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Executive summary 
Summarise the annual report in no more than two sides. This is will be what is seen by the 
Manchester Cancer Provider Board so use it to demonstrate the progress that is being made 
and the challenges that are currently faced and might be overcome with the help of the 
Provider Board. Number each paragraph and use bullet points wherever possible.The Breast 
Network Site Specific Group (NSSG) worked collaboratively with regional colleagues in the 
Greater Manchester and Cheshire Cancer Network (GMCCN), sharing good practice and 
discussing issues for the benefit of patients in the pursuit of excellence. The Manchester 
Cancer Breast Pathway Board aspires to continue this good work, but with a new and 
refreshed emphasis on equity of access and care, providing the very highest quality of future 
proof services. As a consequence of the extension of the NHSBSP it is anticipated that there 
will be a reduction in patient numbers at non-screening sites.  There is also a trend for much 
more sophisticated diagnostics, a national shortage of breast screening specialist 
professionals.  
 
We need to consider: 

 access issues for patients 

 how this dovetails with the NHSBSP 

 workforce constraints 

 education, training and succession planning 

 capital and estate issues 
 
As a consequence of current referral patterns we will need to engage with Primary care 
colleagues, Area Teams, the Strategic Clinical Network and Commissioning Colleagues in 
Cheshire and Lancashire.   
 
This work will need to be supported by:  

 Dedicated project management  

 A review of previous work  

 Benchmarking of local data and unit outcomes against national data such as 
service profiles, NICE guidance, NHSBSP standards and stakeholder 
documents. 

 Engagement of clinicians, patients and users in development of services that 
are future proof 

 
I welcome the opportunity to be at the forefront of a new era, encouraging colleagues to 
embrace the need for clinicians to lead the way for better services for patients. 
 
The following Report outlines how we have put together a pathway board of expert 
representatives to start to shape this and a work programme for the coming year. 
 

 
Mrs Jane L Ooi MB ChB FRCS Ed (Gen. Surg.) 
Consultant Oncoplastic Breast Surgeon & Breast Pathway Director Manchester Cancer 
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1. Introduction 
 
2013/14 was a transitional year for cancer services in Greater Manchester and East Cheshire. 
The Greater Manchester and Cheshire Cancer Network ceased to exist in March 2013 when 
cancer networks nationally were amalgamated into strategic clinical networks as part of the 
NHS reorganisation. In Greater Manchester this coincided with the creation of Manchester 
Cancer, an integrated cancer system for Greater Manchester and East Cheshire.  
 
Twenty Manchester Cancer Pathway Clinical Directors were appointed in late 2013 and took 
up their roles on 1st January 2014. They spent the first months in post forming their Pathway 
Boards, multi-professional clinical groups from across the region. These pathway Boards are 
now formed and most had their first meeting in April/May of 2014.  
 
As such, this is a transitional annual report. It outlines the current configuration of services, 
the progress in forming the Pathway Board, the data on outcomes and experience that the 
Board took into account when setting its objectives, and what those objectives are for 
2014/15 and beyond. In July 2015 every Manchester Cancer Pathway Board will publish a full 
annual report, outlining the work of its first full year and its progress against those 
objectives.  
 
This annual report is designed to: 

 Provide a summary of the work programme, outcomes and progress of the Board – 
alongside the minutes of its meetings, its action plan and it scorecard it is the key 
document for the Board. 

 Provide an overview to the hospital trust CEOs and other interested parties about the 
current situation across Manchester Cancer in this particular cancer area  

 Meet the requirements of the National Cancer Peer Review Programme 

 Be openly published on the external facing website. 
 
 

2. General overview  
 
Incidence and Prevalence 

 
Data from the Cancer Registration Statistics for England 2012 (ONS 2014) identified breast as 
being the most common cancer for women.  In England there were 42,489 registrations of 
this disease group which made up 30.9% of all malignancies affecting women.  Over the past 
ten years, the age-standardised incidence rate for breast cancer has remained fairly stable.  
The main risk factor for breast cancer after gender is age with 80% of all new cases of breast 
cancer diagnosed among women in 2012 aged 50 and over with the median being 60-64.   It 
is estimated that about 27% of female breast cancer cases in the UK are linked to lifestyle 
and environmental factors that include obesity and alcohol consumption (Parkin, Boyd and 
Walker 2011).   
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Figure 1 below, identifies the first peak at 50-54 years and a second peak at 60-64 years.   it 
is clear that female age-specific incidence rates rise to significant levels for women in their 
50s, and then rise further to age 65-69.  
 
Figure 1. Average Number of New Cases per Year and Age-Specific Incidence Rates per 
100,000 Population, Females, UK 2009-2011 
 

 
 
In the North West, the age standardised rates for female breast cancer are slightly higher 
than the national average and significantly higher than London figures.  The registration 
rates for females in the South West of the country were the highest which may be 
associated with the numbers of women who are in the high risk age-groups in this part of 
the country.  These risks are associated with women from higher socio economic 
backgrounds as well as other health and socio-economic health inequalities.   
 
 
 
 
 
 
 
 
 
 
 



5 

 

Table 1. Directly age-standardised registration rates per 100.000 of newly diagnosed cases 
of cancer: site, sex and region of residence, England 2012, registered by February 2014 
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Mortality data  
 
Data from Cancer Research UK identifies breast cancer as the 3rd most common cause of 
cancer death in the UK (2011), accounting for 7% of all deaths from cancer and it is the 2nd 
most common cause of cancer death among women in the UK (2011), accounting for 15% of 
female deaths from cancer.  Breast cancer was the most common cause of death from 
cancer in women until 1998; since then there have been more deaths from lung cancer in 
women. 

