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Minutes
National Lung Cancer Working Group Meeting 
	Date:
	Tuesday 7 March 2023

	Time:
	09:30am – 3:30pm 

	Location:
	Miramar Links Eagle Room or Zoom

	Chair:
	James Entwisle, Consultant Radiologist, Te Whatu Ora – Capital, Coast & Hutt Valley

	Members:
	Brendan Luey, Consultant Medical Oncologist, Te Whatu Ora – Capital, Coast & Hutt Valley and Bowen Icon Cancer Centre (Arrived part way through the meeting)
Chris Harrington, Consultant Radiation Oncologist, Te Whatu Ora – Canterbury (Zoom)
David Hamilton, Consultant Radiation Oncologist, Te Whatu Ora – Capital & Coast
Denise Aitken, Physician & Palliative Care, Te Whatu Ora – Lakes (Zoom)
Felicity Meikle, Cardiothoracic Specialist, Te Whatu Ora – Waikato (Zoom)
George Laking, Medical Oncologist, Te Whatu Ora – Auckland; Chair of the Māori Health Committee of the RACP; board member of Hei Ahuru Mowai Māori Cancer Leadership Aotearoa (Zoom)
Jeremy Hyde, Medlab South Te Whatu Ora Nelson
Jonathan Adler, Consultant Palliative Care, Te Whatu Ora – Capital & Coast & Hutt Valley
Joseph Stafford, Consumer and Māori Rep (Zoom) (Arrived part way through the meeting)
Mark Taylor, Clinical Director of Primary and Integrated Care Te Whatu Ora Waikato & Specialist General Practitioner (Zoom)
Paul Conaglen, Cardiothoracic Specialist, Te Whatu Ora – Waikato (Zoom) (Arrived part way through the meeting)
Paul Dawkins, Respiratory Physician, Te Whatu Ora – Counties Manukau
Rob McNeill, Chair of the Northern Region Lung Cancer Working Group and senior lecturer, Faculty of Medical and Health Sciences, Auckland University (Zoom)
Ross Lawrenson, Professor of Population Health University of Waikato; Clinical Director Te Whatu Ora Waikato

	Te Aho o Te Kahu attendees:
	Gabrielle Nicholson, Manager, Quality Improvement (QI)
Jane Cullen, Principal Advisor, QI
Kayla Cook, Senior Advisor, QI
Jan Smith, Manager, Te Manawa Taki Regional Hub
Lydia Rickard, Project Manager Equity, Te Manawa Taki Regional Hub (Zoom)
Agenda item: Myra Ruka – Clinical Advisor – Equity (Zoom)
Agenda item: Andy Simpson, Clinical Lead, Optimal Care Pathways (OPC) Project
Agenda item: Abby O’Neill, Project Manager OPC Project
Agenda item: Rachael Neumann, Senior Project Manager, QI (Zoom)
Agenda item: Simon Pointer, National Pharmacist (Zoom)
Agenda item: Elena Saunders, Principal Advisor, Clinical Advice Team (Zoom)

	Apologies:
	Dianne Keip, Cancer Care Coordinator, Te Whatu Ora – Hawkes Bay; Greg Frazer, Respiratory and General Physician, Te Whatu Ora – Canterbury; Clinical Senior Lecturer, University of Otago

	Minutes:
	Kayla Cook, Senior Advisor, QI



The meeting opened at 9:30am with a Karakia.

	Review of draft minutes from 29 November meeting, actions, and review of the conflicts of interest register
The minutes of the meeting held on 29 November 2022 were accepted as a true and accurate record, subject to the following changes:
1. Change the ‘Update re Auckland Pilot “Te Oranga Pukahukahu” section of the minutes to say the following:

Sue Crengle presented an update regarding the Te Oranga Pukahukahu research programme. 

A survey of attitudes and beliefs has been conducted and of the people asked, 91% said they would be willing to attend a screening programme. Feedback was that lung cancer treatment was worse than lung cancer itself, and they feel there is judgement that they have been a smoker when this is not necessarily the case.

The first study in Auckland and Waitemata regions is testing of alternative methods of inviting participants and includes 2 further sub-studies of spirometry and biomarkers. The programme is focussed on Māori with appropriate age range and smoking risk factors. A shared decision-making process to determine whether a CT scan is right for them has been followed. Over 1000 people have been invited to participate in the programme, with 200 scanned so far, and over 30 practices have enrolled. Of the 221 participants eligible for a CT scan so far, 91% have consented to having a scan.

