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Executivesummary

The Colorectal Cancer Pathway Board consists of two separate but linked groups, the
Pathway Boal and the Clinical Subgroup. The Pathway Board has representatives of
professional groups involved in all stages of the patient journey and representation from
each trust. The Clinical Subgroup involves more clinicians from each trust to facilitate
engagenent and dissemination of plans throughout all secondary care sites. The groups
meet alternately every two months, minutes of each meeting are circulated to all and
the groups share the Annual Report addnual Plan

A separate Clinical Nurse Specialistiugp was establisheth March 2015vith
representatives from each Trust. This meeting is scheduled immediately prior to the
Pathway Board/Clinical Subgroup meetirgsl is therefore every two month3his
meeting is well attended and was chaired by MrsaBaDuff until January 2016 at which
point the recently appointed Project Manager for Living With & BeyGatbrectal
Cancer became chaiithe main focus of the meeting is developing an implementation
strategy for the Recovery Packageoss Greater Mandster.

The 205%-2016 Annual Plarset out the work plan for the Colorectal Cancer Pathway
2 NR FYR GKS FNBFa FRRNBAASR 6Atf 08 O2va;
overarching objectives:

1. Improving outcomes, with a focus on survival
To increge screening uptake to above the national average (by Aug 2019)

ﬂ GP reengagement project evaluatiofproject developed with Public Health England
and Bowel Cancer Screening)

GP reengagement project presentation
Determinal outcome and sustainability of GB-engagement project
AttendedNational ACKAccelerate, Coordinate, Evaluatdjister meeting

Liais&l with PHE and BCSP to determine future work strea®d€E models, GP-re
engagement projetc
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Stared to plan GP educational event for 2016

2. Improving paient experience
Toenhance Living With & Beyond Cancer services for colorectal cancer patients

ﬂ Establiskda CNS groupnd set1 and 3 year objectives for progress towards
implementing the Recovery Package in all trusts

ﬂ Held a Recovery Package Educatloneeting

ﬂ Appointeda Macmillan Colorectal LWBC project manafierough the Macmillan
Innovation Fund)
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Heldregular CNS meetings to discuss progress and problems

De\eloping a pathway for late effects assessment and treatment

E =

Progressing with the aim fall truststo have a plan for the introduction of end of
treatment information summaries for patients and GPs

3. Increasing research and clinical innovation
Enhance recruitment of colorectal patients to clinical trials (by Aug 2017)

9 Regular presentatioanddiscussiorof clinical trials data/uptake all
meetings
9 Revieved CRN reports to determine participation in key tsial
9 Discussed participation rates at CSG meetings to determine areas of difficulty
T

Hosted Clinical Research Update in Colorectal Diseas# en 20" April
2016

4. Deliver a high quality, compliant, coordinated and equitable service
To update network guidelines (by Aug 2016)
To monitor, measure and assess colorectal cancer services across the region (by Aug

2016)

Regular presentation gferformancedata atall meetings

Trust norengagement addressed

List of updated guidelines and guidelines for update formulated
Updated guidelines presented at meetings

Feedback from guidelines collated

Breach data analysed and patterns discussed
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Additionaldata on performance is reviewed as/when it becomes latsée

Challenges faced by the Colorectal Pathway Board

9 Attendance by some trusts/representatives at meetings has been poor. This has
been raised directly with the trusts and the senior managemeatn within
Manchester Cancer but may require Provider Board input in order to rectify.

9 Development of services for patients Living With and Beyond Cancer takes time
and effort and relies on CNSs in busy jobs to implement change.

91 All trusts struggle to meethe 62 day target and change to diagnostic pathways
may be required to achieve this. The regional 62 day audit has led to suggestions
for pathway redesign which are currently being discussed and will require
Provider Board direction and support to implentavhen they are decidedThis
will be compounded by the implementation of the target to diagnose 95% of
suspected cancer cases within 28 days from GP referral (recommended by the
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Independent Cancer Taskforce and for implementation by 2020) and therafore
increase in diagnostic capacity will be required.

9 Guideline update has been slow and requires more clinical input from members
of the Pathway BoardEngaging clinicians within this area has proved
challenging.

Progress achieved by the Colorect2athway Board

91 Patient Involvement: previously lacking within the Colorectal Pathway Board but
this has been addressed by the Macmillan User Involvement Team with the
sourcing and appointment of two patient representatives. The Macmillan User
Involvement Teanare also currently developing a small community of people
affected by colorectal cancer to link with the two patient representagiveorder
to ensure as broad a representation of views as is possible.

91 Secured the appointment of the Living With & Beyomdb@ctal Cancer Project
Manager through the Innovation Fund which has ensured the continuation of the
impetus in developing an implementation strategy for the Recovery Package.

91 Project with Public Health England (PHE) and the NHS Bowel Cancer Screening
Programme has been successful and will leathendevelopment of a briefing

document led by PHE for CCGs to commission (including specific GP endorsement

for nonresponders).
New guidelines have been developed and required guideline updates completed.

= =

Regimal MismatchRepair pathway auditompleted and findingpresented to
the board. Thiswudithas also been accepted for presentatiatthe Association
of Coloproctology of Great Britain & IrelahdtionalMeeting2016

1 W tAyAOLE ! LAQIGESS O yS IRy NOIGHI K2 BIASR Ay

numerous speakers from across the country, incorporating surgery, radiology and
Oncology This was well attended by representatives from all trusts with very
positivefeedback(appendix3).

All Pathway Board meritgs and CSG meetings have been quorate.

= =

The Pathway board has engaged with the Greater Manchester Cancer Vanguard
team since its inception and is involved in all of the major vebrams.
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1. Introduction ¢ the Pathway Board and its vision

This ighe annual report of the Manchester CandgolorectalPathway Board for 2@L16.
This annual report is designed to:
i1 Provide a summary of the work programme, outcomes and progress of the Board
alongside the minutes of its meetings, its action plan arstdrrecard it is the key
document for the Board.
i Provide an overview to the hospital trust CEOs and other interested parties about the
current situation across Manchester Cancer in this particular cancer area
1 Meet the requirements of the National Cancexd? Review Programme
i1 Be openly published on the external facing website.

This annual report outlines how the Pathway Board has contributed i6/2610 the

F OKASPGSYSyil 2F alyOKSaidiSNI /FyOSNRna ¥F2dzNJ 20SN
1 Improving outcomes, with a focus survival

Improving patient experience

Increasing research and clinical innovation

Delivering compliant and high quality services

= =4 =4

i Vision

The Colorectal Cancer Pathway Board has built on the progress of the work undertaken by
the previous Greater Marhester and Cheshire Cancer Network Site Specific Group (GMCCN)
and has developed a clear emphasis on the whole pathway of cancer to ensure the delivery
of a high quality service that will improve survival and outcomes and the patient experience
of care. The membership of the Board and the Terms of Reference for the Pathway Board
reflects these aims and in addition the Board is supported by a Clinical Subgroup which
facilitates engagement with secondary care clinicians to ensure there is a focus onystrateg
and secondary care issues. The 206Z%\nnual Plarset out in detail the ambitions of both
Boards, reflecting the overarching objectives of Manchester Cancer.
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Tablel. Colorectal Cancer Pathway Board

' NAME ROLE TRUST
Dave Snth Colorectal Surgeon Bolton
Mark Saunders Clinical Oncologist
Vivek Misra Clinical Oncologist
Malcolm Wilson Colorectal Surgeon
Claire Arthur Clinical Oncologist Christie
Michael Braun Medical Oncologist
Lucy Davidson Radiotherapy Pathways
Alistair Makin Consultant Gastroenterologist
David Donnelly Colorectal Surgeons CMFT
Rahul Deshpande HPB

East
Usman Khan/Mohammed Saddat | Colorectal Surgeons Cheshire

Mid
Caroline Bruce Colorectal Surgeon Cheshire
Salm Kurrimboccus ColorectalSurgeon Pennine
Amanda Ogden CNS SRFT
Edwin Clark Colorectal surgeon Stockport
Kamran Siddiqui Colorectal Surgeon Tameside

Anna Davenport

Consultant Histopathologist

Samantha Kay/Gill Bulpin

Consultant Palliative Care/Macmillan| yHSM
Specialist Nurse
Debbie West CNS and Palliative Care
Marius Paraoan Colorectal Surgeon WWL
Sue Coggins Patient Representative
lan Buchanan Patient Representative
Caroline Whitaker Stoma Care Nurse Other

Sarah Taylor

GP

Billie Moores

NW Bowel Screening QA
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Table 2. Colorectal Cancer Clinical Subgroup

' NAME ROLE TRUST
David Smith Colorectal Surgeon Bolton
Rubeena Razaaq Consultant Radiologist
Malcolm Wilson Colorectal Surgeon
Vivek Misra Clinical Oncologist
Claire Arthur Clinical Oncologiis
Michael Braun Consultant Medical Oncologist
Scott Brown Clinical Nurse Specialist The Christie
Mark Saunders Clinical Oncologist
Chelliah Selvasekar Colorectal Surgeon
David Donnelly Colorectal Surgeons
Deborah Hitchen Clinical Nurse Seialist CMFT

Margaret Parker

Clinical Nurse Specialist

Usman Khan/Mohammed Sade

Colorectal Surgeon

Angela Jeff

Clinical Nurse Specialist

Simon Ward

Colorectal Surgeon

East Cheshire

Caroline Bruce

Colorectal Surgeon

lan Buchanan

Patient Representative

Heather Hughes MacmillanColorectal Clinical Nurse Mid Cheshire
Specialist

Dr Ming Tee/Dr De Anirban Consultant Radiologists

Salim Kurrimboccus Colorectal Surgeon

Peter Byrne Colorectal Surgeon Pennine

Zahirul Huq Colorectal Surgeon

Amanda Ogden Clinical Nurse Specidlis

Dominic Slade Colorectal Surgeon Salford

Vicky Kenyon Clinical Nurse Specialist

Edwin Clark Colorectal Surgeon

Sajal Rai Colorectal Surgeon Stockport

Rebecca Costello Clinical Nurse Specialist

Kamran Siddiqui Colorectal Surgeon Tameside

Anna Davenport Consultant Histopathologist

Aswatha Ramesh Colorectal Surgeon UHSM

VelauthanRudralingam Consultant Radiologist

Marius Paraoan Colorectal Surgeon WWL

Yvonne Chantler Clinical Nurse Specialist

Sue Coggins Patient Representative Other
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Table 3. Appointed Leadsupporting specific areas of the pathway

