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1. Purpose 

1.1. The purpose of this document is to detail the process for all women diagnosed 
with a Gynaecological Cancer (Vulva, Vagina, Cervix, Uterine, Fallopian / Ovarian, 
Peritoneal) 

1.2. The policy applies to staff working in the Gynae-Oncology service, the Lead 
Clinician, Histopathology, Radiology, the Oncologists and their team, Director of 
Operations, Director of Cancer Services.  

Purpose of the MDT 

1.3. There are 3 documents that influence clinical practice and treatment of 
Gynaecological Cancer.  NICE (National Institute for Health and Clinical 
Excellence) Guidelines. SSG guidelines and RCOG (Royal College of 
Obstetricians and Gynaecologists). 

1.4. The aim of the MDT is to ensure a co-ordinated approach to diagnosis, treatment 
and care services for all women diagnosed with a Gynaecological cancer. 

1.5. The MDT has the combined function of diagnosis (to rapidly assess and achieve 
Histopathological and Radiological confirmation of cancer) treatment (discussing 
the management of all newly diagnosed cancers) communication (with appropriate 
agencies e.g. Primary Care teams, Hospice, etc.). 

1.6. Furthermore, the MDT is committed to achieving the highest standards of care 
and patient outcomes, this is achieved by: 

 Collection of high quality data 
 Involvement in local and national audit and research studies 
 Incorporation of new research and best practice into patient care 
 Provision of comprehensive information for patients and their relatives 
 

1.7. The care of some patients with complex non-malignant disease is also managed 
by the MDT, however, the focus of this document is on its role in cancer care. 

2. Definitions  

SCR  – Somerset Cancer Register 

CIN – Cervical Intraepithelial Neoplasia 

MDT  – Multi Disciplinary Team 

RMI  – Risk Malignancy Index 

CWT  – Cancer Waiting Times 
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NICE  – National Institute for Health and Clinical Excellence 

RCOG – Royal College of Obstetricians and Gynaecologists 

SSG  – Site Specific Group 

QST – Quality Surveillance Team (formerly National Peer Review Programme) 

MDS – Minimum Dataset  

3. Responsibilities  

3.1. Role of the Lead Clinician 

The Gynae-Oncology Lead Clinician works in partnership with his deputy; this 
arrangement has been necessitated to ensure permanent on-site cover; for 
Gynae-oncology Emergencies, specialist advice for other medical colleagues, 
present cases at the MDT meetings and reviewing patients in the Gynae-
Oncology Clinics. 

This has been agreed by the Trust Lead Cancer Consultant, Directorate Lead 
Consultant, General Manager and Gynae-oncologist at the Cancer Centre. 

3.2. Responsibilities of the Lead Clinician of the MDT 

 To have overall responsibility for compliance by the MDT with all quality 
measures.  
 

 To lead the clinical activity for the MDT, working to agreed guidelines, ensuring 
a high quality integrated service which meets local, regional and national 
standards. 
 

 Maintain links with colleagues through membership of the Somerset and 
Devon Gynaecological Site Specific Group (SSG).  The lead clinician should 
nominate another member of the MDT to attend such meetings as his 
representative when he is unable to attend in person. 
 

 Ensure that the MDT engages in the relevant SSG and contributes to its work. 
 

 Organise ‘Business Meetings’ of the MDT and ensure the production and 
dissemination of minutes. 
 

 Establish an audit programme and review of outcomes (this includes Network 
audits). 
 

 To disseminate guidelines within the MDT and ensure implementation and on-
going assessment against measures. 
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 To be responsible for providing professional advice within and outside the 

Trust on the tumour site and its services. 
 

 To be responsible, jointly with the Gynae-Oncology CNS, for ensuring a 
patient’s Keyworker has been identified and the name of the said Keyworker is 
documented on the minutes of the MDT meeting and within the patient’s notes. 
 

 To produce an annual report, with the support of the Gynae-Oncology CNS, for 
presentation to the Cancer Care Governance. 
 