Female breast cancer mortality is strongly related to age, with the highest mortality rates 
being in older women. In the UK between 2009 and 2011, an average of 46% of breast 
cancer deaths were in women aged 75 years and over, and three-quarters were in the 60s 
and over  

Age-specific mortality rates from female breast cancer rise steadily with age, the highest 
rates in those aged 85 and over. 

In 2011 there were 11,684 deaths from breast cancer in women in the UK. The crude 
mortality rate shows that there were around 36 breast cancer deaths for every 100,000 
females in the UK and less than 1 for every 100,000 males. 

The European age-standardised mortality rates (AS rates) of breast cancer do not differ 
significantly between the constituent countries of the UK, and have not done since 2003.  

However both the crude and age-standardised rates for Scotland are slightly higher than the 
UK average which may relate to health inequalities in this particular to this country. 

 Table 2 Breast Cancer, Number of Deaths, Crude and European age-standardised mortality 
rates per 100,000 population UK, 2011 

    England Scotland Wales Northern Ireland UK 

Female 

Deaths 9,702 1,036 608 338 11,684 

Crude Rate 36 38.3 39 36.5 36.3 

AS Rate 24.4 25.9 24.7 27.2 24.6 

Female breast cancer mortality rates have decreased overall in the UK since the early 1970s 
European AS mortality rates decreased by 34% between 1971-1973 and 2009-2011, though 

this includes a steady increase from the early 1970s until the mid-1980s and a decrease since 
then. European AS mortality rates were 40% lower in 2009-2011 than in 1984-1986 when 

http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Twenty
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Twenty
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Top3
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Top3
javascript:void(0);
javascript:void(0);
javascript:void(0);
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rates peaked. Over the last decade (between 2000-2002 and 2009-2011), the European AS 
mortality rates have decreased by 19%. There are likely to be several reasons for the decline, 
including improved detection through screening, increasing specialisation of care, and better 
access to more effective treatments (such as improved surgical techniques, targeted use of 
radiotherapy and use of adjuvant therapies including the widespread adoption of 
tamoxifen). 

Figure 2.  European age-standardised mortality rates by age UK, 1971 -2011 

For some tumour groups, a north south divide has existed for cancer mortality in the UK, 
however there is little geographical variation in regards to breast cancer.  The latest data 
taken from the National Cancer Intelligence Network (NCIN) identified that Greater 
Manchester, Lancashire and South Cumbria Strategic Clinical Network (SCN) region has a 
higher age-standardised mortality rate than the national average which is currently 36 per 
100.000 population.  Figure 4 highlights that although rates have fluctuated, there has been 
a decline in mortality since 2008 with the mortality rate for Greater Manchester, Lancashire 
and South Cumbria falling from 43.1 to 39.   
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Figure 3.  Age-standardised mortality rate by SCN area 2012 

 
Greater Manchester East of England East Midlands Cheshire and Merseyside England  

 
Figure 4. Five-year age-standardised mortality rates by SCN 2012    

  
 

Greater Manchester East of England East Midlands Cheshire and Merseyside England  
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National Guidance 
 
Secondary care services to support patients with breast cancer are commissioned locally via 
Clinical Commissioning Groups (CCG’s). The Improving Outcomes Guidance for Breast Cancer 
(NICE 2002) highlighted key recommendations for service delivery for local commissioners 
and focused on aspects of the service that were likely to have significant impact on health 
outcomes.  
 
The Surgical Guidelines for the Management of Breast Cancer (ABS 2009) bring together 
recommendations for the management of breast cancer from the point of diagnosis and 
identify that this should be the same regardless of whether the cancer was diagnosed via 
breast screening or as the result of the investigation of a breast symptom. 
 
The Quality Assurance Guidelines for Surgeons in Breast Cancer Screening (NHSBSP 2009) 
aim to identify appropriate measures of quality effectiveness of diagnosis and treatment 
provided for screen-detected breast cancer, facilitate and support the implementation of 
continuous quality assurance and improvement mechanisms and define standards for 
assessment of the service and be consistent with wider NHS initiatives. 
 
The Breast Cancer Quality Standard (NICE 2011) covers the management of early locally 
advanced and advanced breast cancer in adults for both screen detected and symptomatic 
breast cancers from the point of referral to a specialist team.  The quality standard describes 
markers of high quality, cost effective care that should contribute to improving 
effectiveness, safety and experience of care for adults with breast cancer. 
 
The Manual for Cancer Standards – Peer Review Programme was developed in 2001, at 
which point it covered only four tumour sites.  Since this time the Peer Review programme 
has developed and refined its aims to reflect changes in national strategy and healthcare 
organisation and continues to seek to improve care for people with cancer and their families 
by: 
 

 ensuring services are as safe as possible; 

 improving the quality and effectiveness of care; 

 improving the patient and carer experience; 

 undertaking independent, fair reviews of services; 

 providing development and learning for all involved; 

 encouraging the dissemination of good practice. 
 