AREA OF PATHWAY NAME

Research Mike Braun

Early Diagnosis & Endoscopy David Donnelly

Living With & Beyond Cancer Sarah Taylor and Angela Jeff

Pathology Anna Davenport

Radiology VelauthanRudralingam, Rubeena Razaaq
Patient Representative Support Debbie WestHelen Ashby

Education TBC

Surgery TBC

To date there have not been any volunteers to lead work within education and surgery
despite nultiple requests

1 Meetings

The first meeting of the Board in this financial year took place hMay 2015. As

colorectal cancer has two separate strata of meetings there is a meeting for each Board

three times a year, meetings occurring every 2ntig. There is communication between

the separate Boards through the dissemination of minutes. The minutes of the meetings are
LJdzof AAKSR 2y al yOKSaiduSN) / hee)OSNEQ 6So60aAiridsS | yR

A full list of meeting dates and a record of attendance can be fouagpendixl.

Generally, bth the Pathway Board and Clinical Sub group meetings have effective Trust
representationat each meeting The exception has been Salford Foundation Truost a
Wrightington, Wigan and Leigh Trust (trust representation 17% and 33% respectiVelg)
has been addressed via direct contact from the Path@hyicalDirector to both trusts
resulting in alternative representation being agreed for Salford for 16d agreeduture
attendance from the current Wigan representatives for Wig#&so, Pennine Acute had 0%
attendance for the first half of 15/16 and again the Pathw@iicalDirector contacted the
trust, successfully securing alternative representatsord attendance for the second half of
15/16 has been 100% (resulting in 50% attendance for the full yédthough Trust
representation has been effective there are a number of members who have failed to attend
any meetings throughout 15/16 and thishsing addressed via written communication from
the Pathway Clinical Director to each individtequesting confirmation of future
attendance or alternative representation for 16/17
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2. Summary of delivery against 26116 plan

No

Objective

To increase screening uptake to above the
national average

To enhance living with and beyond cancer
services for colorectal cancer patients

Alignment with
Provider Board
objectives

Improving outcomes,
with a focus on survival

Improving patient
experience

Delivering high quality
compliant,
coordinated and
equitable services

Tasks

GP reengagement project
evaluation

GP reengagement project
presentation

Determine outcome and
sustainability of GP re
engagement project

National ACE cluster meeting

Liaise with PHE and BCSP to
determine future work streams
ACE models, GP-emgagement
project

Start to plan GP educational ever
for 2016

Establish CNS group and set
objectives

Recovery Package Educational
meeting

Appoint Macmillan Colorectal
LWBC project managéhrough
Macmillan Innovation Fund)
Regular meetings of CNS group

Evaluate progress of CNS group

Status
Green= achieved

= partially achieved
Red= not achieved

By

June P15

PB meeting
July 2015
Seqiember
2015

16"
September
2015
December
2015

ol g|2A0kKel Educational Leadyet to be

established

May 2015

16" June
2015
July 2015

July 2015
April¢June
2016
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To enhance recruitment of colorectal
patients to clinical trials

To update network guidelines
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Increasing research
and innovative
practice

Delivering higlguality,
compliant, coordinated
and equitable services
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Determine progress towards end
of treatment summaries
Research update and discussion
a regular agenda item for all
meetings

Review 2014 CRN reports to
determine participation in key
trials

Discuss participation rates at CS(
meeting, determine areas of
difficulty

Approach low recruiting sites to
progress further

Data presentation

Trust norengagement addressed

List of updated guidelines and
guidelines for update to be
formulated

List circulated and athembers
requested to sigrup to update a
guideline

Groups for guideline update
circulated

Guideline updates complete

Updated guidelines presented

Feedback on guidelines

10

June 2016

Ongoing

September
2015

January
2016

April 2016

Ongoing
agenda
item
August
2015
August
2015

September
2015

October
2015
December
2015
January
2016
February
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To monitor, measure and assess colorecte Delivering high quality,

cancer services across the region

compliant, coordinated
and equitable services

Guideline review

All guidelines completed and
formalised

Data on performance is collated
Performance data is presented at
CSG/PB meetings

Data is analysed to identify
breaches and any patterns within
breaches

Information regarding breaches is
brought to the attention of cancer
managers

Additional data on performance is
reviewed as/when it becomes
available

11

2016
March
2016

May 2016

Ongoing
Ongoing
Ongoing

Ongoing

Ongoing
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3. Improving outcomeswith a focus on survival

i Information

Incidence and Prevalence

Data issued iMay 20160 € (G KS hTFAOS T2 NJ bl téafiod Statitics{ G I G A & (
England204Q AY RA Ol GSa GKIF G O2f 2 Niudhimodt cobrhoff OSNJ 02y
cancer(Figure 1) In England, there were TB9and 15,236 cases (total: 83,025 of

colorectal cancer registered for males and females respectine?p14. Colorectal cancer

accounted for 15% (males) and 10.4% (females) of the total cancer registrations. 4 201

there were &.5cases per 100,000 males diagnosed with colorectal cancer and&es

per 100,000 femalesThe agestandardised colectal cancer incidence rate was 49.8%

higher for males than females.

Figure 1: The number of cancer registrations by the 24 major sites, England, 2014

Il Males Females

Ereast
Prostate |
Trachea bronchus and lung | I
Colon and rectum | ]
Melanoma of skin | ]
Mon-Hodgkins lvmphaoma [ ]
Kidney except renal pelvis I
Bladder ]
Leukaemia | ]
Pancreas | ]
Uterus
Desophagus ]
Lip oral cavity and pharynx I
Owary
Stormach [
Multiple myeloma ]
Liver and intrahepatic bile ducts N
Brain | [ |
Thyroid gland ]
Cervix uteri
Mesotheliorma

)
|

Testiz R
N
| |

Larynx
Hodgkins disease
Other malignanciesl ]
0 10,000 20,000 30,000 40,000 50,000

Thousands

Source: Office for National Statistics
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Figure2: Bowel Cancer (C1820): 1972013,European Agestandardised Incidence Rates
per 100,000 Ppulation, by Sex, Great Britain

==pMale ==Feomale ==Parsons
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Year of Diagnosis

Source: Cancer Research UK
Over the last decade in the UK (between 2002-2004 and 2011-2013), bowel cancer AS incidence

rates have increased by 5% for males and females combined, and by 3% and 6% for males and
females respectively.
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Table4: Directly agestandardised and agspecific rates per 100,000 population of newly
diagnosed cases of cancer, England 2014

Registered by February 2016

Direcly
age- Age group
ICD-10 Site standard All
code description isedrate ages 40-44 4549 50-54 5559 60-64 6569 70-74 7579 80-84 B85-80 90+
Malignant
C18-C20 | neoplasm [M 845 70.2 134 220 446 801 148.3 18864 2872 3579 4725 5135 4721
of colonand |F 564 553 118 196 390 594 909 1145 179.7 2296 3183 3475 3022
rectum
All
malignant
C00-C97 | cancer (M 9588 7991 178.0 3024 5138 9167 1,513.2 23191 3,2255 41522 49072 55218 55708
registrations|F 7304 7109 3293 6216 7225 9199 1,250.2 16745 2,0891 2518.8 29834 32292 31436

Source: Office for National Statistics

Table5: Registration of newly diagnosed cases of cancer: sed age, England, 2014

Registered by February 2016

Age group
ICD-10 code Site description Allades 4 401044 451049 50t054 551059 601064 65069 701074 751079 801084 851089 90+
Malignant "
neoplasm of colon
C18-C20  and rectum Males 18780 423 246 425 821 1263 2115 2726 2989 2936 2649 1556 640
Females 15236" 404 221 388 733 956 1352 1750 2061 2215 2393 1745 1012
All malignant "
C00-C97  cancer Males 213932 6350 3273 5852 0453 14449 21579 33548 33564 34,063 27,509 16,731 7,552
registrations Females 19579379220 6155 10,345 13,565 14,815 18,601 25601 230958 24296 22488 16,214 10,526

Source: Office for National Statistics
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Figure3: Directly agestandardised rates per 100,000 population of newly diagnosed
cases of cancer deaths from colorectal cancer, by sex, England 1995 to 2014

Rate per 100,000
people

Male incidence Female incidence

Male mortality Female mortality

200

Colorectal
180

160

140

120

100

80

a0

20 "—-_-—._________

20

15865 1656 1597 1958 1590 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014
Year of registration

Source: Office for National Statistics
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Figure4: Bowel Cancer (C1820): 19742012 European AgeStandardised Mortality Rates
per 100,000 Population, UK

= Male ==Female ==Persons

=

ra
%]

16

Rate per 100,000

Year of Death

Source: Cancer Research UK

Bowel cancer mortality rates have decreased overall in the UK since tlyel8d0s. For
males, Europeange standardised (A8jortality rates decreased by 39% between 1971
1973 and 2012012. The decline is bigger for females, with rates decreasing by 51%
between 19711973 and 2012012.

Over the last decade (between 20Q003and 20162012), European AS mortality rates
have decreased by 15% in males and 12% in females. There are likely to be several reasons
for the decline, including earlier detection and better treatment.