 To ensure that designated specialists work together effectively such that 
decisions regarding all aspects of diagnosis, treatment and care of gynae-
oncology patients, and decisions regarding the team’s operational policies are 
multi-disciplinary decisions. 
 

 To ensure that the outcomes of the MDT meeting are clearly and accurately 
recorded and clinically validated and communicated to the PCT in accordance 
with local and national targets. 

 

The Gynae-Oncology MDT will be listed in the local (North Devon) Cancer Services 
Directory as part of the services of the Northern Devon Healthcare Trust, with 
appropriate contact names and numbers. 
 

3.3. Role of the Gynae-Oncology Clinical Nurse Specialist   

The Core Nurse Member will have a set of agreed responsibilities, which include 
completion of specialist study modules and advanced communication skills. 

To be jointly responsible with the lead clinician, for ensuring a patient’s key worker 
has been identified and the name of said keyworker is documented on the MDT 
agenda and within the patient’s notes. 
 

3.4. Responsibilities of the Gynae-Oncology Clinical Nurse Specialist 

 To be present when a Cancer diagnosis is given. 
 

 Inform GP of new Cancer diagnosis within 24 hours or the next working day 
 
 Liaise with lead clinician regarding new gynaecological cancer patients who 

are inpatients.  
 

 Inform Lead Clinician of patients admitted to NDDH, as inpatients, with 
complications from an already diagnosed gynaecological cancer.  
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 To be jointly responsible with the lead clinician, for ensuring a patient’s key 
worker has been identified and the name of said keyworkers is documented on 
the MDT agenda and within the patient’s notes. 

 
 To actively participate in the MDT discussion, patient assessment and care 

planning decisions at the MDT meeting. 
 

 To provide expert nursing advice and support to other healthcare professionals 
in the nurse’s specialist area of practice. 

 
 To participate in both local and national clinical audit (this includes Network 

audits). 
  
 To lead on patient and carers’ communication issues and co-ordination of the 

patient pathway for patients referred to the MDT. 
 

 To facilitate access to members of the MDT when requested by patients or 
their carers. 

 
 Contribute to the management of the Gynae-Oncology MDT service 

(management in this context does not mean clerical). 
 

 To share / utilise research in the nurse’s specialist areas of practice. 

 

3.5. Additional Core Nurse Responsibilities 

 To contribute to the development of the service. 
 

 To ensure patients receive any spiritual support they require.  The CNS will 
identify and direct patients who require support to the chaplaincy team who are 
able to offer both religious and non-religious support and have access to 
colleagues of all faiths.  Within the hospital there is a Chapel and a dedicated 
quiet room. 
 

 To ensure patients have access to Psychological Care and counselling if 
required. The patient will be assessed informally through their consultations 
and the CNS, together with other team members will refer to the appropriate 
services.  
 

 Some patients may be left with wider problems and a range of services are 
offered through the social and psychological team and North Devon Hospice, 
The Fern Centre (NDDH) or Force Centre at the Royal Devon and Exeter 
Hospital.  The aim of these services is to support patients and help them to 
recover and lead an active and productive life.  These services aim to cover 
both physical and social well-being. 
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 The team values the quality of life of its patients and the CNS will be available, 
in the joint Gynae-Oncology clinics to offer support, advice and signposting to 
other services for patients attending for follow-up post treatment. 

 

 The support centre is widely promoted throughout the Trust and patients 
should be given details at diagnosis and as appropriate. 

 
 To offer psycho-sexual assessment and support. 

 
 To offer all patients an HNA (Health Needs Assessment) soon after diagnosis 

(desirable within 10 working days) and then whenever a further assessment is 
deemed appropriate (The NHS Long Term Plan for Cancer and Macmillan 
Living with and Beyond Cancer). 
 

 To offer an end of treatment summary to all patients stating: diagnosis, 
treatment, potential long term side-effects from treatment, follow-up pathway, 
life style advice and any actions for GP to complete (The NHS Long Term Plan 
for Cancer and Macmillan Living with and Beyond Cancer). 