The second phase of the study that will also incorporate Counties and Northland will include several localities, each having a Māori provider, and a further 2000 Māori and 2500 NZ European have been invited. It has acknowledged that it is important to include Māori staff in the communication with participants. Members of the group suggested utilising whānau referral vouchers, which have been proven to be a powerful tool.”

2. In the ‘Waikato routes to diagnosis lung cancer audit’ section remove the following notes/sentences: “…which highlighted negative chest x-rays are poor at detecting cancer”. Change the word “conclusion” in the following sentence to be “suggestion”, so that it reads “Members of the group raised concern regarding the suggestion that chest x-rays are poor in detecting lung cancer”.

The action register was reviewed. The chair elect is the only action that has not been completed – leave as an open action.

The conflicts register was reviewed. No changes were made.


	Māori health model
Myra Ruku presented an overview of the Meihana model.
The Meihana model has been developed to integrate Māori world views of hauora, within the context of political, social, economic and historical forces on health and wellbeing. With regard to the Lung cancer OCCP it is important to position patients and whānau in the centre of all that we do. The Meihana model helps to frame this intention as a reference point when decision making. 
The Meihana model was initially developed to integrate Te Whare Tapa Wha into the clinical setting. This model is currently being taught in the University of Otago undergraduate medical school for 4th–6th year medical students and has been adopted by several colleges including GP and nursing. The Hui process is now being taught and examined at the University of Auckland medical school.
Each component of the waka hourua was described; ngā hau e wha (four winds) and ngā roma moana (ocean currents) and whakatere (navigation), beginning with a brief explanation of the term’s use in Te Ao Māori, followed by the definition and its application to clinical assessment.
The waka hourua emphasises the significance of addressing both the patient and their whānau in assessment of health. Additionally, it is a role of the health practitioner to get onto this waka hourua and become a part of the patient’s support network for a period. Assessing the health of a Māori patient should include developing an understanding of the strength and weakness of each of the aku (cross beams) and its role in the patient’s health. The 5 aku are tinana (physical health), hinengaro (psychological and emotional wellbeing), iwi katoa (services and systems that provide support for patients/whanau), wairua (spiritual beliefs) and taiao (physical environment).
Ngā hau e whā impact the journey of the waka hourua to Hauora and represent historical and societal influences on Māori. Knowledge and understanding of these winds assist in providing the appropriate context for Māori health (in a colonised society) and encourages health practitioners to reflect on how these winds have influenced their perception of Māori patients/whānau/community.
When designing an optimal cancer care pathway, it is important to ask questions about how decision making, and design is integrated with the Meihana model.
Points raised for discussion included:
a. how long it takes to apply the model in practice and implementation of systemic support structures to assist in this? Myra advised that it may take some more time up front, but there are time savings down the track if the initial phase is done well.
b. how does the Meihana model can apply to other cultures and minority groups? Myra advised that it is working very well, particularly for Pacific peoples.
Action: Myra Ruka to share Meihana model slides with the national lung cancer working group (the working group). (attached)

	Lung Cancer OCCP - draft - overview & workshop approach
Andy Simpson gave a high-level introduction and overview of the lung cancer optimal cancer care pathway (OCCP). This presentation gave an overview of the purpose and scope of the OCCP, the intended audience, the problems needed to be addressed by the OCCP, and how the OCCP can support existing services and programmes.