Bowel cancer mortality rates have decreased overalbfoof the broad age groups in the

UK since the early 1970s.The largest decreases have been in people aged between 35 and
44, with European AS mortality rates decreasing by 62% betweenl1®73 and 2010

2012. Lower mortality decreases in age groups @Zmay be explained in part by the
undertreatment of the elderly.

16
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Figure5: Bowel Cancer (C1820): 19742012, European Ag&tandardised Mortality Rates
per 100,000 Population, by Age, Persons, UK
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Source: Cancer Research UK

The impact of nationwideowel screening programmes on mortality rates should also be seen in the
data in the coming years. Bowel screening pilot studies conducted from 2000 onwards in the West
Midlands and Scotland have shown that the risk of dying from bowel cancer is redudéédin the
screened populatiorBowel screening started in England for@year olds in 2006 and has since

been introduced across the UK, although the age groups being offered screening differs between
countries.

17
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Figure6: Bowel Cancer (C182(: 20112013, European Agétandardised Mortality Rates
per 100,00Qopulation per year, UK

Mortality
Rate
England 28.1| | 36
Greater Manchester 30.2 34
Bolton CCG 26.9| | 32
Bury CCG 27.7 30
Central Manchester CCG 35.5 28
Heywood, Middleton & Rochdale 24.6 .
North Manchester CCG 29.6 2a |
Ss: :1':2" CCCZG 333.; eé"eb‘\é@ é-“" & g}ép 53’&& @J‘L ,b(@“é’ @"d’ & bogu“& ‘Pqéf’ @“"G é\“d’
South Manchester CCG 31 N @9& & ¢ il J’q.'? {\6‘&‘, o® ‘P@ <§‘d’ & 39‘, &@4@%&0\\
Stockport CCG 27.2 &‘é \‘@\ SR ,@“P ° F &
Tameside & Glossop CCG 29.9 ¢ (_,5& ‘!‘@b ‘\°§ > 5 ¢ N
> ‘\
Trafford CCG 30.7 &°
Wigan Borough CCG 34.8 ¥

Source: Cancer Research UK

The mortality rate for Greater Manchester is higher than the national average and within
Greater Manchester there is considerable rar(leywood, Middleton & Rochdale at 24.6
to Central Manchester at 35.5).

Screening data
Regular bowel cancer screening has been shown to reduce the risk of dying from colorectal
cancer by 16%. The national programme offers screening to women andvegnZe
years between the ages of 689 and from 2012 the age range was extended to 74.
blraA2ylFfftes GKS YAYAYdzy aGFyRFENR F2NJ aONBSyA
in Greater Manchester struggle to achieve this. In particular the cumuelagite for 2015 in

\ North, South and Central Manchester CCGs was significantly below this (Table 6 & Figure 7).

18
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Table6: Uptake rates by Greater Manchester CCGs: Januaigdptember2015(latest
available data)

Oct 14-Sep 15

Oct-Dec 14 Jan-Mar 15 Apr-Jun 15 Jul-Sep 15 [cumulative

rate)
Bolton 55.55% 55.93% 52.82% 52.53% 54.04%
Bury 56.63% 54.32% 55.37% 55.88% 05.62%
Central Manchester 38.52% 39.70% 40.35% 37.83% 39.06%
Heywood, Midd & Roch 53.72% 53.57% 52.98% 53.01% 53.27%
Morth Manchester 42.31% 43.44% 41.75% 43.01% 42.60%
Oldham 52.39% 53.53% 51.98% 54.32% 53.12%
Salford 49.81% 53.27% 48.58% 49.99% 50.36%
South Manchester 42.18% 46.40% 43.27% 43.69% 43.83%
Stockport 53.73% 55.80% 56.33% 56.48% 55.61%
Tameside & Glossop 50.29% 53.87% 51.80% 52.50% 52.09%
Trafford 54.28% 57.70% 55.43% 55.89% 55.70%
Wigan Borough 55.80% 57.63% 52.03% 54.45% 54.88%
Greater Manchester 51.83% 53.81% 51.53% 52.30% 52.34%
MNorth West 55.16% £5.04% 55.11% 52.73% 54.65%
England 57.21% 58.86% 57.57% 54.65% 57.03%

Source: Screening QuafitAssurance Service (North)

Figure7

Uptake Rates by Greater Manchester CCGs - October 2014 to September 2015

o Source: SOAS (North)
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Table7: Positivity rates by Greater Manchester CCGs: Januargéptember2015(latest
available data)
Oct 14-Sep 15

Oct-Dec 14 Jan-Mar 15 Apr-Jun 15 Jul-Sep 15 [cumulative

rate)
Bolton 2.01% 1.58% 1.98% 1.59% 1.77%
Bury 1.56% 2.48% 1.51% 1.71% 1.77%
Central Manchester 2.98% 2.69% 3.14% 3.23% 3.01%
Heywood, Midd & Roch 2.52% 1.67% 1.97% 1.86% 2.00%
Morth Manchester 2.67% 2.28% 2.59% 3.15% 2.72%
Oldham 2.13% 1.60% 2.02% 1.59% 1.82%
Salford 1.95% 1.76% 1.68% 1.85% 1.81%
South Manchester 2.14% 2.09% 2.76% 1.22% 2.03%
Stockport 1.89% 1.32% 1.39% 1.55% 1.54%
Tameside & Glossop 2.01% 1.74% 1.61% 2.01% 1.83%
Trafford 1.83% 1.87% 1.58% 1.36% 1.65%
Wigan Borough 1.93% 1.53% 1.51% 1.72% 1.66%
Greater Manchester 2.02% 1.73% 1.83% 1.73% 1.82%
Morth West 1.90% 1.71% 1.77% 1.67% 1.76%
England 1.87% 1.68% 1.82% 2.07% 1.86%
Source: Screening Quality Assurance Service (North)
Figure8
Positivity Rates by Greater Manchester CCGs - October 2014 to September 2015
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There is a national expectation that tmember of positive screens (positivity rate) will be
0St26 w:X K2¢gSOSN) K2asS //DQa (KIFIG KFE@S (KS
than the national average (Table 7 & Figure 8).

1 Route to diagnosis

The National Cancer Intelligence Network (NQide data collated from Hospital Episodes
Statistics (HES) data combined with Cancer Waiting Times (CWT) data, data from the cancer
screening programme and cancer registration data to categorise all cancers into eight
separate routes to diagnosis. Belane the routes to diagnosis for colorectal cancer

diagnosed 2006 2013(Table8). This indicates that the two week wait referral, routine GP
referral and emergency presentation were the most common routes for diagnosis, with
GMLSC strongly mirroring tiengland position.

Table8: Percentage of colorectal diagnoses by route and year

=
eorees §8 = B 52 %% 52 <SE» £ 2g
5% £ £3 28 £$ §5E £ Eo
] = 5] &6 =] W= =X:K-) > = 5
= 2006 19% | 31% 14% 4% 29% 3% 2.504
% 28 [2007 1% 25% 2% 11% 3% 29% 0% 3% 2,478
£ S5 [2008 4% 23%  27% @ 10% 5% 28% 1% 2% 2,466
€ E 3 [2009 7% 25%  26% 10% 4% 25% 2% 2,514
=2 2 (2010 9% 28%  26% 9% 3% 23% 2% 243
S 235 [2011 9% 28%  24% 8% 4% 26% 0% 1% 2,664
8 Sa 2012 9% 29%  27% 7% 3% 23% 0% 2% 2,764
o 2013 1% | 3% 23% 7% 2% 24% 0% 2% 2,643
2006 0% 26%  26% @ 10% 6% 27% 0% 5% 30,703
2007 2% 28%  25% 9% 5% 26% 1% 4% 31,395
T [2008 5% 27%  25% 9% 5% 25% 0% 4% 32,501
© |2009 7% 27%  26% 9% 4% 24% 0% 3% 33,012
D (2010 10% = 27%  24% 8% 4% 23% 0% 3% 33,311
o 2011 10% = 29% 24% 7% 3% 24% 0% 2% 34,263
2012 10% = 30% 24% 7% 3% 24% 0% 2% 35,041
2013 9% 30%  23% 7% 3% 24% 0% 2% 33,654

Source: National Cancer Intelligence Network

i Progress

With respect to the target of improving outcomes with a focus on survival, the-2615
annual plarset an objective tancrease the screening uptake to above the national average.
This was identified as an a@going objective to be attained by 2019.

The Board have made significant progress in undertaking the tasks identified to facilitate
this objectivein the lastyear. The project to reengage patients with a positive FOB test

back into screening through GP communication was established with the support of PHE
and the BCSP and was also able to agree the support of a Project Worker to lead on the
project aims and evahte the findings of the pilot. In addition, the projests accepted

onto the Accelerate, Coordinate and Evaluate (ACE) programme of works which is an NHS
England activity looking at a portfolio of 60 projects that will improve the early diagnosis of
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caner. Acceptance onto the ACE programme signifies the importance of this project and its
potential impact and replication at a national level.

Summary of the Bowel Cancer Screeningdgagement Project:
Background

A
A
A

Patients aged between 6D4 years regitered with a GP practice are invited to
complete a home testing kit biennially (Faecal Occult Blood-te€iBt).

People with abnormal samples are referred to a BCSP assessment clinic to see a
Specialist Screening Practitioner Nurse (SSP) within 14 days.

Assessments across GMperated by three designated screening centres. During
the clinic consultation, the SSP explains the test result and that further investigation
with colonoscopy is needed to reach a diagnosis.

The risksbenefits and nature of the colonoscopy procedure are explained and a
health assessment completed. If fit, and the patient makes an informed choice to
proceed, an appointment is made within 14 days at an accredited screening site.
However,about 20%of these individuals with abnormal FOBt results either do not
attend this clinic or do not proceed to colonoscopy.

Within this group, 10% may have bowel cancer and 50% have other significant
pathology.

A GM audit showed tha49 individuals failed to complet the screening pathwayn 2013.
After excluding those who were medically unfit or already under symptomatic services,
there were still approximately 200 patients.