 
 
 

3.6. Key Worker role 

The single named key worker role will principally be undertaken by the CNS at the 
patient’s main hospital site. 

The CNS, as named key worker, will, with the patient’s verbal consent and 
agreement, take a key role in the co-ordination of the patient’s care, treatment 
pathway, user issues and information.  Verbal consent by the patient will be taken 
as agreed unless otherwise documented. 

The exceptions will be if the patient has advanced cancer that requires no active 
treatment, with the need for palliative care input; in these cases the key worker 
may be identified as a member of the specialist Palliative Care Team, or the GP. 

The name of the key worker will be recorded in the minutes of the Gynaecology 
MDT meeting and in the patient’s notes. 

For patients who have been discharged from follow-up in the acute setting, the 
key worker will be recorded as the GP. 

In addition to the key worker policy, which anticipates the CNS as the key worker 
in the initial stages of the patient’s pathway, it is recognised that the identity of the 
key worker will change throughout the pathway.  For example: 

 At the time of discharge from active follow-up 
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 Acute hospital specialist Palliative Care Team 
 

 Community specialist Palliative Care Team 
 

Following discussion at the MDT, whereby it is decided that there should be a 
change in the named key worker, it is the responsibility of the CNS to notify the 
new key worker.  This will be done following discussion between the patient, 
clinician and CNS. 
 

 

3.7. Responsibilities of The MDT Co-Ordinator 

 Arrange and facilitate the Multidisciplinary Team meetings, including the 
issuing of the agenda in a timely manner and setting up the meeting either 
face to face or through video conferencing. 
 

 Ensure that all patients are discussed at MDT meetings at appropriate stages 
in their treatment. 
 

 To complete live outcomes at MDT meetings. 
 

 To ensure MDT outcome is sent to the GP. 
 

 Assist in the introduction of any new documentation which will ensure that 
patients are discussed and treated appropriately and the outcomes are 
recorded and reviewed. 
 

 Record the outcome of discussions on the patient’s record on the SCR 
(Somerset Cancer Register) and ensure that a print-out of the treatment plan is 
filed within the patient’s notes. 
 

 Highlight to the CNS (via patient pathway tracking) cases where there is a 
potential of breach of target. 
 

 To track, in real time, the progress of each patient referred under the 2 week 
rule, to ensure that all diagnostic tests are carried out in a timely manner, 
which will ensure the patient receives their diagnosis and treatment within the 
allowable timescale.  The MDT co-ordinator will enter details of any patients 
who have been referred by other routes who are diagnosed with cancer and 
will monitor their progress from diagnosis to treatment, in line with targets. 

 
 All patients with Moderate or worse Cytology will be included within the 62 day 

period.  The following referrals for Colposcopy should, therefore be included in 
the 62 day standard as they indicate a suspicion of cancer: 
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 Invasive (query squamous cell carcinoma of Cervix) 
 Glandular neoplasia (query adenocarcinoma of Cervix) 
 Severe dyskaryosis (query invasive, query squamous cell carcinoma 

of Cervix, query CIN3) 
 Moderate dyskaryosis (query CIN2) 

3.8. Pathology support for the Gynae-Oncology MDT meetings 

The lead Histopathologist (or their cover), who should be present for at least 2/3 of 
the MDT meetings, has the responsibility for liaising with relevant local committees 
and clinicians and ensuring that the relevant cancers are examined, sampled and 
reported appropriately and in a consistent manner. 

 Preparation time is required to ensure a high quality service is provided.  A 
minimum of 2 working days’ notice is required to enable laboratory staff and 
the pathology department secretary to locate all necessary slides and for the 
presenting Histopathologist to re-report on each case, prior to each MDT 
meeting. 

 
 Urgent cases may only be added to the agenda, with the prior agreement of 

the MDT lead Histopathologist. 