It was noted that the term whānau represents both individuals with cancer and the family supporting the individual in the context of this piece of work.
Points raised in the discussion included:
a. How the principles of the lung cancer OCCP differ from the Australian principles. It was clarified that principle one (Equity-led) had been added in and principle two (whanau-centred care) modified from patient-centred care.
b. Concerns regarding the definition of ‘in-scope’ relating to what is publicly funding and how this works in practice with differences between regions. It was clarified that if a service or support system is publicly funded in one region, then the assumption is made that is should be available in all regions and is therefore, in-scope.
c. The potential to have missing steps in the OCCP pathway if it is guided by eight high level steps (eg, the time from a patient’s first symptom to presentation). It was clarified that each step will build in monitoring and reporting and that there will be sections of the OCCP that transverses across several steps.
d. Concerns regarding the use of the term ‘end of life care’ in step eight and how services are built around palliative care, which encompasses far more than just end of life care. It was clarified that the steps were not intended to define services but were instead intended to define steps along a pathway. It was further noted that palliative care is defined as a treatment modality in step (treatment), as this was not in the Australian OCP.
e. The terminology used in the presentation (eg, provide ‘what-to-expect’ guides for whānau, advising on how and when to access cancer care) puts the onus on the whanau as opposed to the services and needs to have an equity and Te Ao Māori lens placed on the work delivered in this workstream. Noting that the ‘what to expect’ guide was not presented in this meeting.
f. How to build resources for lung cancer which is the leading cause of the equity gap in Aotearoa in terms of life expectancy. It was clarified that engagement had occurred with He Ara Tangata and members of that group wanted a guide to the health system and how to access differing services. It was also noted that Te Aho o Te Kahu is not a commissioning agency but instead works with Te Aka Whai Ora and Te Whatu Ora to advise what good cancer care looks like and influence priorities.
g. How a bottom-up approach accentuates a difference in access to cancer services rather than a top-down approach. It was clarified that the issue is entirely systemic, so the aim is to start regionally to identify variation and then increase this to a national level.
Action: Add future agenda item - commissioning for lung cancer services.
  Add future agenda item – lung cancer OCCP.
Lung cancer OCCP workshop 
The workshop phase of the agenda item took the working group through steps three to six in the draft OCCP documentation, including the description of each step, equity aspects and red flags.
Step 3: presentation, investigations, and referral
This step describes how primary care services can work with whanau to assess, investigate, manage, and refer to appropriate patients in a good time.
Points raised for discussion:
a. The NZ faster cancer treatment (FCT) wait time indicator between primary care and hospital service is higher than what is currently occurring in the UK. It was noted that if this threshold is too high it could impact on the number of emergency department (ED) presentations. It was clarified that if this threshold was lower so more patients were placed on the FCT pathway, this would address local variations.
b. The difference between primary care referring as high suspicion of cancer (HSCAN) and specialists triaging these cases. Primary care doctors can refer patients through the FCT pathway if they meet the HSCAN case definitions. However, when assessed by a specialist, these patients can be triaged back to their primary care physician. 
c. Discussion on community health pathways (CHP) and how this may take care of some barriers to diagnosis and treatment. It was clarified that there is a need for primary updates but there is currently no framework for this. In addition, the CHP doesn’t allow for lung health assessment.
d. ED processes when ordering CT scans and recording results. More specifically, who is responsible for checking and following up on the results. It was clarified that if a doctor in ED requests a scan, someone there will review it and take responsibly for the outcomes such as making a note. However, the GP often doesn’t know that the scan has been done.
e. Concerns were raised regarding the FCT 62-day indicator which is the maximum target length of time taken for a patient referred with:
· a high suspicion of cancer (without a confirmed pathological diagnosis of cancer at referral)
· where the triaging clinician believes the patient needs to be seen within two weeks to receive their first treatment (or other management) for cancer.
The concern highlighted the difference in time periods between jurisdictions as Australia has a 42-day indicator compared to New Zealand.
Discussion occurred regarding incidental findings via ED (on 31-day indicator is from decision to treat for those not referred as HSCAN).
f. 8% of lung cancer diagnoses are via nodule follow-up and/or incidental findings in ED which would place the patient on the 31-day indicator FCT pathway. Questions were raised as to who is responsible for following up the nodules and for how long. 
Step 4: Diagnosis, staging and treatment planning
This step outlines the process for diagnosis and staging of the cancer and making treatment recommendations.
Points raised in the discussion were:
a. Molecular testing variations that are occurring for molecular subtyping and how there is variation across the motu between different companies and laboratories and turn around was affected as to where the sample was taken and tested. The cost pressures of molecular testing and IHC testing non-squamous NSCLC were raised, and cost pressure noted.
b. A point was raised that in the Step 4: Diagnosis, staging and treatment planning is states under radiology: CT scan (combined with cardiac calcium scoring test) and currently this is not completed routinely in practice. It was also raised that at the Australian Lung Cancer Conference 2023, both the UK and Australia were adding frailty scores to their pathways, and this may be something for New Zealand to consider.
c. The prioritisation of cases referred to MDMs to inform treatment recommendations as well as further assessment and investigation. It was clarified that there are currently toolkits (such as the national lung cancer MDM toolkit) for districts to help prioritise cases if there are issues raised at MDM meetings.
d. Currently, pre-habilitation is completed ad-hoc and a driving force behind this is the workforce shortage, particularly in allied health. It was noted that these services could do better with increased funding and attention from commissioning agencies as it is important, especially for Māori, to have access.
e. Concerns regarding the wording used which may perpetuate disparities (eg, wording used in the communication with whānau slide). These concerns were acknowledged and will be proofread, and peer reviewed with an equity lens.
f. Finding a balance between pragmatic and aspirational without missing the opportunity to ensure that what is being done is better than what is currently occurring in the system. It was noted that work is currently underway to optimise current resource to increase the effects to patients.
g. There are currently no PROMS and PREMS in the performance monitoring section of the pathway. It was noted work underway on HQSC patient survey. The HQSC survey is currently being updated so that data can be analysed at a cancer specific level in addition to the introduction of an outpatient section.
Step 5: Treatment
This step outlines the publicly funded treatment options for whānau with lung cancer. 
Points raised in the discussion were:
a. Auditing MDM’s decision against what happens in practice in addition to making sure that rationale for decisions is documented in the first line of MDM meeting notes as some districts don’t have an MDM system. It was clarified that there is currently a separate project underway to update the MDM guidance.
b. Concerns were raised regarding targeted therapies and immunotherapy being referred to as ‘emerging therapies’’ as they are already in use (see discussion points in Implications of new Pharmac drugs section of notes). It was acknowledged that Te Aho o Te Kahu will review the terminology being used for targeted therapies and immunotherapy.
Step 6: After treatment 
This step outlines how some whānau will need ongoing hospital-based care, and others may need follow-up care arranged with primary care.
Points raised in the discussion:
a. The potential largest barrier is access to primary health care (costs, enrolment, capacity etc). Following that it was identified that lack of transport is more than twice as likely to be a barrier to accessing GP services for Māori adults than it is for non-Māori adults. It was mentioned that in some areas of Aotearoa, telehealth assessments have been implemented, which alleviates some of the travel and cost issues. 
b. Follow up and supportive care currently occurs in New Zealand following cancer treatment, however this varies between regions. It was clarified that this varies from multiple service perspectives. 
c. Change the wording around paragraph 2 in the Step 6: After treatment slide “In both NSCLC and SCLC, the majority of recurrences are diagnosed in the first two years following curative treatment.”
d. National guidance follow-up and supportive care of people with lung cancer after curative-intent therapy is out of date. The working group noted that this should be updated in the lung cancer OCCP rather than updating the national guidance document.
Action: The working group to send any further Lung Cancer OCCP changes or suggestions to Andy Simpson.
   Andy Simpson to change the wording around paragraph 2 in the Step 6: After treatment slide