 
 

3. Background to the pathway/cross-cutting area 
 
The Breast Network Site Specific Group (NSSG) was a multi-professional group chaired by 
Mrs Jane Ooi, who is a Consultant Breast Surgeon at Royal Bolton Hospital NHS Foundation 
Trust 
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The core of the NSSG was drawn from the MDT lead Clinicians from each local multi-
disciplinary team, and clinical support services involved in tumour management along the 
patient care pathway.  However, to contribute effectively to planning and commissioning, 
the NSSG needed to be supported and receive from local organisations both representation 
and core planning information about local services.  
 
The purpose of the NSSG was to ensure that services for patients with suspected or 
diagnosed Breast cancer were being delivered in accordance with NICE Improving Outcomes 
Guidance and Peer Review Cancer Quality Measures, ensuring constant improvement of 
services and outcomes across the Network. 
 
The NSSG had a clear work programme with many of its actions achieved. Areas to note 
include   

i. Supporting Public Health colleagues in the promotion of cancer awareness 
and early detection. Involvement with communities where there is poor 
uptake of breast screening. Mapping National Health Service Breast Screening 
Programme (NHSBSP) standards in symptomatic only units. 

 
ii. Monitoring the implementation of '2 week wait for all' across the region and 

sharing good practice to meet targets. 
 

iii. Improvement in length of stay for mastectomy from 5 days in 2008-9 to 74% 
as an overnight stay in January 2013. The readmission rate of 2.8% is well 
below the national 5% target. 

 
iv. Auditing standards for biopsy reporting, and contributing to the consultation 

for reconfiguration of histopathology services across Greater Manchester and 
its impact on multidisciplinary working.  

 
v. Audit against the National Mastectomy and Breast Reconstruction Audit and 

the development of local pathways for breast reconstruction, in particular 
involving plastic surgeons who had previously not been part of the NSSG. 

  
vi. Involving patients, nursing colleagues and allied healthcare professionals in 

developing regional action plans in response to national guidelines, the 
National Cancer Patient Experience Survey, survivorship pathways, and access 
to psychology and lymphoedema services.   

 
vii.  Breast cancer follow up protocols where there is currently very little national 

agreement. 
 
The NSSG also developed a complete list of clinical guidelines which are currently being 
reviewed by the Guidelines working group of the Breast Cancer Pathway Board 
 

4. Configuration of services 
Manchester Cancer covers the area of Greater Manchester and East Cheshire Cancer and 
covers a population of just over 3 million and is served by the following organisations: 
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North West Sector 
Royal Bolton Hospital NHS Foundation Trust 
Salford Royal NHS Foundation Trust 
Wrightington, Wigan and Leigh NHS Trust 
 
North East Sector 
Pennine Acute Hospitals NHS Trust 
 
Central Sector 
Tameside Acute NHS Foundation Trust 
 
South Sector 
East Cheshire NHS Trust  
Stockport Foundation Trust 
University Hospital of South Manchester NHS Foundation Trust 
 
The named local Breast teams will carry out the diagnostic process and surgical treatment 
for symptomatic patients from their own catchment, referring patients to Christie Hospital 
for radiotherapy, and for chemotherapy if unable to provide locally. 
      
 
 
 
 
 
 
Table 3 Local Breast Cancer Teams 
        

Local Breast Cancer Teams MDT Lead Clinician CCGs in Catchment Catchment  
Population  

Bolton Hospitals NHS Trust Mrs Jane Ooi NHS Bolton CCG 296,800 

East Cheshire NHS Trust Miss Chandeena 
Roshanlall 

NHS Eastern  Cheshire CCG 202,200 

Mid Cheshire NHS Trust Miss Vanessa Pope NHS Vale Royal CCG 
NHS South Cheshire 

102,200 
174,600 

 
Pennine Acute NHS Trust 

 
Mr Mohamed Absar 

NHS Bury CCG 
NHS Heywood Middleton & 
Rochdale CCG 
NHS North Manchester CCG 
NHS Oldham CCG 

196,200 
224,200 
 
187,600 
241,000 

Salford Royal Foundation 
Trust 

Miss Zahida Saad NHS Salford CCG 
 

250,100 

Stockport Foundation NHS 
Trust 

Mr Mohammed Sharif NHS Stockport CCG 299,100 

Tameside Acute NHS Trust Mr Simon Ellenbogen NHS Tameside & Glossop 
CCG 

241,100 
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University Hospital of 
South Manchester NHS 
Trust 

Prof Nigel Bundred NHS Trafford CCG 
NHS Central Manchester CCG 
NHS South Manchester CCG 

233,100 
214,700 
165,900 

Wrightington, Wigan and 
Leigh NHS Trust 

Mr Amar Deshpande NHS Wigan Borough CCG 320,600 

TOTAL   3,349,400 

 
Diagnosis of breast cancer is supported by the NHS Breast Cancer Screening Programme.  
Each screening assessment unit will carry out the diagnostic process for patients screened 
within their own catchment. After diagnosis patients, if clinically appropriate, will be offered 
treatment at the host trust of the assessment centre or may be referred back to their own 
local trust. 
 
Table 5 NHS Screening Assessment Units 
 

Assessment Unit Host Trust CCGs in Catchment Catchment Population 

Bolton Bolton Hospitals NHS 
Trust 

Bolton; Bury; HM&R; 623,200 

Macclesfield East Cheshire NHS Trust East Cheshire; Stockport 501,300 

Crewe Mid Cheshire NHS Trust Vale Royal, South Cheshire 276,800 

Wigan* Wrightington, Wigan and 
Leigh NHS Trust 

Wigan Borough 320,600 

Manchester University Hospital of 
South Manchester NHS 
Trust 

Salford; Trafford; Oldham; 
Tameside and Glossop; 
Manchester  

1,533,500 

Wigan* also screens women from South Lancashire CCG. 
 