 

 In cases where there is a significant discrepancy between the reporting 
Histopathologist and the Histopathologist supporting the MDT, this will be 
discussed with the reporting Histopathologist and a supplementary report 
issued by the original reporting Histopathologist. 

 

3.9. Radiology support for the Gynae-Oncology MDT meetings 

The lead Radiologist (or their cover) should be present for at least 2/3 of the MDT 
meetings. 
 
Preparation for the MDT meetings is required for Radiology and the following 
points have been agreed between the Radiology leads as minimum 
standards, to ensure a high quality Radiology review is provided at the  
meetings. 
 
 A minimum of 2 full working days’ notice is required prior to the MDT meeting 

for the provision of patient details requiring Radiology review. 
 
 The maximum number of cases for Radiology review at each MDT meeting is 

to be agreed between the site specific Lead Clinician and the Radiologist. 
 

 A time guillotine for the end of the MDT meeting is to be agreed, between the 
site specific Radiologist and Lead Clinician. 
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 Late additions can be reviewed, but not subject to full MDT process. 
 

 Radiologists supporting individual MDTs are present to display the imaging 
and to support colleagues who have issued the formal and final report.  That 
report remains the legal published Radiology document. 
 

 MDT notes pertaining to Radiology comments do not supersede the written 
report. 

 
Where significant discrepancies arise between the Radiologist attending and 
supporting the MDT and the reporting Radiologist, an opportunity for the reporting 
Radiologist to revise their report will be offered. 

4. MDT meeting 

The Gynae-Oncology MDT meets fortnightly on a Thursday morning  
(08.30 – 09.30), in the Medical Education Centre NDDH or through video 
conferencing. 

It is the responsibility of the MDT Co-Ordinator to ensure that all patient notes are 
available for the meeting, to enable fully informed decision making.  The meeting 
will be chaired by the Lead Clinician or his cover.  A brief summary of each case 
will be prepared by the Chair prior to the meeting and presented to the group 
using the audio-visual facilities.  The MDT Co-Ordinator will record the attendance 
of the members. 

Where a patient has breached and has come to harm or there is significant further 
learning, this patient should be placed on the MDT for full discussion.  

Discussions are recorded by the MDT Co-ordinator and confirmed as accurate by 
the Lead Clinician, before being distributed by e-mail to the members of the MDT. 
A record of the decision for each individual patient is kept on the SCR database 
and a copy filed in the patients’ medical case notes. The MDT Co-ordinator will 
post the MDT outcome to the patients GP. Where possible the MDT will collect 
information relevant to the agreed Network minimum dataset. 

The MDT Co-Ordinator has the responsibility of reporting information  
regarding 2 week, 28 day, 31 day and 62 day targets to the MDT and other  
appropriate agencies. 
 
When a patient requires referral to another MDT this is done initially by a  
telephone call and followed promptly by a referral letter by the Lead Clinician or      
caring consultant. 
 
Where a patient is deemed to require an urgent treatment planning decision,  
which needs to be made prior to the next scheduled Gynae-Oncology MDT  
meeting at the NDDH, the following procedure shall be followed: 
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 Telephone discussion with the relevant consultant or their deputy at the 

Cancer Centre (Royal Devon & Exeter Hospital). MDT meetings are held every 
Tuesday. 
 

 Referral letter written by Lead Clinician or patients caring consultant.  
 

 Consultant to liaise with CNS and MDT Co-Ordinator. 
 

 The case will be discussed at the next scheduled MDT meeting. 
 
The MDT will meet yearly to discuss operational matters, audit data and service 
improvement matters. 
 

MDT quorum 

4.1. The attendance at each individual scheduled treatment planning meeting should 
constitute a quorum, for 95% or more, of the meetings. 

