to be the case. 

We were given a very limited timeframe in which to review patient level data for 486 cases in order 

to explore this initial result. As we clinically validate stage on an ongoing basis, of the parameters for 

which 1 year survival is case-mix adjusted, we focussed on validating PS. In particular we have had 

significant turnover and expansion in our local admin teams and those of the cancer centre who are 

involved in data entry which may have created a new weakness here. 

Our initial review has shown that of n=486 patients, 2 patients did not have lung cancer and 12 were 

not first seen at NUH (5 Kingsmill hospital, 3 Leicester, 2 Lincoln, 1 Pilgrim and 1 Brompton). 

Therefore of n=472 patients we validated PS taking PS from either in-patient medical notes or cancer 

clinic letters. Where PS was not stated in medical notes or clinic letters it was taken from the MDT 

outcome. In 60 cases the PS was worse than that entered into the audit and in 16 cases it was 

better. Of those where PS was stated as ‘missing’, PS was as follows: PS 0 =2 patients, PS 1 =6 

patients, PS 2 =6 patients, PS 3 =13 patients, PS 4 =6 patients and PS 5 =1 patient. 

We are happy to provide the corrected patient-level data and would request that the analysis is run 

again so that, importantly, we are able to see whether we are indeed a true outlier or not. We would 

like to avoid the NLCA knowingly publishing NUH data which is incorrect and has the potential to 

cause alarm to our patients and reputational damage to our institution. We understand that the 

NLCA’s request for an initial response is specifically for the purpose of establishing whether there is 

a major problem with data quality. 



Should the repeat analysis demonstrate that we remain an outlier we would need to clinically 

validate the date of diagnosis for those patients in whom a clinico-radiological diagnosis was made 

prior to treatment, before investigating further. 

 

We would also like to highlight that we have an open approach to review of our service but would 

like the analysis to be correct. We are already working in collaboration with PHE to explore why City 

and Rushcliffe CCGs show 1 year survival which is falling away from the national trajectory (data 

divided by CCG not provider). We plan to investigate this collaboratively with PHE and the University 

of Nottingham with particular focus on how patients present, steps early in the patient pathway (pre 

secondary care) and cancer waiting times in secondary care. 

 

We look forward to your response. 

 

Many thanks. 

 

Yours sincerely, 

 

 

 

 

 

Consultant Respiratory Physician  

Clinical Lead for Lung Cancer 

Nottingham University Hospitals NHS Trust  

Nottingham City Campus 



Surgical team review and action plan  

The department of thoracic surgery in Southampton has undergone a national bench marking 
process; GIRFT (Get It Right First Time). It was very positive and the performance was assessed as 
exemplary in a number of areas. The only recommendation in thoracic is to increase lung cancer 
resection rate. The measure selected by the report was for patients first seen in Southampton. This 
potentially did not reflect true performance of a regional service. Cancer resection rate is a complex 
issue. All the patients with early stage lung cancer and low peri operative risks are offered surgery. 
We need to respect patient choice if they decline the offer of surgery. The only way to increase 
resection rate is to offer patients with more advanced stage disease or with limited physiological 
reserve.  

  

 

The plan is- 

•         Engagement with the wider MDT to ensure high risk and complex cases not rejected for 

surgery without review by a surgeon in clinic. 

•         Establish Complex Patient MDT meeting attended by surgeons, anaesthetists and nursing 

team to plan surgery for those patients. 

•         Development of pre-habilitation 

o   Patient with borderline respiratory / physiological reserve should have pre-operative 

physiotherapy and medical optimisation- The process is still under evaluation in 

UHS- Patients who will a candidate for this program should be reviewed in the one 

stop thoracic surgery clinic in UHS 

o   This may have a negative impact on meeting cancer treatment targets. 

•         Re-establish Enhanced Recovery Area on the thoracic ward in UHS. This is akin to a level 1.5 

area to support the post-operative care of patient with borderline physiological reserve- 

There are some challenges to establish this unit currently, due to staffing  and other issues, 

but the team in UHS is still working on that 

o   This is only achievable when we have a dedicated thoracic ward. 

•         Facilitate both internal and external surgical second opinions.  

o   Surgeons have different skill sets and threshold for taking on high risk cases. Well will 

facilitate internal second opinion for Borderline cases. 

• On occasion patient’s clinical scenario does not fit into that described in guidelines. 

Surgery may be offered with the backing of the MDT.  