Project Aims
Reengage patients with the BCSP who have tested positive on screeningledttfa
complete colonoscopy.

Project Objectives:
9y 3alF3aAS Dt Qa (2 S yeddhgzMihIns Bownkl GanceySiréening2z NI

1)
2)

3)

4)

Programme.

hoGlAYy ljdzt t AGHGABS SOARSYOS FNRBRY Dt Qi
patients to reengage

Enhance GPdeication and knowledge by provision of information and key statistics
giving rationale for encouraging-engagement, and provide project feedback after
evaluation to reinforce learning.

Develop links between key stakeholders to lead to development ofiéanprojects

to roll on from this initial project General Practice, Bowel Cancer Screening
Centres, Quality Assurance Team (QA), NHS England, and Manchester Cancer
Colorectal Pathway Board.

Results:

A
A

101 letters were sent to GPs of nonmpleters betweerdanuary 2015 and end of
March 2015, or patients who had recently disengaged prior to this.

As of July 2015, 13 of these people had subsequentingaged and completed
colonoscopy.
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A 46 people DNAd the initial SSP clinic. 6 of these people subsequesthgaged.
Within this cohort there have been patients identified with health and social care
issues, and of which the screening service would not be aware of prior to attendance
at follow up clinic.

A Of the 13 colonoscopy procedures carried out, one pensas identified as having
high risk adenomas, several with lower risk polyps or other bowel pathology, and
one was normal. No cancers have been identified.

Conclusion:

I FGSNI mam fSGGSNBR aSyid (2 (1RE%Dftpédple hzeFe LIS 2 LI S
engaged O AAYAT I N (2 GKS |1 Sgratazy aitdzRé NB3IF NRA
Abnormal outcomes founeincluding a patient at high risk of cancer, and who is now under

a surveillance programme.

A pragmatic review of project is that a letter tioe GP is a low cost but effective method of
re-engaging these people.

However, further information is required on the methods used by GPs to try-emgage

people, and to review if a letter to the surgery does in fact reach the attention of the GP.

Sceening centres have reported back that they would like to continue with the letters.

CRUKare helping tadisseminate recommendations nationally.

1 Challenges

Although there has been success in undertaking this objective, it is recognised that it will
take more time and further activity to increase local screening uptake to above the national
average. It will be important that the findings of the evaluation are captured and work is
undertaken with PHE, specifically the screening tetandevelop collaborve and targeted
initiatives to further tackle population groups of particular conceifihis is being taken

forward in conjunction with the Greater Manchester Cancer Vanguard stoglams and
implementation is expected.

Together with PHE Commissioning are drafting a document to take to the CCGs for
consideration when commissioning.
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4. Improving patient experience

1 Information

The National Cancer Patient Experience Survey 2015 Trust and CCG level reportsare due
publication inearly July 2016 Resuts will be reviewed at thdollowing PathwayBoard
meetingin September 201&nd consequentlyte findings wilbe used for the 16/17 Annual
Report. However, any significant findings will be acted ypomptly inthis coming year

and used for individal Trust actions in line with objectivelonitoring, Measuring and
AssessingolorectalServices across theefonQ

i Progress

With help by the Manchester Cancer Macmillan User Involvement Team the Board have
successfully recruited two patient represetitees who attend both the Pathway
Board/Clinical Sub group meetings and also the Colorectal CNS group megsngese

two members have a patient/user perspective they help to ensure that the patient voice is
heard when trying to influence the systemdanmprove things for people whose interests
they articulate.

Macmillan User Involvement Team, Manchester Cancer (Ul Team)

Macmillan, in partnership with Manchester Cancer have funded a team to facilitate a User
Involvement Programme of work that will eslgsh a structure and platform for people
affected by cancer to influence and steer the design of cancer services locally. The
Colorectal Board is now supported by a Macmillan User Involvement Manager who came
into post in August 201&nd has been workintp support the current Service User
Representative (SUR) on the Board.

Key objectives of the User Involvement team working across Manchester Cancer up to

March 2017:

1 To ensure at least one person affected by cancer on each Pathway Board representing

the wider community and where there is already one, to recruit another.

For People Affected by Cancer to be fully involved and treated as equals.

To recruit patients andarersto form a wider community of people affected by cancer

involved at different levelghrough coproducing a menu of opportunities.

1 To develop a robust Ul strategy for Greater Manchester & East Cheshire, coproduced
with people affected by cancer.

1
il

Ul Team Progress
Key developments with User Involvement within the Colorectal Board are eétadlow:

1 Two SURs have been recruited to the Board and are directly feeding into meetings to
advocate on behalf of people affected by cancer.

1 The SURs has been fully inducted through the User Involvement Programme, to
ensure they have an understandingtbé Manchester Cancer Structure they are
feeding into and the involvement opportunities available to them.

1 The SURs are also linked in with the User Involvement Steering Group where issues
relating to the Board can be taken to gain the views of wider feeaffected by
cancer.
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1 The SURs are linked with a CNS at the Board who supports by meeting beforehand to
go through the agenda and documents, answering and clarifying any points ahead of
the meeting. The CNS is also supporting with the development ofarladuster to
support the SURs to remain engaged at meetings where the use of medical jargon is
unavoidable.

Ul Team Priorities

Work has begun on recruiting new people affected by colorectal cancers to form a small
representative community that can acs @ resource for SURs at the Board to ensure that

they are feeding in the wider views of people affected by cancer. The SURs will also act as a
resource for the small community if they feel issues need to be raised at Board level.
Formalising this group ahestablished lines of communication will be a priority over the
coming months.

Living With & Beyond Cancdnnovation FundProject:

In March 2015he Pathway Director applied and was successful in obtaining funding from
the Living With & Beyond Canc&V{BC) Innovation Fund in order to drive improvements in
patient experience andpecificallyto enabk colorectal cancer patients to benefit from
access to all elements of the Recovery Package during and following their treatifieat

aim of the project wa to develop a CNS group that would work, with support from a LWBC
Project Manager to develop and standardise elements of the recovery package (identified
within the National Cancer Survivorship Initiative).

Objectives:

1 Appoint aLWBC Project Manager taovk with and facilitate the CNS group.

1 Chair and facilitate regul&NS groumeetingsfocussing on enhancirthe uptake
of the recovery packagend sharing best practice.

1 Establish a 1 year work programme for each Trust explicitly stating how
implementaton of the recovery package will be achieved and encourage broader
commitment from each trust to ensure delivery of aims.

1 Roll out of Health and Wellbeirgventsn aminimum of2 additionaltrusts within
the year

1 Implementation of Treatment Summaries immanimum of 1 additional trust within
the year.

1 All truststo havean agreedplanwith explicit timeframedor the introduction of treatment
summaries for patients and GPs

1 CNS Group to identify and document problems specific to late effects of colocacizdr
treatment.

9 CNS Group to work collaboratively with the Colorectal Pathway Board to develop regional
guidelines for management of late effects of colorectal cancer treatment.

Summary of Achievements:

The LWBC Project Manager was appointed in Nover20&5. The&CNS group has met 7
timeswith good representation from all trusts across @Nd continusto share learning
and best practice.
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Individual trusts are making progress against their agreed objectives and generally have
plans in place to ensarachievement of these by the end of October 2016. Progress to date
around implementation of the elements of the recovery package can be sekabie9 &

10. A definitive progress report will be compiled and disseminated at the end of the project.
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Table 9: Status of recovery package elements at individual trusts in November 2015

CMFT | East PAT | Salford | Stockport | UHSM | Mid Tameside | Bolton The The Wigan
Cheshire Royal Cheshire Christie: | Christie:
November Surgery | Chemo
team team
HNA (at least 1qnt in pathway) | P P R P P P P P P R R 0)
HNA (at multiple points including
during followup) R @) @) P P P (@) @) 0) R R O)
eHNA @) 0] 0) 0] (0] ®) (0] O) @) (0] 0) 0)
Care Plans P P (@) P P B P B P R R 0)
H&WB events 0) P P P (0] B P ®) 0) (®) ®) 0)
Treatment Summaries P (0] R P (©) R (©) (0) (0) R @) O
Tablel0Q: Status of recovery package elements at individual trusts in April 2016
CMFT | East PAT | Salford | Stockport | UHSM| Mid Tameside | Bolton The The Wigan
i Cheshire Royal Cheshire Christie: | Christie:
End April 2016 Surgery | Chemo
team team
HNA (at least 1 pot in pathway) | P P P P P P P P P P R P
HNA (at multiple points including
during followup) R 0 O |P P P 0 P 0] P R 0]
eHNA (0] P P @) @) @) ©) ©) ®) @) ®) ©)
Care Plans P P P P P P P P P P R P
H&WB events P P P B B B2 B 0] P ®) 0] 0]
Treatment Summaries P 0] (©) B 0] B2 R 0] 0] R 0] 0]
p Remvery package element embedded

Py}

Recovery package element partially in place / in the process of being embedded

0 Recovery package element not yet in place
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Expected future progress

Over the remainder of the project the project manager wilhtinue towork with trusts to
define and deliver progress agairaireedobjectivesregarding the implementation dhe
Recovery Bckage.

The sharing of learningss the colorectal CNS growgl continue along with
standardisingelements where appropriatée.g. evaluation forms for éhlth & Wellbeing
everts). & | 262 ¢ IndwidiRghiats and tips fohostingHealth and Wellbeingvents
andimplementingTreatment Summariewill be produced

Guidance orManaging @stro-intestinal Consequences ofdlorectal Cancer and its
Treatments this guidance will be developed during the second half of the project.

i Challenges

0 Survivorship activities are increasing in occurrence across Greater Manchester and
Cheshire but as a result it is difficult to ascertain thenevship of orgoing activities
and responsibilities at individual trusts. Due to this it is imperative that work is not
duplicated and efforts are synergistic.

o0 The implementation of Treatment Summaries needs the full support of the MDTs at
each trust in oder to ensure effective embedment and sustainability. The process of
engaging and sharing such plans with the MDT to obtain approval etc. will be led by
CNSs and this may take considerable time due to the already heavy work schedule of
CNSs.

o Effective impementation of the Recovery Package will be heavily reliant upon CNSs
but this will be unsustainable without broader trust suppontjeadopting nursded
clinics to ensure HNAs can bempletedat the most appropriate time pats during
the patient journgy.

o0 To ensure that the significant progress achieved regarding Health & Wellbeing Events
is sustainable long term appropriate funding will need to be allocated for catering
and venue hire costs.