	PET-CT update
James provided a written update, which was endorsed by the working group.


	Update on lung cancer QPI recalculation
Gabrielle Nicholson gave an update on the lung cancer QPI recalculation, stating that Te Aho o Te Kahu would like to go ahead and proceed with re-calculating the lung cancer QPIs, against the working group’s previous advice. A paper was sent to the working group before the meeting outlining the rationale behind this decision.

Points raised in the discussion were:
a. There has not been enough time (the first Lung Cancer Quality Improvement Monitoring report used data from 2015-2018) to make any notable differences when re-calculating the lung cancer QPIs. It was clarified that re-calculating the lung cancer QPIs may bring some attention back to outcomes of whānau with lung cancer, even if no changes are apparent.
b. Now that the health sector is going through a reform, concerns were raised as to how the quality improvement reports can be clearly received within Te Aka Whai Ora and Te Whatu Ora to signify what changes should occur within the lung cancer sector. It was clarified that meetings are currently underway between Te Aho o Te Kahu and managers within the Innovation and Improvement Directorate at Te Whatu Ora, plus others (eg: Hospital Services) as to how these reports can influence quality improvement activity within Aotearoa.
c. Concerns were raised regarding the quality of the data as progress is hard to measure and there is limited meaning when no staging data is available. It was clarified that Te Aho o Te Kahu statistical processes have become much more robust over the years and an equity analysis is also conducted, meaning that there is more rigor to the results presented in the reports. In addition, the potential use of regional data will be investigated during the re-calculation.
d. The 11 potential lung cancer QPIs to be calculated or recalculated were discussed, noting that none of the QPIs referred to timeframes. It was noted that three of the lung cancer QPIs were aspirational at the time of calculation. A high-level overview of the QPI selection process was described, noting that QPIs are selected based on equity and clinical quality improvement needs.
The working group agreed that it is prepared to support the recalculation of the lung cancer QPIs, noting their concerns regarding the lack of staging data and the impact on the clinicians who are involved in the data review phase. Subgroup meetings prior to the next November meeting will be arranged and members may opt out of being involved in the lung QPI recalculation if they wish to. 