 

Surgeons had kindly agreed to stay for the whole MDT, so all the MDT patients will be discussed 
in the presence of the thoracic surgeon, making sure that all patients will have a good and fair 
review in the MDT 



 Surgeons had agreed to review all borderline patients, even if the MDT might be in favour  of 
any alternative option e.g SABR 

PHT are planning to scan more patient in the current year ( after the transformation bid), that 
will help to detect and refer  the resect able cases to the surgeons in the appropriate time frame. 
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Clinical Audit Action Plan 
 

Audit Title National Lung Cancer Audit 
 

Action plan lead Name:  Title: Consultant Lead for Lung Cancer Contact: 
 
 

Ensure that the recommendations detailed in the action plan mirror those recorded in the “Recommendations” section of the report.  The “Actions 

required” should specifically state what needs to be done to achieve the recommendation.  All updates to the action plan should be included in the 

“Comments” section. 
 

 

Recommendation 
Actions required (specify 
“None”, if none required)  

Action by 
date 

 

 

Person 
responsible  
(Name & grade) 

Comments/action status 
(Provide examples of action in 
progress, changes in practices, 
problems encountered in facilitating 
change, reasons why recommendation 
has not been actioned etc) 

Change 
stage 

(see Key) 
 

1. A focus on cleaner data input into 
Somerset cancer database at time of 
MDT 

Performance status 
assessment and potential 
radiological diagnoses of lung 
cancer to be documented 
during the MDT 

April 2018 
 

Consultant 

Focus around PS documentation in 
MDT has improved – in Jan/Feb our 
somerset PS data was 100% complete. 
Currently developing standardisation of 
respiratory outpatient documentation to 
include PS and FEV1 data. MDT lead 
is reviewing all incomplete PS/stage 
somerset data submission. 

2 

2. Qualitative work on performance 
status assessment 

Documentation to be updated 
and standardised 

February 
2019 

 
Consultant and 
MDT 

Local audit performed, awaiting 
presentation 

2 

3. Further investigation into patients 
whose potential performance status 
deterioration impacted on ability to 
undergo anti-cancer treatment 

Deep dive audit of this group 
of patients 

September 
2018 

 
Consultant 

 

Clinical Audit 
Manager 

Added to Clinical Audit Forward plan 
for 2018/19 

Presented at lung AGM (January 
2018) and medical clinical grand round  

 

Prospective review of all patients with 
MDT PS 0/1 who did not undertake 
SACT and reasons for this 

3 

Audit Number: 2023 
KEY (Change status) 

1 Recommendation agreed but not yet actioned 
2 Action in progress 
3 Recommendation fully implemented 
4 Recommendation never actioned (please state reasons) 
5 Other (please provide supporting information) 
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Recommendation 
Actions required (specify 
“None”, if none required)  

Action by 
date 

 

 

Person 
responsible  
(Name & grade) 

Comments/action status 
(Provide examples of action in 
progress, changes in practices, 
problems encountered in facilitating 
change, reasons why recommendation 
has not been actioned etc) 

Change 
stage 

(see Key) 
 

4. Investigate ways in which patients 
diagnosed via emergency routes can 
be reduced 

Meet with CCG’s to  discuss 
possibility of piloting CT 
screening of targeted 
populations locally 

September 
2018 

 
Consultant 

 

Contracts and 
Performance 
manager 

Pilot in UHNM to be set up. To await 
outcome of this and National Screening 
Committee outcomes before 
embarking on this 

4 

5. Implementation of the National 
Optimal Lung Cancer Pathway 
(NOLDP) 

Various, see below 2020   2 

5a. 

Set up working group to 
process map current pathway 
and identify areas that would 
need addressing in order to 
meet requirements 

 

April 2018 

 

 
Consultant 

 
Clinical Director 
for Oncology and 
Haematology 

 3 

   5b. 

Business case for two 
additional lung cancer nurse 
specialists to meet this part of 
requirements 

 

June 2018 

 

 
Assistant 
Business 
Manager 

Business case briefing paper 
completed. June USC board meeting 
stood down. Awaiting amendments to 
briefing paper prior to USC sign off 

2 

   5c. 