0 Health & Wellbeing Events require significant input from aglorcange of health
professionals. In order to maximise efficiencies it may be prudent to host generic
events across a range of tumour sites whilst ensuring an appropriate level of support

FYR AYF2NXIGA2Y &LISOATAO (2 n@ihedK {dzy2dzNJ 3
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5. Increasing research and innovative practice

1 Information

Last year Greater Manchester Clinical Research Network (GMCRN) recruited 95 patients into
interventional and 212 patients into observational colorectal cancer trials giving a grand

total of 307 patients recruited in 2015/2016ut of the B cancer networks GMCRN was the

6™ highest recruiter but is 0largest by population size. CMFT and the Christie were the

two largest recruiting centres recruiting 67 (CORGI trial) and 124 patiespectively. The

HEAL CRC:DCT study assessed healthy eating and lifestyle choices in patients and was the
highest recruiting nofgenetic observational study. Bolton was the trust that recruited the
fewest number of patients into trials overallrial recuitment is regularly discussed at

Board meetings with the Research Lead providing additional data on trials that will open and
about to recruit.

i Progress

Improved annual recruitment is an agoing target for the Colorectal Cancer Pathway Board.

Inthe previous year 0£014/2015 a total of 165 patients were recruited making GMCRN the

7" highest recruiter nationallyTrial recruitment has therefore improvedsbth nationally

and locally and GMCRN continue to perform well in comparison to larger research

networks. Trial recruitment will remain an egoing target for the Board and as such is a

standing agenda item on both the Pathway Board and the Clinical Subgktamchester

Cancer core team have further developed its relationship with the GMCRN to eysoule

access to recruitment data in a timely manner.

C2ft26Ay3 RAAOdzaaA2ya NBfFGAYy3a (G2 GKS oF NNRS
dzLIRI GS Ay /2t 2NBOGFHE /I yOSNE YSSiUAy3d Nygd2t da
April 2016at Wythenshawe HospitalThis meeting was recognised by tAssociatiorof

Coloproctology of Great Britain and Ireland for 3 continuing professional development

points. The meeting was attended by a range of clinicians and specialist nurses from across

the region. Feedback from this meeting was positive with 4B54éfrespondents assessing

GKS YSSiAy3a | & AliSde GunBerd positivelzanSriemtst werémade with a

common theme being that respondents were enthused to become more involveahicatli

trials. (Delegate Feedbackppendix3).

1 Challenges

There remains variation in recruitment between different Trusts despite the total
recruitment to clinical trials having improved between 2014/2015 and 2015/2016. A number
of open and planned studseshould provide access to randomised and observational studies
at non-oncology/ clinical genetics Trusts. Qaing efforts are needed to improve awareness
of clinical trials and expand access to studies. This will be @oiog objective of the Board
(Objective 3).
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6. Delivering complant and high quality services

1 Information

Cancer wait performance

The Board has been reviewing the performance of all Trusts with regards to cancer wait
times against national targets. Although it is recognised thantmaber of two week wait
referrals have been increasing over the years, most Trusts have been able to maintain the
standard of 93% of all patients seen within two we@kigure9). However, twotrusts have
been unable to attain this target (only one trusiled this target for 20145). Also, Greater
Manchester achieved the targewerallwhilst England was unable to do so.

Figure9: Annual 2WW performance for suspected colorectal cancer by TAGIS-16

2015-16 TWW Referral % seen <14/7

100%

95%

90%

N % seen <14/7

85%
? = Target 93%

80%

Source: Public Health England
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The frget for 96% of patients to commence treatment within 31 days once being diagnosed
is met well by all Trusts across the reg{gure 10). Again, GM performs higher than the
national average.

FigurelO: Annual31D from diagnosis to treatmenperformance for colorectal cancer by
Trust201516

2015-16 Q4 Diagnosis to 1st Cancer Rx % Seen <31/7

100%

99%

98%

97%

96% . % Seen <31/7

=—Target 96%
95%

Source: Public Health England

There is a greater challenge for Trusts in meeting the target of ensuring 85% of patients are
referred and receive their first treatment within 62 days. This has been recognised as
national and local concern for colorectal services. To support regional understanding of this
issue a regional audit led by Pennine cancer services was undertaken last year. It mapped
the progress of 15 patients from a range of Trusts and benchmaHesdgerformance

against the agreed pathway timetable. It concluded that much of the delays within the
pathway occur during the diagnostic stage and recommended straight to test services and
less time between MDT discussions and clinic appointmevitenchester Cancer developed

an action plan to support the improvement in this cancer wait target across a number of
tumour groups, however no definitive action has been taken as yet although trusts are
currently focussing on attempting to reduce referral taginosis times to 7 days.
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Figurell: Annual62D from GP referral to treatmenperformance for colorectal cancer by
Trust201516 (Prereallocation of breaches)

2015-16  Urgent GP Ref to 1st Cancer Rx % treated <62/7

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
55.0%
50.0%

% treated by day 62
e=—Target 85%

Source: Public Health England

Although Greagr Manchester is failing to attain the 6Rtarget the above grapfFigure 11
demonstrates that performance is significantly above the England avéEaggand: 72.8%,
GM: 81.1%) Also, it is worth noting that GM performance on this target has impdosince
last year (2014/15 performance: 76 %§

Staging at diagnosis

¢KS ai0l3S il 6KAOK a@dYLIi2YIF0AO LI GASyGa | NB
majority of patients being diagnosed at stage 2 ar{d@@blell & Figure 12)This

distribution of stage has been the same across col@alezancers for several years, however

this may change in future years following the introduction of the national screening

programme, if screening uptake increases significartdgwever, at present, screen

detected cancers only make up 9% of new diagsadecolorectal cancer in England (11% in
GM).(See Table Bercentage of colorectal diagnoses by route and year
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MR 2 I AN O I O A O 2

Bolton

Bury

Central
Manchester

Heywood,
Middleton
Rochdale
North
Manchester

Oldham

Salford

South
Manchester

Stockport

Tameside &
Glossop

Trafford
Wigan

East Cheshire

Greater
Manchester

2012
2013
2012
2013
2012
2013

2012

2013

2012
2013
2012
2013
2012
2013
2012
2013
2012
2013
2012
2013
2012
2013
2012
2013
2012
2013
2012
2013

33
23
20
12
10
17

26

18
11
25
17
16
24
13
11
32
43
34
2
25
14
40
45
206
32

324"
3137

22.30
18.64
19.70
14.53
15.60
17.24
15.20

21.85

21.40
15.71
15.50
1417
10.70
14.81
11.10
13.10
15.50
19.63
17.50
15.34
17.50
10.07
16.10
19.65
17.33
18.18
17.00
16.80

59
23
24
17
15
29

27

15
11
31
23
41
33
19
18
42
43
57
38
24
36
58
52
53
A4

452"
423"

22.30
33.33
15.70
17.91
22.10
25.86
25.90

22.69

17.90
15.71
15.70
19.17
27.30
20.37
16.20
21.43
20.40
19.63
39.40
21.59
16.80
25.90
23.40
22.71
35.33
25.00
23.71
22.71

34
36
45
21
14
29

31

26
23
46
34
41
38
26
17
62
52
39
57
42
28
638
58
32
49

519"
480"

26.40
19.21
30.80
33.58
27.30
24.14
25.90

26.05

31.00
32.86
29.30
28.33
27.30
23.46
22.20
20.24
30.10
23.74
20.10
32.39
29.40
20.14
27.40
25.33
21.33
27.84
27.23
25.76

Source: Greater Manchester, Lancashire and South Cumbraegjic Clinical Networks

33

33
23
28
22
12
25

21

12
15
34
32
28
33
22
17
52
60
45
28
30
29
53
50
26
36

412"
394"

20.70
18.64
15.70
20.50
28.60
20.69
22.10

17.65

14.30
21.43
21.70
26.67
18.70
20.37
18.80
20.24
25.20
27.40
23.20
15.51
21.00
20.86
21.40
21.83
17.33
20.45
21.62
21.15

18
12
17
5
7
11

14

13
10
20
14
24
34
7
21
18
21
18
26
22
32
19
24
13
15
199
253

10.17
10.30
12.69
6.50
12.07
9.80

11.76

13.50
14.25
12.70
11.67
16.00
20.89
6.00
25.00
8.70
9.5%
9.80
14.77
15.40
23.02
7.70
10.48
8.67
8.52
10.44
13.58
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Figurel2: Staging Data by CC@013
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Source: Greater Manchester, Lancashire and South Cumbria Strategic Clinical Networks

1 Progress
Performance data has been regularly reviewed dast year the Colorectaldard set two
objectives in relation to the target of delivering high quality, compliantpmtinated and

equitable services. The first objective was to update the network guidelines and the second
to monitor, measure and assess cancer ggy across theegion and this has been achieved

through regular monitoring and presenting of performance data at each Pathway Board
meeting. In relation to the first target, there has been significant work undertaken in
developing new guidance and updating currentdguice to meet the requirements of
colorectal cancer services.