The quorum for the Gynae-Oncology MDT is made up of the following members: 

 One Consultant Gynaecologist and Colposcopist 
 
 One Consultant Radiologist 

 
 One Consultant Histopathologist 

 
 One Consultant Clinical Oncologist 

 
 One Consultant Medical Oncologist (Principal Investigator for ensuring 

recruitment to clinical trials) 
 

 One Clinical Nurse Specialist with responsibility for user issues and 
information for patients and carers 
 

 One MDT Co-Ordinator 
 

Core members, or agreed cover are required to attend at least 2/3 of the MDT 
meetings.  Attendance is monitored and analysis is available via the SCR. 
Members of the MDT, please see appendix A. 
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Review of New Cancer Patients 

4.2. All newly diagnosed cases of a Gynaecological Cancer are reviewed by the 
Gynaecological MDT.  The team covers specialist and local/diagnostic services for 
patients, to ensure that all patients benefit from the range of expert advice needed 
for quality care. 

Imaging detected gynaecological cancers but don’t have a histopathology 
diagnosis should be discussed at MDT. 

Patients with complex ovarian cysts and have an RMI of 250 and above should be 
discussed at MDT.  

Patients diagnosed with Gynaecological cancers are counselled by the 
Gynaecological Consultant  and the Gynae-Oncology Clinical Nurse Specialist 
(CNS).  The treatment options are discussed with the patient and a treatment plan 
agreed, alternatively the patient may request time to think and agree a treatment 
plan at a later date.  Once the plan is agreed, admission/appointment details are 
confirmed with the patient before they leave the department, whenever possible.  
Following this consultation, patients are offered a written record of the discussion; 
this service is available from the instigation of the treatment plan and throughout 
treatment and follow up. 

All core team members, who have direct clinical contact with patients, have 
attended the National Advanced Communications Skills Training. 

The CNS will provide the patient with written information about their diagnosis and 
provide them with a contact number which can be used should the patient/carer 
require further information, advice, support or access to a member of the MDT. 

If patients/carers require information in an alternative language/format, including 
local ethnic minorities and people with disabilities, the MDT can access support 
and help from the Trust Communications Team.  There is also an on-site Learning 
Disabilities Team which can be accessed and can provide invaluable assistance in 
supporting the MDT and vulnerable patients. 

The Trust Policy for the notification to the patients’ GP of their diagnosis/suspicion 
of cancer, dictates that the GP be informed of what the patient has been told by 
the end of the following working day, please refer to Appendix B ( Cancer Services 
Operational Policy).  CNS completes new cancer notification pro-forma and emails 
to the patients GP. In some circumstances this is further supported by a phone 
call from the Lead Clinician to the GP.  Once emailed, the proforma will be filed 
within the patients’ case notes.  This will be supported by a detailed letter which is 
sent to the GP and/or referring doctor, following the consultation.  The patients’ 
care plan will not be finalised until an MDT discussion has taken place.  
Thereafter, the GP will be informed of the agreed final outcome.  
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Cancer Treatment Pathways 

 

4.3. Refer to Appendix C 
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Referral guidelines 
 

4.4. North Devon patients receive local care at the North Devon District Hospital 
(NDDH) and specialist care at the Royal Devon and Exeter Hospital (RD&E).  The 
NDDH provides a diagnostic service, a surgical service for patients with low-grade 
endometrial and micro invasive cervical tumours, and a chemotherapy service for 
all gynaecological malignancies under the supervision of a member of the core 
MDT.  Patients are referred to the RD&E for specialist care as listed; 

 

 The surgical treatment of high risk endometrial cancer (grade 3 or higher and 
sarcomas or other morphology associated with poor prognosis). 

 The surgical treatment of squamous carcinoma of the cervix of stages more 
than 1a, and all adenocarcinoma of the cervix. 

 The surgical treatment of vaginal or vulval cancer 
 The surgical treatment of ovarian cancer diagnosed pre-operatively or referred 

after diagnostic laparotomy or laparoscopy. 
 The surgical treatment of recurrent cancer. 
 Complex Ovarian / Pelvic mass and or RMI of 250 or above 
 Chemoradiation 
 External beam radiotherapy and brachytherapy. 
 