Set up Nurse Led Follow-Up 
Clinics 

 

April 2019 

 

 
Assistant 
Business 
Manager 

 2 

   5d. Develop nodule pathways April 2019 

 
Consultant 

 
Lead Cancer 
Nurse 

 1 
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OUTLIER RESPONSE AND ACTION PLAN

Outline of the service

Western Sussex Hospitals NHS FT serves a population of 500,000 with the Lung MDT RYR 18 
comprising St. Richard’s and Worthing Hospitals 

The multi- site DGH consists of two units (Chichester and Worthing) aligning with Portsmouth and 
St George’s in the West and Brighton and Guys & St. Thomas’s in the East. 

Attendance at the MDM is collated using Somerset and is shown below. 

Attendance by role Meetings covered 

Worthing Chichester 

Total Consultant Physician cover 

in the MDT: 

100% 100% 

Total Oncology cover in the MDT:  85.10% (total of 7 meetings 

not covered) 

67% (34/51 meetings) 

Total Radiology cover in the 

MDT:   

100% 96% 

Total Histopathology cover in the 

MDT: 

97.87% (1 meeting not 

covered 30/01/17) 

100% 

Thoracic surgery NK 76% 

Total CNS cover in the MDT: 100% NK 

Total Coordinator cover in the 

MDT: 

100% NK 

Notes on staffing (Worthing): 
Dr AB; Clinical Oncologist, went on maternity leave at the end of June 2016. Oncology was 
covered by Locum Oncologist Dr UH who joined in July 2016 and left in June 2017, and Locum 
Oncologist Dr KW who joined in June 2017 and left in at the beginning of Sept 2017. Dr AB 
returned Sept 2017. Dr CS who had joined as Consultant Radiologist in Jan 2016 left in June 2017 
and was replaced by Dr PH who started in May 2017. KD; Lung CNS left October 2017 and JW 
started in November 2017 to cover. JW officially took over the role in April 2018 

Gaps in staffing: 
The Trust has 2.3 WTE respiratory consultant vacancies at Chichester (against a total of 4WTE 
posts) and gaps in oncology cover on the both sites due to scheduling issues and limited 
resources.  
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Other gaps in resources: 
Long standing stressors within radiology with high levels of consultant radiology posts vacancies.  
This has had an impact on waiting times for image-guided biopsy, timely turn around for CT 
reporting, a lack of current infrastructure to support a protocolized ‘straight to CT’ pathway for 
suspected lung cancer and the initiation of a separate lung nodule MDT.  
 
PET and EBUS are provided by other providers with median wait times in region of 16 days. 
Teletherapy and surgery are provided by other providers. Waiting times between decision to treat 
and surgery or conventional radical XRT usually exceed 4 weeks.  
 
 
 
 
 
 
 
 
 
 
 
 
 

Issue Identified 

Which issue is this document addressing, and what is the context? 
How does the result compare to previous years, and to other trusts in the network/country? 
 
Alert for SACT in Advanced NSCLC with adjusted result for RYR 18 an outlier (45.3% vs 65% 
national mean).  
 
Previous combined Trust results are around the national mean.  
 
Issues identified 

I. Chichester – problems with the accuracy of performance data in the clinical 
record with some errors in correct staging and incorrect tissue diagnosis.  

II. A few missing treatments e.g. patients receiving immunotherapy not captured.  
III. Worthing – some patients found to have unexpectedly long pathways and their 

pre-treatment assessment of performance status changed before treatment, 
although it is uncertain whether this would have affected outcomes 

Data Collection 
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What processes are in place for collecting data within and outside the MDT? 
 
For both the Worthing and Chichester MDTs as much data as possible is collected during the lung 
MDT meeting, in real time by the MDT co-ordinator and inputted directly on the Somerset Care 
Record (SCR). Particular attention is paid to ensuring that performance status, staging 
information, SNOMED RT codes for tissue diagnosis, comorbidities with ACE-27 score and 
treatment intents are recorded. The MDT co-ordinator flags up any missing information before 
moving on to the next case for discussion. The MDT co-ordinator tracks that all treatments 
planned took place and regularly reviews the electronic chemotherapy prescribing system 
(‘Chemocare’) and regularly contacts the teletherapy provider to ensure that planned 
radiotherapy has been delivered with details of start dates and fractions received. Surgical 
summaries and surgical histopathology reports are received in both paper form and in PDF form 
to a shared secure generic NHS mail inbox to which the MDT co-ordinator has direct access and 
data fields related to surgery are inputted by the MDT co-ordinator with an assistant data officer. 
 
What processes are in place for clinical validation prior to submission? 
 
Validation has been limited to work within the MDT meetings on both sites.  
 