These include new guidelines on:

1 Guidelines for the management of patients receiving short course radiotherapy

1 Guidelines and pathway for the assessment of mismatch repair status in
colorectd cancer
1 Guicklineson testing for KRas mutations

Updated guidelines on:
1 Non-Surgical Oncology Guidelines
1 Guidelines for referral to the Peritoneal Tumour Service
1 Guidelines for management of colorectal liveetastases
1 Guidelines for colorectal cancenaging
1 Colorectal Cancer Stenting Guidelines
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t N2PINBadarAzy KlFa 0SSy YIRS 2y FTdzNGHKSNJ 3dzA RSt A
Early Rectal Cand®mHowever, work on this guideline has stalldae tothe likely

rearrangement of surgical servicegass the region in the near futur&urther guidelines

require updaingand this body of work will continue to be a focus for the Pathway Board in

the coming year.

With regards to the second objective, a range of data has been brought to the Board to
review on a regular basis. This includes cancer wait and screening data as well as results
from the National Bowel Cancer Audit 2015 (review of the National Cancer Patient
Experience Survey 2015 was not possible as publication was not until June thid @ill be
focussed upon in the coming year). Also, outlying performance in the National Bowel Cancer
Audit has been addressed with the individual trusts concerned and escalated to the
Manchester Cancer senior management team.

i Challenges

The 62daytarget will continue to be challenging for all trusts to achieve if diagnostic
capacity issues arnotaddressed as thdiagnosticdelay within the pathway has been
established to be the crucial factor her&@he aim is for this to be addressed by working with
the Cancer Vanguard wodtream:New DagnosticModels
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7. Objectives for 206/17

Summary of objectives

The objectives for 202647 will build on the notable work undertaken by the Board last year
and in addition reflect on the additional activity that is tagiplace within the newly
established Colorectal Specialist Nurses group. Specifically this will include:

1.

Screening; to build on the previous project work completed over the last two year
through national and regional engagement and education activitie®llaboration
with PHE, Bowel Cancer Screening and the Greater Manchester Cancer Vanguard.

. Living with and beyond cancegto implement and develop this work stream as

identified through the Innovation Fund project and evaluate the progress of the CNS
group. To work in collaboration with the Greater Manchester Cancer Vanguard Team.

. Recruitment to trialsg to continue to monitor and update trusts about ongoing and

newly recruiting trials.

. Clinical guidelineg to develop a robust process to ensure tti@ely updating of

clinical guidelines and to continue to complete new guidelinBs.work with the
Cancer Vanguard to set challengulimicalquality standards in the coming year.

. To support the Greater Manchester Cancer Vanguard Clinical Transfoonatiork

programme

Further detail on the 208-17 objectives can be found in the Colorectal Cansenual Plan
(Appendix 2)
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8. Appendix1 ¢ Pathway Board meetingchedule &attendance
ManchesterCancer

Colorectal Cancer Pathway Board and Clinical Subgroup

Meetings 2015/16

Thursday 14™ May

2.00-4pm Cardiothoracic
Critical Care Unit Seminar
Room, UHSM

Clinical Subgroup

Wednesday 15" July 2.00-4pm Nightingale Pathway Board
2015 Centre Lecture Theatre,

UHSM
Tuesday 22™ 2.00-4pm Cardiothoracic Clinical Subgroup
September Critical Care Unit Seminar

Room, UHSM

Wednesday 18"

2.00-4pm Nightingale

Pathway Board

November Centre Lecture Theatre,

UHSM
Wednesday 27" 2.30-4.30pm Nightingale Clinical Subgroup
January Centre Lecture Theatre,

UHSM

Wednesday 23" March

2.30-4.30pm Nightingale
Centre Lecture Theatre,
UHSM

Pathway Board

Wednesday 20" April 0Clinical Res(Cliical Subgroup
i n Col orect al |Allwelcome
2-5pm, LT2, Education and
Research Centre, UHSM.

Registration from 1.30pm
Wednesday 29" June 2.30-4.30pm Nightingale Pathway Board

Centre Lecture Theatre,
UHSM

Tuesday 13™

2.30-4.30pm CTCCU

Clinical Subgroup

September Seminar Room, UHSM
Wednesday 2™ 2.30-4.30pm Nightingale Pathway Board
November Centre Lecture Theatre,

UHSM
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ATTENDANCE - COLORECTAL PATHWAY BOARD MEETINGS 2015/16 Rag rate: - meetings
14/05/15 [15/07/15 [22/09/1 |18/11/15 |27/01/16 |23/03/16]% Trust
NAME ROLE TRUST (CsG) (PB) 5(csG) |[(PB) (CsSG) (PB) attendanc |Representatio
TRUST REPRESENTATIVES
Dave Smith (PB/CSG) Replaced Paul Consultant Colorectal Surgeon
Harris Sep15 n/a nfa v v v v
Paul Harris (PB/CSG) - left Sep15 Consultant Colorectal Surgeon v v nfa nfa nfa n/a
David Bisset {CSG) retired June 2015 Consultant Histopathologist Bolton | v nfa nfa nfa n/a n/a
Rubeena Razaaq (CSG) Consultant Radiologist v v v Apologies| x v
Nicola Fairclough (CSG) Clinical Nurse Specialit v Apologies v v 4 4
Sue Poulson (C5G) Clinical Nurse Specialist x 4 x x x
Surgical Team
Malcolm Wilson (PB/CSG) Consultant Colorectal Surgeon Apologies |Apologies | v/ x deputy v 50%
Chelliah Selvasekar (CSG) Consultant Colorectal Surgeon * v x n/a % n/a 17% G2
Scott Brown (C5G) Clinical Nurse Specialist Apologies | v/ v Apologies|Apologies | v° 50%
Oncology Team L.
Claire Arthur (PB/CSG) Consultant Clinical Oncologist Christie x x x * v 17%
Mark Saunders (PB/CSG) Consultant Clinical Oncologist * x x x x x 0% 67%
Vivek Misra (PB/CSG) Consultant Clinical Oncologist x x x x x x 0%
Michael Braun (PB/CSG) Consultant Medical Oncologist Apologies | v v x v v 67%
Lucy Davidson (PB) Radiotherapy Pathways v x n/a x n/a x
David Donnelly (PB/CSG) Consultant Colorectal Surgeon v v Apologie| v/ Apologies |Apologie
Deborah Hitchen (CSG) Clinical Nurse Specialist v v x v v v
Margaret Parker (CSG) Clinical Nurse Specialist CMFT | ¥ n/a v n/a Apologies |n/a
Rahul Deshpande (PB) HPB n/a v n/a Apologies|n/a x
Alistair Makin (PB) Consultant Gastroenterologist n/a x n/a x n/a x
Angela Jeff (CSG) Clinical Nurse Specialist v v v nfa v n/a
Simon Ward (CSG) Consultant Colorectal Surgeon East |Apologies |nfa x n/a % n/a
Usman Khan/Mohammed Saddat Consultant Colorectal Surgeon Cheshire
(PB/CSG) ® Apologies | % v x v
Caroline Bruce (PB/CSG) Consultant Colorectal Surgeon v x Apologie|Apologies| ¥ Apologie 17%
Heather Hughes (CSG) Macmillan Colorectal Clinical Nurse Mid 67%
Specialist Cheshire Apologies |Apologie| v/ v v 50%
Dr Ming Tee/Dr De Anirban (CSG) Consultant Radiologist x nfa x nfa x n/a 0%
Saad Salman (PB/CSG) - left Nov15 Consultant Colorectal Surgeon x x x nfa n/a n/a 0%
Salim Kurrimboccus (PB/CSG) Replaced |Consultant Colorectal Surgeon
Saad Salman Nov15 Pennine |n/a nfa nfa v v v 100% 50%
Peter Byrne (CSG) Consultant Colorectal Surgeon x n/a x n/a x n/a 0%
Zahirul Hug (CSG) Consultant Colorectal Surgeon ® n/a x n/a x n/a 0%
Amanda Ogden (PB/CSG) Clinical Nurse Specialist * x x x Apologies | ¥
Dominic Slade (CSG) Consultant Colorectal Surgeon SRFT | * nfa x nfa x n/a
Vicky Kenyon (CSG) Clinical Nurse Specialist * n/a v n/a x n/a
Edwin Clark (PB/CSG) Consultant Colorectal Surgeon 4 x v x Apologies | ¥
Sajal Rai (PB/CSG) Consultant Colorectal Surgeon Stockport| ¥’ Apologies | ¥ v v
Rebecca Costello (CSG) Clinical Nurse Specialist
Kamran Siddiqui (PB/CSG) Consultant Colorectal Surgeon R x x v x x 67%
THIIIUDIdU 67%
Mahmoon Solkar (CSG) Consultant Colorectal Surgeon nfa nfa v v v v 67%
Sarah Duff (PB/CSG) Chair & Consultant Colorectal Surgeon v v v v v v
Anna Davenport (PB/CSG) Consultant Histopathologist * x x x % x
Aswatha Ramesh (CSG) Consultant Colorectal Surgeon UHSM v n/a x n/a x n/a
Velauthan Rudralingam (CSG) Consultant Radiologist v n/a x n/a Apologies |n/a
Debbie West (PB) CNS and Palliative Care n/a v nfa x v v
Samantha Kay/Gill Bulpin (PB) Palliative Care n/a Apologies |nfa Apologies|n/a Apologie
Marius Paraoan (PB/CSG) Consultant Colorectal Surgeon WWL x Apologies |Apologie|Apologies| ¥ v
Yvonne Chantler (CSG) Clinical Nurse Specialist * n/a Apologie| v/ x v
PATHWAY BOARD MEMBERS
Sue Coggins (PB/CSG) - joined Jan16 Patient Representative n/a n/a n/a n/a v v 100%
lan Buchanan (PB/CSG) - joined Mar16 |Patient Representative n/a n/a n/a n/a n/a v 100%
Caroline Whitaker (PB) Stoma Care Nurse Other |n/a deputy |n/a v n/a x 67%
Sarah Taylor (PB) GP n/a v nfa v n/a Apologie 67%
Billie Moores (PB) NW Bowel Screening QA n/a x n/a x n/a x 0%
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9. Appendix2 ¢ Pathway BoardAnnual Plan2016/17

Objective 1: To increase screening up&ato above the national average

Aim: To increase screening uptake to above the national average.
This years phased objectives are to:
T To work with HE/BCSP to implement successful measures demonstrated
nationally to increase screening uptake localhd to work with the Cancer
Vanguard Prevention, Screening & Early Detection wtrdam.
i To plan a further GP education event with a focus on bowel gance
screening/flexiscope for 201
Driver(s) Faster diagnosis, enhanced patient experience and improved outcomes.
for the
change: Screen detected colorectal cancers have an earlier stage distribution than symptom
cancers. Currently on§% of colorectatancers are detected through screening.
Significantly increasing the uptake of screening will increase the number of cancers
diagnosed by this route and increase survival by diagnosing cancers at a curable st;
Domain: Prevention, seeening and early detection
Faster and better diagnosis
Risks to Delay in implementation of the programme at Screening Hub level.
success: CCGhave to agree to allow the Hub to issteeengagement reminder letters.
CCG agreement to participateénhanced reminder and notification models.
How will Through collaborative wrking with theGM Cancer Vanguard Prevention
any risks be Screening and early detection work stream.
mitigated?
Support To encourage CCGs to increase GP awarerfi¢iss omportance of bowel cancer
required: screening and its ability to make early diagnosis a reality.