Teenage and young Adults 

4.5. The Principle Treatment Centre (PTC) for TYA is located at Bristol Royal Hospital 
for Children, University Hospitals Bristol NHS Foundation Trust and is associated 
with RD&E Paediatric Oncology Shared-care Unit (POSCU, level 3). 

‘Improving Outcomes for Children and Young People with Cancer, Management 
Pathways’ please see Appendix D. 

GP Referrals 

4.6. The General Practitioner should refer cases of suspected gynaecological cancer 
via the dedicated two-week referral system for suspected cancer. 

Referrals received via the two-week rule are generally considered to be clinically 
appropriate, as the patient’s symptoms are in line with the national referral 
guidelines. 
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The MDT will assist in the audit of and provide feedback to GPs and PCTs on the 
appropriateness and timeliness of urgent suspected cancer GP referrals in line 
with HSC 2000.013.  Feedback will be via the Cancer Services office.  (Appendix 
B – Operational Cancer Services policy. 

Inclusion on MDT Agenda 

4.7. The preferred route for discussion at the MDT is via e-mail to the Gynaecology 
MDT Co-Ordinator or CNS. 

Consultants outside the Gynae-Oncology  MDT may list patients for discussion by 
arrangement with the Lead Clinician, MDT Co-ordinator or CNS. 

Patients or carers wishing to access MDT members may do so through the 
patient’s key worker. 

 

Schedule of MDT meetings April 2020 to March 2021 

4.8. Gynae-Oncology MDT meetings are held fortnightly. Refer to Appendix E for a list 
of meeting dates. 

5. Treatment planning decisions 

Using the Clinical Guidelines, the core team members of the MDT, having agreed 
the nature and extent of the problem will then determine what specialist care, 
and/or local care should be offered to the patient.  These details are recorded on 
the MDT pro-forma and filed in the patient’s case notes. 

6. Palliative care 

A referral may be made to the palliative care team at any stage of a patients 
illness, but especially in the presence of progressive disease.  Such referrals may 
be made for advice regarding difficult symptoms or for unresolved psychological 
distress for patients and family members.  Referrals should be made by 
completing an online referral form and a detailed verbal handover from nurse to 
nurse. 

The Gynaecological CNS, ward and clinic staff can refer patients to the Hospital 
Palliative Care Team and/or Community Palliative Care Nurses.  The patient 
should be aware of, and agree to this referral. 

When a patient is referred to the Community Palliative Care Nurses, the 
Gynaecological CNS will hand all nursing care over to that team, intervening only 
when there are hospital visits or if the needs of a patient change.  Contact from 
the Gynaecological CNS with the patient and their family will then become ‘social’. 
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Admission to the specialist care unit in North Devon Hospice at Deer Park, 
Barnstaple will be reserved for those with most complex needs and should be 
arranged through the relevant consultant in palliative medicine.    

7. Data collection for the Gynae-Oncology service 

The Peninsula Cancer Network has agreed a policy setting out the minimum 
datasets which network site specific groups have agreed to collect. (Appendix F) 

The Gynae Oncology service reports to The Cancer Care Governance on a yearly 
basis, which includes Cancer data. 

The Somerset Cancer Register (SCR) is a single database application, which is 
used in NDDH to collect cancer data for each cancer site along the patient 
pathway.  The SCR completely covers the National Cancer Minimum Dataset 
(MDS) including National Cancer Waiting Times, ‘National Clinical Audit 
Programme (NCASP), Cancer Registry and the Royal College Datasets including 
RCP (Royal college of Physicians) for Gynaecological Cancers. The MDS forms 
only part of the data recorded within the SCR; other clinical information which 
helps to inform on the performance and timeliness of diagnosis and treatment of 
cancer patients is also collected.  CWT data is uploaded monthly from the 
database to the national CWT programme, OpenExeter, as agreed in the SLA 
2005/06 between NDHCT and SWCIS. 