Did the organisation take part in national quarterly validation? 
 
Not in a systematic or rigorous fashion. 
Clinical data validation is undertaken by the respiratory consultants on an ad-hoc basis. 
Job planning discussions are currently underway in order to ring fence time to allow this to 
happen. 

 
 

Data Quality 
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Is there any evidence that local data quality falls below the national standards? 
 
This is not believed to be an issue, however accuracy of PS registration at first assessment needs 
to be carefully considered.  
 
Is there any evidence that the local data does not match that reported by the national team? 
 
There are inconsistencies between the data reported by the registry and the activity data 
reviewed from local sources that has been at least partially responsible for the Alarm. 
 
What investigations have been carried out to determine where data submission processes have 
fallen short of expected? 
 
A local investigation has been undertaken. See below. 
 
Is there any issue with allocation of cases to other local trusts or to other cancer teams within the 
trust (e.g. cancer of unknown primary)? 
 
None identified 
 
What are the barriers to improved data quality? 
 
There are constraints in the consultant resources available to validate the data. To systematically 
and rigorously cross check registry data with locally held Somerset Care Record Data and clinical 
records will take a significant additional time estimated as two full working days per quarter to 
enable thorough cross checking of each case and all the relevant NLCA data fields.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Investigation of the Issue 
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Has any investigation of the care given to individual patients been evaluated? 
 
A comprehensive investigation has been undertaken by Dr , consultant respiratory 
physician from Worthing Hospital reviewing the care received by this cohort of patients across 
both sites. These were the patients coded as PS0/1 stage IIIB/IV. This identified issues with the 
accuracy of performance data, some errors in staffing and incorrect tissue diagnosis for Chichester 
patients with a few missing treatments for some patients that had received immunotherapy. At 
Worthing some patients had unexpectedly long pathways that could have resulted in changes to 
their assessment of performance status before treatment although it is uncertain whether this 
would have affected their outcomes. The investigation resulted in a revised raw mean for RYR18 
of 65.1% in line with the national mean. 
 
Who carried this out and was it independent? 
 
Dr , Worthing lung cancer clinical lead. This was an internal investigation and has not been 
undertaken by an external agency. 
 
What were the findings? 
 
The investigation showed that the proportion of patients with good PS, advanced NSCLC receiving 
first line SACT is around 0.65 (65%) on each site. 
On the Worthing site a few biological treatments appear not to have been captured by the 
registry. And a case of a ‘neuroendocrine NSCLC’ that was in fact a carcinoid and the wrong 
SNOMED RR code as used in the SCR and one case with inaccurate staging (not M1a). 
On the St Richards site there were a number of patients with erroneous staging info recorded in 
the SCR and I believe inaccurate PS data and use of a SNOMED RT morphology code implying a 
tissue diagnosis when in fact they did not have a tissue diagnosis and the diagnosis was clinic 
radiological. 
 
Are MDT decisions followed through in the clinic/ward? 
 
Yes 
 
Does staffing allow challenge of decisions and practice by individuals within the MDT? 
 
Yes. 
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Action Plan 
Create a SMART action plan (Specific, Measurable, Achievable, Realistic, Timely) 

Action Responsible person(s) Timescale Output 

Prospective audit of 2018 data to be 
undertaken by respiratory 
consultants with cancer MDT 
coordinator with particular focus on 
SACT in advanced NSCLC 

 and  with 
, data manager for 

cancer 

End May 2019 Report to divisional governance 
meeting and Quality Board 

Review resources available to 
support available for data collection 
and validation. 

Clinical Lead: , 
chief of medicine 
Management Lead: Mr  

, Division Director for 
operations, Medicine Division 

End March 2019 Updated assessment of resources 
requirement 
Changes to respiratory consultant 
job plans and administrative 
support where required 
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Discussion and Dissemination 

Have the national/local NLCA results been discussed within the local lung cancer team, or at the 
regional level? 
 
Locally - yes 
Regionally  -  no 
Nationally - no 
 
How have/will the results of this action plan be disseminated to all interested parties? 
 
The results of this investigation are due to be presented and discussed at a cross site 
departmental clinical governance meeting in March 2019 and a subsequent Quality Board.  
 

Name Signature 

Lung Cancer Clinical Lead: 
 

 

 

Medical Director: 
 

 

 
Chief Executive: 
 

 

Approved by Dr  Deputy Chief 
Executive and Chief Medical Officer 
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