 
The Christie Hospital is the Tertiary Referral Centre for the Cancer Network.  Radiotherapy is 
delivered at Christie Hospital and the satellite radiotherapy units based at Royal Oldham 
Hospital and Salford Royal   
 
Some chemotherapy and clinical trials will continue to be delivered from Christie Hospital, 
although local chemotherapy is currently available at: 

 Bolton 

 East Cheshire 

 Mid Cheshire 

 Oldham 

 Wigan 
 

5. Clinical guidelines 
 
The Pathway Board has only been in place since spring 2014 and has not yet had the 
opportunity to review its clinical guidelines and patient pathways. As such, the guidelines 
created by the previous cancer network group have been adopted until such time as they 
can be reviewed and updated in the coming year.  
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All of the relevant documentation remains on the legacy website of the old cancer network 
www.gmccn.nhs.uk and will be migrated to the Manchester Cancer website over the coming 
months www.manchestercancer.org.  
  
A full list of active current guidelines and their renewal dates will be produced for the 
updated constitution of July 2015.  
 
Manchester Cancer Pathway Board Clinical Guidelines working group are leading on the 
review of breast cancer clinical guidelines, including MDT guidelines and it is anticipated that 
a draft document will be developed over the next six months. 
 
 

6. Clinical information and outcomes  
The NCIN e-atlas provides age-standardised rates for breast cancer incidence and mortality 
for the old PCT health boundaries for 2 year aggregates.  Mortality data relates to 2009 – 
2011 and incidence to 2008 -2010.  The data indicates that the mortality rate for the region 
is fairly stable across all Trusts, however there is more fluctuation in the incidence rates with 
what was Oldham PCT having the lowest incidence across the region. 
 
 
 
 
 
 
 
 
Figure 5. Incidence and Mortality age-standardised mortality rates  
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https://web.nhs.net/OWA/redir.aspx?C=5QbiXDqjrkyiIgtoyjH54ylh6J7GetFITZknJ2-fVvS-dAJeEqQTPXHVWacjF4nUXHT-SEhGwQk.&URL=http%3a%2f%2fwww.gmccn.nhs.uk%2f
https://web.nhs.net/OWA/redir.aspx?C=5QbiXDqjrkyiIgtoyjH54ylh6J7GetFITZknJ2-fVvS-dAJeEqQTPXHVWacjF4nUXHT-SEhGwQk.&URL=http%3a%2f%2fwww.manchestercancer.org%2f
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This year, there has been a particular challenge in acquiring data on breast cancer clinical 
lines of enquiry, normally provided within the breast cancer service profile.  The breast 
cancer profile has a number of indicators which have not yet been populated by NHS 
England.  This is due to the data controllers, the Health and Social Care Information Centre 
(HSCIC) reviewing its internal data release policies.  Despite this, the Breast Cancer Pathway 
Board has been able to review some service profile data on performance, specifically related 
to the 2 week wait, 31 day and 62 day pathways. 
 
Figure 6. New cancer cases 2013-14 
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Generally Trusts that have screening as well as symptomatic units had the highest number of 
new cases in 2013 -14.  The Trust with the lowest number of new cases saw over 500 less 
patients in this year. 
 
Figure 7. Percentage of suspected breast cancer referrals seen within 2 week Q2 – Q4 
2013-14  
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Figure 8. Percentage of patients treated within 31 days Q2 – Q4 2013-14  
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Figure 9. Percentage of patients treated within 62 days Q2 – Q4 2013-14  
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The data indicates that all Trusts are performing reasonably well in regards to cancer waiting 
times achieving above or at national minimum standards.  This will support patients in 
getting good access to specialist services.  Many Trusts with high numbers of referrals have 
maintained their performance through a range of initiatives including extra clinics. 
 
 

7. Patient experience  
 
Understanding the patient experience is important to the Pathway Board and National 
Cancer Patient Experience Survey data will be brought to the attention of the Board.  In 
regards to the results published in 2013, East Cheshire and Bolton performed in the top 10 
hospitals nationally for patient experience scoring 2nd and 8th respectively.  It is clear that 
across the region, breast cancer services in Greater Manchester perform at or above the 
national average.  For example there is a positive response to patients to question 13, which 
indicates that most patients were clear and understood explanations regarding their 
diagnosis with Trusts scoring between 69% to 88% with a national average of 79%.   
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Figure 10. NCPES (2013) response to Q13 
 

 
 

 

There are areas of the survey where both nationally and regionally the performance 
perceived is lower than desired.   Question 68 in the survey identifies that most patients in 
Greater Manchester are not offered a written assessment or care plan with Trusts scoring 
between 7% - 36% and a national average of 21%.  Similarly, patients did not feel that taking 
part in cancer research trials was discussed in many Trusts, however East Cheshire and the 
Christie outperform the national average.  Comprehensively it is clear from question 70 that 
most patients had a positive experience of care. 
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Figure 11.  NCPES (2013) response to Q68 Patient offered written assessment and care 
plan 
 

 
 