In the case of patients who have their care shared between the Unit and the 
Centre, the data is also shared.  Data collected by the Cancer unit MDT is 
transmitted to the Cancer centre data collection team, conversely when a patient’s 
care is returned to the Unit information is transferred back to the Unit.  Currently 
there is no network or national care record, therefore the storage of such 
information is duplicated at both the unit and the centre. 

(Tertiary Referral) Appendix G is to be completed on SCR for the transfer of data 
between diagnosing and treating Trusts (Unit to Centre).  NDDH information is 
supplied to RD&E by the Gynae MDT Co-ordinator.  In addition, the CNS for both 
NDDH and RD&E have agreed information transfer form (Appendix F) which is 
emailed when a patient is transferred to Exeter for surgery or further investigation.  
The transfer form is completed by the CNS and supplied to her counterpart in 
Exeter.  Although technically this information transfer does not fall within the data 
capture system it can lead to important referral data being available to the 
consultant at an early date. 

Diagnostic details of 2 week rule referrals which are ultimately not diagnosed as 
cancer will be entered and then the record will be closed. 
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The database can be used during MDT meetings to enter discussion details ‘live’.  
MDT outcome report for inclusion in the patient’s notes are generated by the 
database and letters recording the meeting outcomes can be printed and 
forwarded to the GP. 

Monthly uploads are made to SWCIS from the SCR, Trakcare and PATH for all 
patients who are under follow-up for Gynaecological cancers to enable up-to-date 
cancer data to be available regionally. 

8. Research and Audits 

Recruitment to trials is dependent on the strong links with the principal investigator 
and oncologist (visiting RD&E consultants) and supported by the North Devon 
Research Team.  Whenever an appropriate trial is available a patient will be 
offered recruitment and if in agreement, the patient will be entered, following the 
completion of informed consent.   

At the annual Operational Policy meeting of the MDT, a Clinical Trials report will 
be presented.  This will include any remedial actions required/agreed to improved 
entry and data collection on the clinical trials approved by the group.  It is the 
responsibility of the Lead Clinical to ensure that the Clinical Trials report is 
discussed at one of the NSSG meetings annually. 

Patients should be regularly involved in surveys.  Their views should be sought in 
all aspects of the Gynae-Oncology management.  This feedback should be used 
by all members of the MDT to inform future services and learn from patients. 

Research and Audit, leading to evidence should be the basis of the practice of the 
whole team and professions encouraged to share the findings at local, network 
and national level. 

It is the responsibility of the Gynae Oncology Lead Clinician and CNS to complete 
the invasive Cervix Cancer Audit (Public Health England). 

9. Monitoring Compliance with and the Effectiveness of the 
Policy 

Standards/ Key Performance Indicators 

9.1. Key performance indicators comprise: 

 SCR 
 Cancer targets – 2 week rule 
 Compliance 28,31 & 62 days 
 Breach Data 
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Process for Implementation and Monitoring Compliance and 
Effectiveness 

9.2. Line managers are responsible for ensuring this policy is implemented across their 
area of work. 

Support for the implementation of this policy will be provided by The Gynae 
Oncology MDT. 

9.3. Monitoring compliance with this policy will be the responsibility of the Lead 
Clinician for Gynaecological Cancers and the Gynae Oncology MDT. This will be 
undertaken by feedback from the Gynae Oncology CNS and other Service Users 
and is to be included as an Agenda Item on the Annual Business Meeting. 
Compliance to this policy is also monitored and evidenced for gynaecological 
caners via the QST.England database. Any significant concerns can be raised at 
the Gynae Oncology MDT meetings. Where non-compliance is identified, support 
and advice will be provided to improve practice. The Gynae Oncology Lead 
Clinician would have a pivotal role in ensuring clinical standards are maintained 
and reviewed. 

10. Equality Impact Assessment  

10.1. The author must include the Equality Impact Assessment Table and identify 
whether the policy has a positive or negative impact on any of the groups listed.  
The Author must make comment on how the policy makes this impact.  

