
Random Number 28 
ID [REDACTED] 
Date Document Created [REDACTED] 
Document Description MDM Report 
Division [REDACTED] 
Reported [REDACTED] 
Opened date [REDACTED] 
Closed [REDACTED] 
Severity Harm to a person -major 
Situation Delay of over one year in diagnosis of [REDACTED] cancer. 

Under investigation for haemoptysis since [REDACTED].  
Severe haemoptysis [REDACTED].  Multiple CT scans on 
[REDACTED]; [REDACTED]; [REDACTED]; [REDACTED]; 
[REDACTED], [REDACTED] and [REDACTED].  PET scans 
on [REDACTED] and [REDACTED].  1st showed PET 
''Extensive parenchymal abnormalities in relation to the left 
lung as described with FDG avoid nodes involving right para-
tracheal, left pre-aortic and aorto-pulmonary window stations.  
If these changes were to represent underlying malignancy, 
PET/CT staging would be T3/4 N3 M0.''  2nd PET reported 
''Difficult and slightly unusual case. High grade FDG uptake in 
the medial LUL lesion and the left para-tracheal/AP 
window/pre-vascular nodal tissue. The degree of uptake is 
more commonly associated with malignancy. However I note 
the negative biopsies and that these areas are all getting 
smaller on serial CT - the findings therefore have to be 
regarded as benign/inflammatory. If no further attempt is 
made at gaining tissue, these areas will still have to be 
followed up with further serial CT, as malignancy cannot be 
completely excluded.   

Background 

Asymmetrical vocal cord uptake consistent with recurrent left 
laryngeal nerve paralysis - related to mediastinoscopy or 
nodal changes. High grade FDG uptake third part of the 
duodenum for which direct visualisation is recommended. 
Presented then with GI bleeding and malignant biopsy from 
duodenum confirmed lung adenocarcinoma.  Multiple MDM 
discussions including [REDACTED] on [REDACTED]; 
[REDACTED]; [REDACTED]; [REDACTED]; [REDACTED]; 
[REDACTED]; [REDACTED] + [REDACTED] on 
[REDACTED] and [REDACTED].  Multiple attempts at tissue 
including bronchoscopy and mediastinoscopy [REDACTED] 
(negative R 4 nodes); EUS [REDACTED] (subcarinal node 
neg).  No evidence on TRAK of discussion with patient or 
liaison with GP regarding results from mediastinoscopy or 
EUS in [REDACTED] or discussion of MDM decision from 
[REDACTED] or [REDACTED]; Patient complained of 
deteriorating condition to GP during this time.  Not sure if this 
was conveyed to [REDACTED] surgeon in charge of 
[REDACTED] case but not conveyed at MDM.  Presented 
with GI bleeding from duodenal metastasis [REDACTED].   
Duodenal metastasis not seen on PET in [REDACTED] but 
present by [REDACTED].   
Concern expressed by patient and family at delay in 
diagnosis and also communication of complexity of scans and 
results. 



Assessment Case clearly very complex; given site of the disease (AP 
window - difficult area to biopsy), negative mediastinoscopy; 
positive PET scan [REDACTED] but LUL changes improving 
on repeated CT scans; underlying emphysema so risk of lung 
biopsies; [REDACTED]. 
 
[REDACTED] MDM minutes currently taken by [REDACTED] 
team and typed by MDM co-ordinator are not available on 
TRAK or by patient name.  Results of [REDACTED] MDMs 
are not conveyed to GP.  MDMs typed by each MDM alone 
basis on separate Word documents.  Previous MDM 
discussions about same patient not available for review.  
Cancer MDM review in [REDACTED] in Lothian led by Dr 
[REDACTED] discussed need for MDMs to be on TRAK by 
patient name.  Currently being piloted in [REDACTED] MDM.  
Also available on TRAK for [REDACTED] MDM.  No plans for 
[REDACTED] at present. 

Recommendations/Decisions Need to urgently review [REDACTED] MDM documentation 
and communication with patients and GPs.  Also need to 
review this individual case regarding radiology and pathology 
and decision making.   
 
Emotional support offered to patient and [REDACTED] at 
clinic on [REDACTED] and again at clinic on [REDACTED].  
[REDACTED] nurse specialist involved at both meetings.  
Phoned GP on [REDACTED] to offer 2nd opinion elsewhere if 
needed and also to avoid any further communication delay.  
Discussed with [REDACTED] oncology team on 
[REDACTED] and e-mail sent to [REDACTED] lead for 
Lothian and [REDACTED] Edinburgh Cancer Centre + 
[REDACTED] for medical directorate to ask for urgent M+M 
type review of case.  Have also tried to contact [REDACTED] 
surgeon and [REDACTED] physician involved in case but no 
reply yet. 

Details of Investigation [REDACTED] - M&M held to discuss case and identify any 
issues / concerns / areas of learning. 
 
Outcome was that all care was clinically appropriate and 
delay in diagnosis resulted from a complex presentation and 
lack of evidence of existing cancer. 