Action: Gabrielle Nicholson to forward pancreatic quality improvement monitoring report to the working group.


	Implications of new Pharmac drugs – SACT model of care

Simon Pointer presented an overview of Pharmac’s recent and proposed changes to the available/ funding lung cancer drugs and discussed the likely impact on the lung cancer pathway and clinicians.

Points for discussion included:
a. As of the morning of the meeting, Pharmac announced their decision on the funding of two new medicines - pembrolizumab (branded as Keytruda) and atezolizumab (branded as Tecentriq) for people with locally advanced and metastatic non-small cell lung cancer who meet certain eligibility criteria.
b. It is estimated that over 450 people with advanced NSCLC will begin treatment with pembrolizumab in the first line setting in the first year of funding, and that this will increase to over 700 people per year after three years of funding. It is also estimated that in the first year, over 300 people with advanced NSCLC who have received prior chemotherapy will begin treatment with atezolizumab in the second line setting and that this will decrease to around 20 people after three years of funding as more people will receive the first-line treatment. 
c. When modelling of the SACT model of care is occurring, annual leave, sick leave, sabbatical, and training of workforce will be included in the FTE calculations. It was clarified that after speaking with Te Aka Whai Ora, numbers will be broken down by ethnicity to estimate impacts on wraparound services.
d. A question was raised as to whether PDL-1 testing occurred as a reflex test. It was noted that this is a pivotal lab test that clinicians would need for patients with advanced NSCLC and the clinical ideal would be that this would be a standard diagnostic reflex test nationally. It was also clarified that there is heterogeneity within tumours and that per immunohistochemistry test, the cost is approximately $300-$400.
A likely next step would be to develop a small working group to discuss this and understand how PDL-1 testing may be funded and resourced, including recommendations. 

Action: Brendan Luey, George Laking, Jeremy Hyde, and James Entwisle will form a PDL-1 testing sub working group. Simon Pointer will be available for support as this links in with the work that Te Aho o Te Kahu is doing with Te Aka Whai Ora and Pharmac to support Te Whatu Ora in their business case development to implement immunotherapy in NSCLC.


	Molecular testing update
Elena Saunders gave an update on Te Aho o Te Kahu’s work in molecular testing. Alex Williams (Manatū Hauora) joined to listen as he is leading work on the Long-Term Insights Briefing which will explore personalised health, including health genomics.

Elena explained that Te Aho o Te Kahu Leadership Group have endorsed a three-tiered approach to this piece of work, advocating with Manatū Hauora for the development of a national health genomics strategy, with Te Whatu Ora for improved coordination of laboratory testing, prioritised decision-making and implementation, and assisting where needed to connect sector groups for specific cancer-related molecular testing issues as they arise while the infrastructure and strategy are being developed. 

Concerns were raised by members about lack of national leadership around laboratory testing, and that no national list of tests was in the scope of the molecular testing work at present. Te Aho o Te Kahu staff explained that the Agency it is not in a position to lead this work. Te Aho o Te Kahu is not a commissioning or clinical governance agency, and that the issues with molecular testing and laboratories extend far beyond cancer alone. Instead, Te Aho o Te Kahu will provide advice and advocacy for cancer to Te Whatu Ora, Te Aka Whai Ora and Manatū Hauora as their work progresses.

In relation to the previous discussion regarding lung cancer medicines implementation, it was clarified that Te Whatu Ora owns and commissions private laboratories and that in the South Island, there is immunohistochemistry testing available at two centres for PDL-1 expression. However, due to the cost of acquiring less common antibodies, in practice a lot of interlaboratory referral occurs. 

It was suggested that a statement or guidance from Manatū Hauora will make minimum standards clearer for laboratories, similar to the minimum standards for molecular testing of newly diagnosed colorectal cancers developed by Manatū Hauora in 2018.