Figure 12.  NCPES (2013) response to Q30 Taking part in cancer research discussed with 
patient 
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Figure 13. NCPES (2013) Patient’s rating of care ‘excellent/very good’ 
 

 
 
 
 
 
 

8. Research and clinical trials  
 
Data from the National Institute for Health Research (NIHR) identified that Greater 
Manchester and Cheshire Clinical Research Network recruitment performance exceeded the 
targets for both randomised control trials (RCT) and non-RCT activity with 362 breast 
cancer/premalignant patients recruited into RCT’s and 268 non-RCT trials. The targets set for 
the Network are 20% of all patients recruited into a NIHR study and of this, 7.5% to be 
recruited into an RCT.  This year this equates to 180 patients to be recruited into RCT with 
408 patients recruited overall.  Below is a summary of current recruitment performance by 
Trust for the year to date. 
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Figure 14. Percentage of patients recruited to breast cancer studies in 2014-15 by Trust 
 

 
 

9. Innovation in clinical practice 
  
Innovative activity occurs across the region from the adoption of Oncotype DX, where the 
North West were among the first to introduce this. Radioistope Occult Lesion Localisation is 
used in at least one screening unit and is reported to be better tolerated by patients and 
increase the accuracy of resection of non-palpable breast carcinomas. New models of 
aftercare are to be piloted in parts of north east, central and south Manchester as part of 
the Manchester Cancer Improvement Partnership with Macmillan. New techniques in breast 
reconstruction such as the use of Acellular Dermal Matrix and Lipomodelling are being 
offered successfully in several units.  
 
 
 

10. The Pathway Board  
 
10.1. Formation of the Board  
 
The principle of Manchester Cancer Pathway Boards is that they should be professionally 
and institutionally representative, yet small and manageable in size. To help Pathway Clinical 
Directors form institutionally representative Boards the Manchester Cancer central team 
sought nominations from trusts for their representative(s) on 16 of the 20 Pathway Boards. 
Nominations were not sought for Children’s, Sarcoma, Palliative Care and Early Diagnosis as 
alternative arrangements were necessary in these areas.  
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For each Pathway Board trusts were asked to provide up to three nominations from a range 
of professions from which the trust representative(s) could be chosen. The team asked that 
nominations included a brief statement of the individual’s suitability for membership of the 
relevant Pathway Board. 
 
Nominations were passed to Pathway Clinical Directors who took them into account when 
forming their Boards. Trusts were informed during this process that Directors would not be 
obliged to accept all trust nominations but that, if a Pathway Clinical Director wished to 
appoint a trust representative that had not been nominated by their organisation, then this 
would be discussed with the Trust Cancer Clinical Lead. 
 
The Breast Pathway Board were delighted that there were so many nominations and it was a 
challenge to shortlist representatives..  The final decisions were based on the statements 
provided regarding  individuals suitability.   Due to the interest shown by a high number of 
allied health care professionals an AHP Forum has been set up to encourage engagement  
with this important group and to develop networking and sharing of best practise.   
 
10.2. Membership  
 
The membership of the Pathway Board is attached below, the recruitment of an additional 
patient representative is still to take place.  This will be supported by Manchester Cancer 
who have been working with Macmillan Cancer Support to develop its approach to the 
involvement of people affected by cancer in its work.  The outcome of this will be the 
development of a framework of the involvement of people affected by cancer which will be 
produced later in the summer. 
Named leads as identified in the Terms of Reference and a deputy Chair will be agreed at the 
Pathway Board meeting in September. 
 
 
 
 
 
 
 



Table 6. Manchester Cancer Breast Cancer Pathway Board Members 
 

Name   

Administration  Role Breast Cancer Pathway Representation 

Mrs Jane Ooi  Chair  

tbc  Deputy chair 

Melissa Wright  Pathway Manager 

Trust Representatives    

Mr Mohammed Absar  Consultant Breast Surgeon Trust Representative (Pennine) 

Mr Amar Deshpande Consultant Breast Surgeon  Trust Representative (WWL) 

Miss Vanessa Pope Consultant Breast Surgeon Trust Representative (Mid Cheshire) 

Miss Chandeena Roshanlall Consultant Breast Surgeon Trust Representative (East Cheshire) 

Miss Zahida Saad Consultant Breast surgeon Trust Representative (Salford) 

Mr Amir Sharif Consultant Breast Surgeon Trust Representative (Stockport) 

Histopathology Representatives    

Dr Mark Pearson Consultant Histopathologist  

Dr Miles Howe Consultant Histopathologist and Pathology QA Lead  

Oncology Representatives    

Dr Brian Magee  Consultant in Clinical Oncology Oncology Representative  

Dr Anne Armstrong  Consultant in Medical Oncology Oncology Representative 

Radiology Representatives    

Dr Michael Crotch-Harvey  Programme Director East Cheshire and Stockport 
NHSBSP 

Radiology Representative  

Dr Gillian Hutchison Programme Director Bolton, Bury and Rochdale 
NHSBSP 

Radiology  Representative 

Allied Health Care Professionals   

Clare Brearley Advanced Nurse Practitioner   

Clare Yates Breast Care Nurse  

Karen Livingstone  Specialist Breast Care Physiotherapist  

Other Stakeholders   
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tbc   

Research Representative    

Prof Nigel Bundred Consultant Breast Surgeon  Research and Trust (UHSM) Representative  

Pathway Representatives    

tbc  Screening and PHE Representative  

Coral Higgins Cancer Commissioning Manager, NHS Manchester 
North, Central and South Clinical Commissioning 
Group’s 

Commissioning Representative  

Tara Breslin Primary Care Representative  

Tarek Baht Primary Care Representative  

Amanda Myerscough Primary Care Representative  

Patient User Representatives   

David Makin  Patient Representative  

tbc   
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10.3. Meetings  
 
To date, there have been two Pathway Board meetings and meetings are scheduled to take place 
every two months.  The format divides the meeting into a working group that lead on the actions 
within the annual plan and a formal Board meeting.  The approved minutes for the Pathway Board 
and the record of attendance are included in the appendix.   
 