Outline Work programme

Action

Resp. | By (date)

Work programme with PHE/BCSP to increase screening SD April 2017
GP Education Event TBA July 2017
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Objectiwe 2: Toenhance living with and beyond cancer services for colorectal cancer

patients

Aim:

All colorectal cancer patients should benefit from access to all elements of the Reca
Package during and following their treatmednt August 2019

This yearphased objectives are to:
1 That all trusts should have a plan for the introduction of end of treatment
information summaries for patients and GPs
1 To develop a pathway for late effects assessment and treatment
I To continue the CNS Group after funding formagement post has ended
1  Work with the LWBGM Cance¥Wanguard work stream to implement New
Models of Aftercare

Driver(s)
for the
change:

Domain:

A survey performed by the Colorectal Pathway Board in 2014 showed that although
trusts implement some elementd the recovery package, this is variable across the
region and inconsistent. The aim is to achieve consistency and high quality care wit|
excellent experience for patients. Implementation of stratified pathways for foligw
care will also enhance patie®tconfidence in selhanagement and healthy living which
will impact on the health of the wider population.

The LWBCdhwayBoard performed a pansite audit in 2015/16 for experience of life
after cancer, the findings of this audit will inform progress.

A baseline of Recovery Package implementation is set from the 2014 regional audit
further audit will be performed at the end of the LWBC project man@geost to track
progress to date.

Improved and standardisedare
Livingwith and beyond cancer and supportive care

Risks to
success:

Limited influence to facilitate change in individual trusts and relying on individuals w
the CNS group to develop and make change within their trusts, these individuals are
already busywvith their own roles and may find this hard to achieve.

The Macmillan Colorectal LWBC project mandgerbeen able tinspire and help the
CNSto make the necessary progrelsst continuation of this enthusiasm is required
after the LWBC project manageost expires.

How will

Service specification change from the CCGs may promote the Recovery Package ac

any risks be requirement from trusts.

mitigated?

Support
required:

i To present at CEO level the importance of the Recovery Package to patient
experence and outcomes and encourage engagement with the LWBC agent
using the resources from the Macmillan Innovation Fund/Project Manager to
enhance activities that their trust is already doing.

9 To ask CEOs to makedeof Treatment Summary information a reguement for
their cancer pathways.

I Manchester Cancer and the GM Cancer Vanguard Team to use CCG
commissioning levers to drive the Recovery Package implementation.
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Outline Work programme

Action Resp. | By (date)

Evaluate progress of CNS group LS October2016

Continue with egular meetings of CNS groafier funding for the SD, NR| Ongoing
LWBC Project Manager post has expired

Continue with the dvelopment of alate effectspathway LS, SD | October 2016
Determine progress towards end of treatment sumiear LS October 2016
Issue LWBC Quarterly Reports LS July 2016

LWBC Innovation Fund Project presentation LS October 2016

Continue supporting the work of the Greater Manchester Car SD, LS = Ongoing
Vanguard LWBC work stream
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Objective3: Toenhancerecruitment of colorectal patients to clinical trial

Aim: To enhance recruitment of colorectal patients to clinical trials and ensure trial availa
and information is available to all sites. To address variability in research participatic
between stes and identify barriers and reasons for this and progress them.

This objective was introduced in the 2018 annual plarwith a target date for
completion of 2017.

Research update is a standing agenda item on each PB meeting and current trials &
discussed at each meeting.

Trust participation figures are also discussed when available from the CRN.

All trusts should demonstrate participate in key trials.

Driver(s) Manchester Canc& objective is to increase the proportion of patieimsolved in trials

for the to 40% by 2019. In order to do so, regular trial participation and knowledge about

change: available trials is essential for participating clinicians.

Domain: Research and education

Risks to Little ability to male busy clinicians engage as Principal Investigators for national tria

success: without previous positive experience of research at a skitew recruiting sites may not
have the necessary infrastructure to deliver these objectivisese barriers need to be
identified and discussed atefhwayBoardlevel.

How will Any barriers to recruitment will be discussed with the Clinical Research Netw

any risks be team.

mitigated?

Support Continued R&D support from all trusts.

required:

Outline Work programme

Action Resp. By (date)
Research update and discussion as a regular agenda item for a MB Ongoing
meetings

Review 20%/16 CRN reports to determine participation in key | MB/SD/NR September
trials 2016

To continue to dcuss participation rates #te CSG raeting, MB/SD Ongoing
determine areas of difficulty

Continue to approach low recruiting sites to progress furthi MB/SD Ongoing
PlanClinical Research update meetirggery two years MB/SDNR | April 2018
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Obijective4: To update network quidelines and mator, measure and assess colorectal cancer

services across the region

Aim: |

To update the guidelines produced by the GMCCN and to continually monitc
measure and assess the colorectal cancer services provided across the regi
To support the Greater Marester Cancer Vanguard Clinical and Operational
Standards work stream.

To ensure equality of access to services and high quality care across the reg
against nationally articulated standards.

The update of network guidelines was a target for ftmmualplan2015-16 with

a completion date of 204. This has not been fully completed but-going
progress has been maintained.

Monitoring, measuring and assessing colorectal services is a continual and
ongoing target and addressed contemporaneously at eacétimg throughout
the year.

Use of annual NBOCA data, in particular adjustgda& mortality and 9@ay
mortality.

Trust performance against nationally recognised Cancer Wait Times data.

Driver(s) MYy OKS&GSNI / Iy OS NXxaitcothés nartalfacud 8n siingval A

for the t I NOAOdzE I NI & G2 Yy I NNBearsurtial raiklfrag 18%
change: (now) to 6% for patients diagnosed in 2020.
Domain: Faster and better diagnosis

Improved and standardisedare

Risksto 1 Limited time available to dedicate to guideline uptake and engage busy clinic
success: to participate with this objective Some trusts participation in the activity of the
Pathway Board has been suboptimal and this hinders full discussionldépre
faced by these trusts.
9 A more proactive approach to guideline update has been attempted with
PathwayBoard members of trusts with less involvement being approached
directly to try to increase engagement but this has resulted in limited succes:
9 Lackof engagement from all clinicians with the GM Cancer Vanguard prograi
whole system approach
How will Through verking with theGM Cancer Vanguard Clinical Standards work strear
any risks be and escalating concerns to the Manchester CanceoEive team.
mitigated?
Support 1 Manchester Cancer needs to inform relevant CEOs of their@riestk of
required: engagement in the Colorectal Pathway Board.

)l

Effective encouragement for clinical engagement with the GM Cancer Vangt
programme

Outline Work pogramme

Action

Resp. By (date)

Data presentation

SD/NR | Ongoing

Trust norengagement addressed SD As required
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All guidelines completed and formalised PB/CSG | July 2017
members
Work with the Greater Manchester Cancer Vanguard team { SD/ On-going

improve Pathway Bard members participation in guideline | GMCV
updates

Work with the Greater Manchester Cancer Vanguard team { SD/ On-going
support the transformation of cancer catierough supporting | GMCV
the Clinical Transformation work programmes
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Objective 5: Tosupport the Greater Manchester Cancer Vanguard Clinical Transformation
work programme
Aim: To support the B! Cancer Vanguard Clinical Transformation work prograrantkto
participate in thefollowing GM Cancer Vanguakdork streans:
1 LivingWith & BeyondCancer
1 NewDiagno$ic Models
1 Prevention& Awareness
1 Clinical& Operational Standards

Driver(s) GM Cancer Vanguard system reform proposal

for the
change:
Domain: Prevention, screening and early detection
Faster and better dignosis
Improved and standardisedare
Living with and beyond cancer and supportive care
Research and education
Risks to Failure to attain effective engagement from all clinicians
success:
How will Continuous involvement witthe Greater Manchester Vanguard Team.
any risks be
mitigated?
Support CEO support from all trusts to effectively implement acrossits
required:

Outline Work programme

Action Resp. | By (date)
LWBGQ; presentation to the Pathway Board WM June 2016
Identify teams vithin Trusts for LWBC Project WM, September
SD, NR, 2016
LS
Meeting with Clinical Operations Standards Team RP, SD | September
2016
Present Operational Standards Plan to the PB RP December
2016
Early Diagnosis & Preventigrsee objective 1
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10. Appendix 3¢ Clinical Update in Colorectal Disease Event

Manchester Cancer

1.30-2.00 Registration and coffee

Flyer for event:

Clinical Research Update
in Colorectal Disease

210-230 The Clinical Research Network - Ms Sue Dyde
Venue _
MARVEL/IIMPRESS/TRIGGER - Professor Gina

2.00-2.10 Welcome and overview - Mrs Sarah Duff

Wednesday 20t April 2016, e Brown
1.30pm - 5pm

Lecture Theatre 2,

Education & Research Centre,
University Hospital of

South Manchester

3.00-3.15 HART - Mr Jared Torkington

3.15-3.30 HiP - Mr Dale Vimalachandran

3.30-3.45 Tea and refreshments

How to Reg ister 3.45-405 CReST2/STAR TREC - Professor James Hill
Please confirm your attendance to: 4.05-4.35 FOXTROT[DREAMSIROCSSIBORODIN -Dr
i z Laura Magill

Nicola Remmington, Pathway Manager, Manchester Cancer
4.35-455 Upcoming trial: CREATE - Dr Simon Gollins

Email: Nicola. Remmington@nhs.net
Mobile: 07825761205 4.55-5.00 Summary and close - Professor James Hill

Delegate Feedback:

Clinical Research Update in Colorectal Disease
Wednesday 20" April 2016

Lecture Theatre 2, Education and Research Centre,
University Hospital of South Manchester, M23 OLT

Delegate Feedback Questionnaire i Summary of results

1. How useful did you find this event?

Not useful | O Fairly useful | 1 | Useful | 11 |Extremely useful | E¥H
If this event was not useful, please explain why:

No responses

2. How did you first hear about this event?
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(Please tick boxes)

A mailshot

21

Other (please specify below)

Through work/a colleague

Pathway Board Meeting x8; Email from Mrs Duff x1; Direct approach from

organiser x1; Not specified x1

3. Please indicate what you thought about the venue facilities and the event
administration on a scale of 1-5.

(Please highlight a number for each)

Key: 1= Very Poor; 2 = Poor; 3 = Fairly Good; 4= Good; 5 = Excellent

Venue & 1=Very 2 = Poor 3 = Fairly
Administration Poor Good
Administration 0 0 1
Registration 0 0 0
Arrangements
Venue 0 0 1
Facilities
Ease of Access 0 1 8
to Venue
Refreshments 0 0 7

4, How useful to you personally was each session on a scale of 1-5?

(Please highlight a number for each)

Key: 1= Not directly relevant in

Extremely Useful

current post but of interest;

2= Not Useful; 3 = Fairly Useful; 4= Useful; 5 =

Speakers

1= Not
directly

2= Not

3 = Fairly

4= Useful

5=
Extremely
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Useful

relevant in Useful Useful
current
post but of
interest

Ms Sue Dyde 3 1 8
The Clinical
Research Network
Professor Gina 1 0 0
Brown
MARVEL,
IMPRESS,
TRIGGER
Mr Jared 4 0 5
Torkington
HART
Mr Dale 3 0 6
Vimalachandran
HiP
Professor James 0 0 1
Hill & Dr Laura
Maygill
CReST2, STAR
TREC
Dr Simon Gollins 0 0 2

CREATE
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5. What were the best aspects of this event?

Good speakers, well organised and chaired.

Variety of trials

Meeting people from other hospitals/centres participating in trials. Meeting the trial
lead - faces to names!

To network and for the profile of upcoming trials to be raused. It was great to meet
those who were involved in the trials that we will be involved in.

All presentations were interesting and very informative.

As the speakers were essentially aiming their presentations at an audience of
heal th professional s, whi ch | am not , I
to evaluate sessions individually. In any event, | need to review the slides when
they are sent through so I can fully digest the content and raise any queries arising
(which would not have been feasible on the day). Overall, however, | found it a very
useful introduction to research and clinical trials, which | expect to be reinforced
when | have been able to look further at the slides from the event.

Finding out about new studies in more detail.

Opportunity to hear what trials are out there.

Very informative. Opportunity to hear about trials relevant to our patients.

The opportunity to find out more about current recruiting trials and future trials,
especially now that the NIHR trial portfolio does not show the latter ones unless you
know their title.

Content of the day, good presentations, learnt a lot about colorectal research
happening in the country.

The opportunity to increase my knowledge regarding research trials and their
purpose.

Enjoyed all presentations.

Hearing about new studies in colorectal field that will change practice.

Prof Gina Brown.

Excellent event to raise awareness of trials within colorectal.

Good to see people from network - previous and current colleagues.

All presentations were very interesting.

Having the opportunity to learn about trials in more detail and the time to discuss
aspects of the trials with the Cls.

The consolidation of all trial updates into one afternoon session was extremely
useful.

Excellent overview.

Talks on colorectal studies - better understanding enthusiasm of clinicians.

Very interesting and informative speakers. Increased my awareness of clinical
trials available and possibilities of my trust entering into these trials.

Increased awareness of available trials and who to target & recruit.

Excellent speakers and superb MDT attendance.

Variation in presentations. Great to have a local meeting & colleagues from
multiple centres.

TRIGGER info.

Opportunity to meet lead researchers. Up to date information & opportunity to have

[2].

49




Manchester Cancer

Colorectal Pathway Board

Excellent meeting. Great collection of interesting trials.

Update of trials availability.

Multidisciplinary speakers- though more of a 'surgical’ tilt!

Discussion of new trials.

Meeting colleagues.

Succinct presentations. Great opportunity to network.

Time to discuss research with experts and colleagues.

Updates on ongoing and planned trials relevant to specialty interests. Networking.

Update on clinically relevant trials in colorectal surgery. Good to network and
collaborate.

Nice mix of talks - radiology/surgery/RT. Good representation from most hospitals.
Nice to see mix of surgeons, Oncologists, Radiologists, Pathologists, nurses at
meeting.

It was a really well organised and great afternoon and a great opportunity to
network.

The number and spectrum of attendees.

New trials - role of Imaging.

The new trial information and the interest/support for colorectal research.

Good coverage of trials.

6. What could have been done better or differently?

? Opportunity to discuss entering our centre with CIs.

Programme could have been sent earlier.

Parking preferential rates??? - minor point only. Specific pathology point of
contact to have/guide input, make sure all pathologists know of event. My MDT told
me but sure colleagues in other trusts were not told early enough. Path talk might
be enlightening to wider audience (or deathly boring!)

It was well organised but it is difficult to cater for a multi disciplinary audience.

Involve more medical oncologists to highlight chemotherapy based trials as well.

Handout of trials.

Could not see slides from back of room because of heads in way. Would be helpful
to have slide handouts in room or provided at registration so one can make notes. |
missed a lot of details at bottom of screen (contact details). Or could email to all
after session.

? Slides made available after event - not sure if this will happen but would be very
useful.

Nil. Needs to happen more often.

7. What impact will this event have on your future practice?

Will plan to recruit to these trials in the future.

Involvement in trials at my Trust
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Increase my trial awareness

To want to continue in research trials and practise. We could be having a major
change/impact on patient care/treatment. How exciting!

To motivate me to follow up on these studies.

Having a background knowledge of the trials that we plan to open at UHSM will
certainly help and answer questions about the trial.

Potential for much higher patient recruitment rate.

Stimulus to get involved in some of these trials.

To discuss with rest of colorectal team about trials to join, especially TRIGGER.

Approach potential Pis for some of these trials.

Would like [to] participate in more trials.

Ability to understand and impact upon patients' treatments and options.

Greater understanding of trial ability to support patient.

Much more awareness of current colorectal trials and support infrastructure to take
part in research and trials.

I will be looking into these studies and making contact with the relevant people for
further information and hopefully be able to implement these studies at site.

Potentially use template for reporting rectal MRI.

Helps my understanding to assist with recruitment into clinical trials. Have learnt re
trials we don't currently recruit into for MDT discussion if to express an interest.

Contact in NIHR. Improved understanding of current research questions. Important
for a pathologist to be aware of these and where we fit in.

Gave me more awareness of the studies.

Hopefully add more trials to our portfolio and enable discussions of trial rationale
with other members of the surgical teams.

This will make me aware of the current trials and prompt me to review their
completions in the future.

Will set up some of the studies discussed at site.

Will investigate trials further with clinical and research team. Will provide more
research trial possibilities for my patients.

Consider recruiting patients to trials.

Although not all studies/research discussed the enthusiasm of research within
colorectal cancer shall improve/develop my clinical practice.

More engaged with studies.

Insight into future studies.

Improve research participation.

More awareness of surgical trials. Networking.

Look into feasibility of opening new trials.

Yes.

Will review study set-up and introduce robust processes.

Improve knowledge of trials. As a Histopathologist understand need for good
documentation.

Encourage involvement in national trials in units I'm working in.

To enter more patients into trials.

Always good to highlight relevant/new trials.

| will increase our Department's participation in trials.

Trial awareness, recruitment and best options for patients.
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Not relevant to practice, but the understanding gained from this event will help me
in my role as a patient representative on the Colorectal Pathway Board

Better MRI Reporting.

Participate more.

8. Please write down any additional comments or suggestions:

Great Afternoon.

Really useful afternoon.

This was a useful event, perhaps it could be repeated on a regular basis and for
other disease areas (specialties). Well done to all involved. Good Q&A - open and
informative.

Very well organised with excellent speakers.

Excellent presentations, all very informative at a nursing level.

New exciting trials on the horizon.

A very useful day, [ 7] é updates and evol \

Pathology input - could help everybody. Thank you for organising this event. It
was of comparable high standard to the recent Network Upper Gl event | attended at
Central.

An excellent overview of current and ongoing trials. Excellent to gain appreciation
of how treatment is (?)

Thanks for organising a great afternoon.

Excellent meeting.

Thank You. Well done.

It was run very well.

A little upset in the first session that Pennine Acute were not mentioned in the
recruitment update as we in fact recruited very well (bar chart).

Need to have these meetings more regularly.

Should be yearly.

Please send additional information about TRIGGER

Thank you for completing this questionnaire.
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