Link to Cancer Services Planning Report https://teaho.govt.nz/publications/cancer-services-planning


	National community health lung cancer pathways - overview and process to develop pathways

Dr Mark Taylor presented an overview of the Māori lung cancer community pathway. This presentation gave an overview of the work done to date, with the draft pathway consultation hui due to occur the next day, on 8 March 2023, and the goals of this piece of work.

It was noted that Te Whatu Ora have committed to the use of health pathways by purchasing 20%. Te Aka Whai Ora, Health Pathways, and Te Whatu Ora have decided upon their “top 5” most important conditions for a “national pathway. Lung cancer will be the first pathway to be designed.

It was noted that previous documentation presented by Te Aho o Te Kahu when referring to lung cancer symptoms commonly included haemoptysis which is only present in approximately 20% of advanced cases. 
It was clarified that these health pathways will aim to detect lung cancer symptoms earlier for improved outcomes for all.


	Regional updates
Members of the working group provided updates as to what is occurring in each of the four regional hubs within Aotearoa.
Te Waipounamu:
a. Meetings are occurring regarding the development of an MDM governance committee.
b. A concern was raised that due to the current health care reforms, there is hesitation to make any changes regarding MDMs.

Central:
a. Currently attempting to gain support from Te Whatu Ora to start a lung cancer clinical network.

Te Manawa Taki:
a. Workforce issues are occurring and have recently lost 2 SMOs in radiation oncology. Radiology and diagnostics resourcing issues are continuing.
b. It was noted that there are still theatre capacity issues in this region and there is difficulty in scheduling cancer operations within a 31-day period.
c. It was suggested that there is a need for a central governing body to make high level decisions to improve workforce issues and resource capacity.
d. A business case has been developed to provide lung health care checks to Māori aged between 45-70 years of age. This was presented to the Te Manawa Taki governance group late 2022 and Te Arawa Iwi Maori Partnership Board. The capital set up cost is approximately $3-4 million for lung health checks which could include heart checks. It is estimated that the annual running cost of is $3 million.

Northern:
a. There will be a prioritisation workshop occurring across the tumour streams to identify regional priorities. Lung cancer in Māori and endometrial cancer in pacific woman are already identified as a regional priority.
b. A new MDM database will be implemented and will allow for quality review.
c. Cancer services in this region are sending out patient centric letters as a standard.


	Any other business 
The working group wanted the following items to be added to the next agenda, if possible/ appropriate:
a. Lung cancer screening
b. Update around the CSP work for key coordination
c. Molecular testing update
d. Lung cancer Māori pathway
e. OCCP lung cancer workshop
f. Infrastructure and how to plan for lung cancer OCCP.

The working group confirmed that the next meeting will be held online Tuesday November 21st from 9.30am – 12.30pm.


	Close
The meeting closed at 3:20pm with a Karakia.






National Lung Cancer Action Points Register as of 13 March 2023:
	No.
	Action Point
	Date Raised
	Lead
	Status

	1.
	Nominations for a Chair-Elect now open – send nominations to Lydia.rickard@teaho.govt.nz
	29/11/22
	Chair
	In progress

	2.
	Add to November agenda:
a. Lung cancer screening
b. Commissioning for future lung cancer services.
c. Update around the CSP work for key coordination
d. Molecular testing update
e. Lung cancer māori pathway
f. OCCP lung cancer workshop
g. Infrastructure and how to plan for lung cancer OCCP.
	7/3/23
	Te Aho o Te Kahu
	Completed

	3.
	Share Meihana model slides with the national lung cancer working group
	7/3/23
	Myra Ruka
	Completed

	4.
	Change the wording around paragraph 2 in the Step 6: After treatment slide
	7/3/23
	Andy Simpson
	Completed

	5.
	The working group to send any further Lung Cancer OCCP changes or suggestions to Andy Simpson.
	7/3/23
	NLCWG
	Completed

	6.
	Send the pancreatic quality improvement monitoring report with the working group.
	7/3/23
	Gabrielle Nicholson
	Completed 

	7.
	Brendan Luey, George Laking, Jeremy Hyde, and James Entwisle will form a PDL-1 testing sub working group hosted by Te Aho o Te Kahu. Simon Pointer will be available for support.
	7/3/23
	James Entwisle
	In progress
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