 

11. Progress and challenges to date  
Outline here any work on quick wins that has already been undertaken by the Pathway Board. Also 
outline any challenges that have already presented themselves.  
 
Work to develop the Pathway Board began shortly after the recruitment of the Pathway Manager 
and to date there have been 2 meetings.  The Pathway Board has swiftly identified work 
programme ideas for the upcoming year and beyond and there has been significant progress to 
date which includes: 
 

 The development of working groups to drive through the implementation and 
development of the annual plan 

 A structure to review and update the clinical guidelines 

 The development of an Allied Health Professionals Forum with a defined role in supporting 
the work of the Pathway Board 
 

Some of the challenges that have impacted on the work of the Pathway Board include: 
 

 Poor access to local and national data on performance and its limitations on modelling the 
pathway 

 The Pathway Board decided to rotate days and venues in order to give biggest opportunity 
for all PB members to attend on each occasion.  There is an awareness that this may have a 
deleterious effect due to the inability of some people to travel. This will be monitored and 
reviewed at the end of the year. 
 
 

 

12. Vision and objectives  
 
There are a range of projects that the Pathway Board will undertake to improve breast cancer 
services within the region.  The annual plan (which can be found in appendix 4) identifies the work 
that will be undertaken to support this in the next year 
 



Manchester Cancer 
 

- 25 - 

 

13. Appendix 1 – Pathway Board Terms of Reference 
 

Manchester 
Cancer Services 

part of Manchester Cancer 
 

Breast Cancer Pathway Board 
Terms of Reference 
 
These terms of reference were agreed on 1st May 2014 by Jane Ooi, Pathway Clinical Director for 
Breast Cancer, and Mr David Shackley, Medical Director of Greater Manchester Cancer Services, 
on behalf of the Greater Manchester Cancer Services Provider Board. The terms of reference will 
be subject to future review.   

The Pathway Board 

The Breast Cancer Pathway Board is a cancer care specific board with responsibility to improve 
cancer outcomes and patient experience for local people across Greater Manchester and areas of 
Cheshire (a catchment population of 3.2 million). This area is synonymous with the old Greater 
Manchester and Cheshire Cancer Network area.  

The Pathway Board is led by a Pathway Clinical Director and is formed of a multidisciplinary team 
of clinicians and other staff from all of hospital trusts that are involved in the delivery of breast 
cancer care in Greater Manchester. The Pathway Board also has membership and active 
participation from primary care and patients representatives.  

The Breast Cancer Pathway Board reports into and is ultimately governed and held to account by 
the Greater Manchester Cancer Services Provider Board. 

1. Greater Manchester Cancer Services Provider Board 

The Greater Manchester Cancer Services Provider Board is responsible for the service and clinical 
delivery arm of Manchester Cancer, Greater Manchester’s integrated cancer system. Manchester 
Cancer has two other arms: research and education (see appendix for the structure of Manchester 
Cancer).  

The Provider Board is independently chaired and consists of the Chief Executive Officers of the ten 
acute hospital trusts in the Greater Manchester area:  

 Bolton NHS Foundation Trust 

 Central Manchester University Hospitals NHS Foundation Trust 

 East Cheshire NHS Trust 

 Pennine Acute NHS Trust 

 Salford Royal NHS Foundation Trust 
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 Stockport NHS Foundation Trust 

 Tameside Hospital NHS Foundation Trust 

 The Christie NHS Foundation Trust 

 University Hospital of South Manchester NHS Foundation Trust;  

 Wrightington, Wigan and Leigh NHS Foundation Trust;  
 
The Provider Board regularly invites representatives of commissioners, the Strategic Clinical 
Network, and Manchester Cancer to its meetings.  

2. Purpose of the Pathway Board 

The purpose of the Pathway Board is to improve cancer care for patients on the Greater 
Manchester breast cancer pathway. Specifically, the Pathway Board aims to save more lives, put 
patients at the centre of care, and improve patient experience. The Board will represent the 
interests of local people with cancer, respecting their wider needs and concerns. It is the primary 
source of clinical opinion on this pathway for the Greater Manchester Cancer Services Provider 
Board and Greater Manchester’s cancer commissioners.  

The Pathway Board will gain a robust understanding of the key opportunities to improve outcomes 
and experience by gathering and reviewing intelligence about the breast cancer pathway. It will 
ensure that objectives are set, with a supporting work programme that drives improvements in 
clinical care and patient experience.  

The Pathway Board will also promote equality of access, choice and quality of care for all patients 
within Greater Manchester, irrespective of their individual circumstances. The Board will also work 
with cancer commissioners to provide expert opinion on the design of any commissioning 
pathways, metrics and specifications. 