Lessons learned [REDACTED] - Improved recording of MDMs would be 
beneficial in improving communication and ensuring there is 
an accumulative record of patient history and MDM 
communication, with responsibilities assigned for actions and 
follow up. 

Scope and level of 
investigation 

LUHD Cross Directorate [REDACTED] Medicine 
[REDACTED] surgery Oncology. 

Involvement of patient and 
relative in response to 
incident 

  

Detection of incident (who, 
when, how) 

  

Chronology of incident/events 
(dates/times/key 
events/actions) 

  



Care and service delivery 
problems that led to the 
incident 

  

Contributory factors   
Key Issues   
Improvement Plan   
Arrangements for shared 
learning (where, when, by 
whom) 

  

Lessons learned [REDACTED] - Improved recording of MDMs would be 
beneficial in improving communication and ensuring there is 
an accumulative record of patient history and MDM 
communication, with responsibilities assigned for actions and 
follow up. 

 



CANCER & PALLIATIVE CARE SERVICES Datix ID [REDACTED] 
 
LUNG M&M – [REDACTED] 
 

1. SITUATION 
The case was independently reviewed and presented by [REDACTED] and the 
M&M was chaired by [REDACTED]. 
 
There was good multi disciplinary representation at the M&M including 
respiratory physicians, cardiothoracic surgeons, oncologists, GP, radiologist, 
nurse specialist and nurse manager. Attendance list is available on request. 
 

2. BACKGROUND 
The M&M meeting was invited to review the case of a [REDACTED] year old 
[REDACTED] patient with newly diagnosed incurable lung cancer following a 
[REDACTED] month history of investigations with respiratory illness. The aim of 
the M&M was to identify areas of good practice and consider whether there were 
opportunities to improve the referral and diagnostic pathway. 
 
For specific clinical details see case presentation. 
 

3. ASSESSMENT 
The assessment is presented identifying key events or points of discussion from 
the presentation along with outcomes. 
 
3.1 Referral. Initial referral via GP in [REDACTED] to respiratory medicine, 
urgent CT request for patient with haemoptysis. Referral reviewed by respiratory 
physician and downgraded from urgent to routine - CT scan completed within 2 
weeks. M&M noted that the downgrading of urgent to routine was appropriate 
given the symptoms, and the time to CT was very good. 
Imaging was reviewed at M&M and agreement with report – no evidence of 
malignancy. 
Clinical review – Robust follow up arrangements and effective communication 
with patient and GP. 
 
3.2 [REDACTED]. Review in respiratory clinic – ongoing haemoptysis. 
Bronchoscopy with washings planned – no indication for brushings or biopsy - 
M&M considered investigation appropriate and standard practice. Organism 
grown from washing and antibiotics prescribed according to microbiology 
guidance. 
 
3.3 [REDACTED]. GP re-referred with haemoptysis. Repeat CT arranged – 
reported as ? tumour ? aspergillis. PET requested post CT to assist with a 
differential diagnosis. PET reported borderline nodes but not considered 
significant. An addendum was added on [REDACTED] stating soft tissue ? 
aspergilloma ? tumour. On review of the radiology at M&M there was agreement 
of the radiological report with addendum. 
 
3.4 [REDACTED]. Case discussed at [REDACTED] MDM. MDM suggested a 
high probability of aspergilloma based on radiology. Of note the documentation in 



the MDM very limited with basic annotation only – no reflection of the detailed 
case presented or multi disciplinary discussions. Communication with GP post 
MDM noted to be good. 
 
Later in month patient presented with acute haemoptysis requiring HDU care. 
Further CT scan performed pre-embolisation of bronchial artery to manage acute 
haemoptysis. Of note CT reported nodes slightly larger – suggestion ? reactive to 
haemorrhage or ongoing infection. Given the clinical presentation it was 
presumed infection and inflammation. M&M review supported this assumption. Of 
note option of surgery not possible even if considered appropriate or of benefit 
given the current bleeding risk – any surgical intervention would be life 
threatening and inappropriate. 
Further bronchoscopy post-embolisation – poor visibility as blood all over. 
Patient was discharged home after bleeding settled. Patient had follow up PET 
planned early in [REDACTED] and further review booked. M&M agreed this 
episode including discharge was appropriate and managed effectively. 
Following this episode of care there was good communication with the GP. 
 
3.5 [REDACTED]. Planned PET – soft tissue appeared more solid with high 
uptake of contrast. M&M discussed the PET report and concluded that the report 
could still be consistent with aspergilloma, however in this clinical situation the 
PET was not helpful to determine a definitive diagnosis. 
Aspergillosis serology completed on washings which was negative on although 
noted that aspergillosis is generally a radiological diagnosis rather than based on 
serology. 
 
Further MDM review at [REDACTED]. Plan for referral to thoracic surgeons for 
bronchoscopy and mediastinoscopy. It was noted to be a complex case. Biopsies 
taken during procedure - all negative although not all nodes were accessible in 
this investigatory procedure. Recovery complications with pneumothorax and 
surgical emphysema. Post operative CT identified emphysema ? still infected, ? 
reactive changes post op. Post op CT scan reassuring in terms of cancer risk. 
 