Table 1: Equality impact Assessment 

Group 
Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comment 

Age X    

Disability X    

Gender X    

Gender Reassignment X    

Human Rights (rights 
to privacy, dignity, 
liberty and non-
degrading treatment), 
marriage and civil 
partnership 

X 

   

Pregnancy X    

Maternity and 
Breastfeeding 

X 
   

Race (ethnic origin) X    

Religion (or belief) X    

Sexual Orientation X    
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11. References  

www.longtermplan.nhs.uk 

The long term plan for Cancer and living with and beyond Cancer. 

 

12. Associated Documentation (Optional) 

 Gynae Oncology Patient Pathway – The management of malignant abdominal 
ascites with PleurX, issue date 2017 
 

 Patient Information (format; booklets or leaflets):  
 
 Vulval Surgery (Royal Devon & Exeter) 
 Hysterectomy (RD&E) 
 Laparotomy (RD&E) 
 Vaginal Dilators (NDDH) 
 Welcome to Petter Day Treatment Unit (NDDH) 
 Having a Hysterectomy (NDDH) 
 Recovering well – Information for you after an Abdominal Hysterectomy 

(RCOG) 
 Recovering well – Information for you after a Laparoscopic 

Hysterectomy (RCOG) 
 Cancer Care Counselling Service (NDDH) 
 Follow-up for low grade endometrial cancer patient leaflet NDDH 
 Gynae-Oncology Service leaflet (patient) NDDH 

 
 Macmillan Cancer patient information booklets 

 
 Specific Cancer sites 
 Chemotherapy 
 Radiotherapy 
 Help with the cost of Cancer 
 Insurance 
 Cancer and Pregnancy 
 Dietary advice 
 Sexuality and Cancer 

  

http://www.longtermplan.nhs.uk/
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13. APPENDIX A 

Core and Extended members of the MDT and cover 
arrangements 

Core member 
 
Healthcare Professional 

 
Cover 

 
Mr O. Eskandar 
 

Consultant Gynaecologist and 
Colposcopist (Lead Clinican) 

No Cover 

Dr M. Mellor Consultant Radiologist (Lead) 
 
Dr S. Johnson 

Dr M. Alexander Consultant Histopathologist (Lead) 
 
Dr N. Ward 

Dr J. Forrest Consultant Clinical Oncologist 
No Cover 

Dr K. Scatchard 

 
 
Consultant Medical Oncologist 
(Principal Investigator for ensuring 
recruitment to clinical trials) 

Dr E. Kershaw 
Dr J. Forrest 
Consultant Clinical 
Oncologist 

Mrs A. Watts 

Clinical Nurse Specialist 
With responsibility for User Issues 
and Information for Patients and 
Carers 

 
Miss J. Allen 

 
Mrs L. Oliver 
 

MDT Co-Ordinator with 
responsibility for data input 

Mrs K. Hearn 

Extended members Healthcare Professional 
 
 

Mr J. Renninson 
Consultant Gynae-Oncologist 
(core team member at RD&E) 

 
Mr M. Hannaman 
Mrs K. Edey 

Ms L. Vankoutrick Research Nurse 
 

Miss J. French 
Macmillian Lead Cancer Care 
Counsellor 

 

Rev Julie Cartwright Head of Spiritual Care 
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Appendix B.pdf

 

 

Appendix C.pdf

 

 

Appendix D.pdf

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



MDT Operational Policy   
Gynae-Oncology    

 
MDT Operational Policy for Gynae-Oncology Services   
  Page 24 of 24 
   

 
APPENDIX E 

 

MDT meeting dates April 2020 to March 2021 
 
 

2020 2021 

9th April 
23rd April 
7th May 
21st May 
4th June  
18th June 
2nd July 
16th July 
30th July 
13th August 
27th August 
10th September 
24th September 
8th October 
22nd October 
5th November 
19th November 
3rd December 
17th December 
31st December 

14th January 
28th January 
11th February 
25th February 
11th March 
25th March 
 

 
 
 

 

 

 