3. Role of the Pathway Board 

The role of the Breast Cancer Pathway Board is to: 

Represent the Greater Manchester Cancer Services professional and patient community for breast 
cancer. 

Identify specific opportunities for improving outcomes and patient experience and convert these 
into agreed objectives and a prioritised programme of work. 

Gain approval from Greater Manchester’s cancer commissioners and the Greater Manchester 
Cancer Services Provider Board for the programme of work and provide regular reporting on 
progress. 

Design and implement new services for patients where these progress the objectives of 
commissioners and Greater Manchester Cancer Services, can be resourced, and have been shown 
to provide improvements in outcomes that matter to patients. 

Ensure that diagnosis and treatment guidelines are agreed and followed by all teams in provider 
trusts, and are annually reviewed. 
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Ensure that all providers working within the pathway collect the pathway dataset measures to a 
high standard of data quality and that this data is shared transparently amongst the Pathway 
Board and beyond. 

Promote and develop research and innovation in the pathway, and have agreed objectives in this 
area. 

Monitor performance and improvements in outcomes and patient experience via a pathway 
scorecard, understanding variation to identify areas for action. 

Escalate any clinical concerns through provider trusts. 

Highlight any key issues that cannot be resolved within the Pathway Board itself to the Medical 
Director of Greater Manchester Cancer Services for assistance. 

Ensure that decisions, work programmes, and scorecards involve clearly demonstrable patient 
participation. 

Share best practices with other Pathway Boards within Greater Manchester Cancer Services. 

Contribute to cross-cutting initiatives (e.g. work streams in living with and beyond cancer and early 
diagnosis). 

Discuss opportunities for improved education and training related to the pathway and implement 
new educational initiatives. 

Develop an annual report of outcomes and patient experience, including an overview of progress, 
difficulties, peer review data and all relevant key documentation. This report will be published in 
July of each year and will be the key document for circulation to the Provider Board. A template 
for this report is available so that all Pathway Boards complete the report in a similar manner. 

4. Membership principles 

All member organisations of Greater Manchester Cancer Services will have at least one 
representative on the Pathway Board unless they do not wish to be represented. 

Provider trusts not part of Greater Manchester Cancer Services can be represented on the 
Pathway Board if they have links to the Greater Manchester breast cancer pathway. 

All specialties and professions involved in the delivery of the pathway will be represented. 

The Board will have at least one patient or carer representative within its membership 

One professional member of the Pathway Board will act as a Patient Advocate, offering support to 
the patient and carer representative(s). 

The Board will have named leads for:  

 Early diagnosis  

 Pathology  
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 Radiology 

 Surgery 

 Oncology 

 Specialist nursing  

 Living with and beyond cancer (‘survivorship’) 

 Research 

 Data collection (clinical outcomes/experience and research input). 
 

It is possible for an individual to hold more than one of these posts. The Pathway Clinical Director 
is responsible for their fair appointment and holding them to account. 

These named leads will link with wider Greater Manchester Cancer Services Boards for these areas 
where they exist. 

All members will be expected to attend regular meetings of the Pathway Board to ensure 
consistency of discussions and decision-making (meeting dates for the whole year will be set 
annually to allow members to make arrangements for their attendance). 

A register of attendance will be kept: members should aim to attend at least 5 of the 6 meetings 
annually and an individual’s membership of the Pathway Board will be reviewed in the event of 
frequent non-attendance and/or non-attendance at 2 consecutive meetings. 

Each trust member will have a named deputy who will attend on the rare occasions that the 
member of the Board cannot.  

5. Frequency of meetings 

The Breast Cancer Pathway Board will meet every two months. 

6. Quorum 

Quorum will be the Pathway Clinical Director plus five members of the Pathway Board or their 
named deputies.   

7. Communication and engagement 

Accurate representative minutes will be taken at all meetings and these will be circulated and then 
validated at the next meeting of the Board.  

All minutes, circulated papers and associated data outputs will be archived and stored by the 
Pathway Clinical Director and relevant Pathway Manager.  

The Pathway Board will design, organise and host at least one open meeting per year for the wider 
clinical community and local people. This meeting or meetings will include: 

 An annual engagement event to account for its progress against its work programme 
objectives and to obtain input and feedback from the local professional community 
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 An annual educational event for wider pathway professionals and interested others to 
allow new developments and learning to be disseminated across the system 

 
Representatives from all sections of the Greater Manchester Cancer Services professional body 
will be invited to these events, as well as patient and public representatives and voluntary sector 
partners. 

An annual report will be created and circulated to the Medical Director of the Greater Manchester 
Cancer Services Provider Board by 31st July of each calendar year.  

The agendas, minutes and work programmes of the Pathway Board, as well as copies of papers 
from educational and engagement events, will be made available to all in an open and transparent 
manner through the Greater Manchester Cancer Services website once this has been developed. 