3.6 [REDACTED]. Further MDM review. Plan post MDM – endoscopy and 
biopsy. Of note MDM didn’t have access to previous meeting minutes and 
clinicians are required to re-present the full clinical case so reference notes may 
be historical information rather than reflect presenting condition, current clinical 
indication. Incremental notes would be recommended to build a case scenario. 
Current MDM documentation noted not helpful to support an efficient MDM 
process. 
GP still up to date and receiving information in regard of MDM outcomes and 
treatment plan. 
 
3.7 [REDACTED]. EUS – lymph nodes aspirated. M&M considered appropriate 
investigatory procedure. 
 
3.8 [REDACTED] Further MDM review. Repetitive documentation in MDM – 
not clear whether documentation reflects current situation or initial presenting 
history, so unhelpful documentation. 
 



3.9 [REDACTED]. Further CT scan ordered by cardiothoracic surgical team. 
Radiology report noted that the nodes observed previously were getting smaller 
which was reassuring and supported the working diagnosis of reactive changes 
post mediastinoscopy with reducing consolidation, and reassured not cancer. No 
communication with GP or patient at this time – GP printed off report and 
presented to patient following patient request. Less concern as was a reassuring 
scan, although poor communication – likely to have resulted from records being 
moved between teams and no clear responsibility for communicating with GP. 
 
3.10 [REDACTED]. Further PET scan as per MDM decision in [REDACTED] - 
Degree of avidity observed which might make reviewer suspicious of malignancy 
but due to all the negative results received to date this was less of a concern. 
Duodenum had significant uptake and reflected change from previous scan 
however the previous ‘hot’ mediastinal node was not evident in repeat PET. Dr 
phoned to update patient and discuss PET results – patient reported being in 
[REDACTED] with melaena. Referred for urgent OGD – patient now starting to 
become unwell. 
 
Of note over previous 2 month patient noted to have significant deterioration, 
weight loss and generally unwell. Significant change in condition and patient / 
[REDACTED] concern shared by GP.  
 
OGD done and biopsies taken from duodenal lesion. GI MDM noted – Mild 
inflammation noted only. Strongly suggested repeat biopsy. Further CT and 
endoscopic procedures planned. 
 
Patient and [REDACTED] very frustrated by deterioration and perceived lack of 
communication, diagnosis and treatment plan. 
 
3.11 [REDACTED]. CT scan results and EUS confirmed malignancy. GI MDM 
immunohistopathology awaited but if adenocarcinoma confirmed then for referral 
for palliative radiotherapy. 
 
Diagnosis confirmed as non-small cell lung cancer T2aN2M1b. 
 
[REDACTED] [REDACTED] MDM review – Refer to oncology for palliative 
chemotherapy.  Seen in oncology and referred back to [REDACTED] MDM – 
Palliative radiotherapy to duodenum recommended. 
 
3.12 [REDACTED]. Chemo and radiotherapy planned and treatment 
commenced promptly.   
 
3.13 M&M outcomes: 

• On review of the patient pathway the M&M concluded that there were no 
clinical omissions or areas of mismanagement in this very complex and 
unusual case. The patient had been appropriately and intensively 
reviewed, investigated and managed. Given the outcome of the 
appropriate investigations undertaken the M&M confirmed that there was 
appropriate decision making. 

• Concerns were noted in relation to recording the MDMs, responsibility for 
the outcomes and subsequent communication and action following MDM. 



 
3.14 Areas of further discussion: 

• Area of weakness where GP can see radiology via SCI store and has 
report but no clarity on system stating what if any action is being taken in 
response to result so lack of ownership / co-ordination between primary 
and secondary care providers. 

• Risk with separate notes with [REDACTED] and [REDACTED] notes in use 
– when referred to oncology a further set of notes are created. This risk 
could be mitigated by the use of an effective electronic record which could 
be achieved through the use of TRAK to record MDM. 

• GP communication – variable at times but in general acceptable 
communication. At the point communication was lacking, post scan in 
[REDACTED], it would not have made a difference to the patient’s 
management or outcome as scan was (falsely) reassuring but does 
highlight limitations in terms of reporting [REDACTED] MDM outcomes to 
primary care. 

 
4. RECOMMENDATIONS 

Following a review of the M&M notes, outcomes and discussion items a number 
of recommendations in relation to the current MDM support and structure have 
been made. 
 
Suggested improvements for consideration by the lung cancer team: 

• Letter or E mail GP within 1 working day of MDM with outcome and plan. 
• Clarify responsibility for feedback to patient at MDM 
• Record incremental MDM record on TRAK 
• Generate TRAK letter from MDM 
• Consider live reporting at MDM 
• Review chairman role of MDM in relation to prep and follow up – job plan 

would need to accommodate. 
• Improved infrastructure to support recording and transfer of information. 

 
 
M&M Notes drafted [REDACTED], [REDACTED] 
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