8. Administrative support  

Administrative support will be provided by the relevant Pathway Manager with the support of the 
Greater Manchester Cancer Services core team. Over the course of a year, an average of one day 
per week administrative support will be provided. 
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14. Appendix 2 – Pathway Board meeting attendance 

 

NAME ROLE TRUST 
1st May 

2014 

Mark Pearson Consultant Histopathogist 

Bolton 

Y 

Gillian Hutchison Screening Programme Director N 

Helen Sewell CNS N 

Brian Magee Consultant in Clinical Oncology 
Christie  

N 

Anne Armstrong Consultant in Medical Oncology   

Chandeena Roshanlall Consultant Breast Surgeon 
East Cheshire 

  

Michael Crotch-Harvey Consultant radiologist   

Vanessa Pope Consultant Breast Surgeon 
Mid Cheshire 

  

Mohammed Absar Consultant Breast Surgeon Pennine   

Clare Brearley CNS deputy 

Zahida Saad Consultant Breast Surgeon 
SRFT 

deputy 

Mr Amir Sharif Consultant Breast Surgeon Stockport   

Nigel Bundred 
Consultant Breast 
Surgeon/Research 

UHSM 

N 

Miles Howe 
Consultant Histopathogist and 
Pathology QA Lead   

Anthony Maxwell Consultant Radiologist N 

Karen Livingstone CNS N 

Amar Deshpande Consultant Breast Surgeon 
WWL 

N 

    

Other 

  

Coral Higgins Commissioning N 

David Makin Patient   

Tara Breslin GP   

Tarek Baht GP   

Amanda Myerscough GP N 
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15. Appendix 3 – Approved Pathway Board minutes to 31st July 2014 
 

Breast Cancer Pathway Board – Minutes of Meeting 
 

 

Thursday 1st May, 2.30 pm – 4.30 pm 
Boardroom, Royal Bolton Hospital 

 

 

 
Attendance Representation 

Jane Ooi Chair 

Mohammed Absar Trust Representative (Pennine) 

Vanessa Pope Trust Representative (Mid Cheshire) 

Chandeena Roshanlall Trust Representative (East Cheshire) 

Sumohan Chatterjee (deputy) Trust Representative (Salford) 

Amir Sharif Trust Representative (Stockport) 

Mark Pearson Histopathology Representative 

Miles Howe Histopathology Representative 

Anne Armstrong Oncology Representative 

Michael Crotch-Harvey Radiology Representative 

Clare Yates (deputy) Allied Health Professional 

David Makin Patient Representative 

Tara Breslin Primary Care Representative 

Melissa Wright Pathway Manager 

Apologies  

Amar Deshpande Trust Representative (WWL) 

Brian Magee Oncology Representative 

Gillian Hutchison Radiology Representative 

Helen Sewell Allied Health Professional 

Karen Livingstone Allied Health Professional 

Nigel Bundred Research and Trust Representative (UHSM) 

Anthony Maxwell Screening and PHE Representative 

Coral Higgins Commissioning Representative 

Tarek Baht Primary Care Representative 

Amanda Myerscough Primary Care Representative 
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Agenda Item Action 

1. Welcome and Introductions 
 

JO welcomed everyone to the meeting and members were invited to introduce themselves.  
Apologies were noted 

 

2. Manchester Cancer – Aims and Rationale 
 

MW gave a short presentation on the background to Manchester Cancer and its ambition to reduce 
the excess premature deaths from cancer in Greater Manchester and to support the growing number 
of patients that will be living with and beyond cancer. 
 
The focus of Pathway Boards will be on all areas of the patient pathway, not just those that take place 
within the hospital setting.  This will be supported through the collection and analysis of data, which 
will allow the identification of opportunities to change and improve current pathway models.  This 
work will be documented in an annual work plan, which will form part of a three-year plan.   MW also 
provided information on the Manchester Provider Board, made up of the 10 CEO’s of the acute Trusts 
in Manchester along with representatives from the Strategic Clinical Network, patients and local 
commissioners.  

 

     3       Terms of Reference 
 
JO explained that each Pathway Board would sign up to the Manchester Cancer Terms of Reference 
(ToR).  These can be amended to reflect specific pathway areas.  Particular areas of the ToR were 
discussed within the meeting: 
 
In section 3.0 – Purpose of the Pathway Board, JO identified National Cancer Patient Experience 
Survey as a tool for understanding how patients feel and the importance of ensuring Manchester 
Trusts were scored in the top 10% of the country.  JO also felt it would be important for the Pathway 
Board worked closely with commissioners in the development of a universal breast cancer service 
specification and identified that this work is currently been led by CH on behalf of the City of 
Manchester CCG’s, and could be a template for all breast cancer commissioning in Greater 
Manchester.  JO explained that within Greater Manchester Trafford CCG had been appointed as the 
lead commissioner for Cancer to support the commissioning of non-specialist tumour groups. 
 
In section 4.0. – Role of the Pathway Board, JO highlighted the importance of designing and 
implementing new services where it is identified that they will progress the objectives of 
commissioners and Manchester Cancer.  JO identified that these services should be grounded in the 
evidence base and focused on quality. 
 
DM asked whether the Board would seek to recruit additional patient members.  JO agreed and there 
was a discussion regarding the Macmillan led patient engagement workshop that would be held on 
23rd June.  JO thought it would be useful to put posters up advertising the event within patient waiting 
rooms to attract a wider number of patients.  JO asked about the scorecards referenced in 4.11.  It 
was identified that this related to RAG rated dashboards that would monitor the progress of Boards in 
achieving their targets. 
 
In section 5.0. – Membership Principles, JO highlighted that the membership of the breast cancer 
Board broadly met the named lead requirements within the ToR, however leads for early diagnosis, 
living with and beyond cancer, a patient advocate were required.  JO stated that she would also like to 
have a named deputy Chair for the Board.  Nominations for the outstanding leads will be sought 
following the next meeting. 
 
JO ran through the meeting schedule for the year.  Meetings would take place every two months and 
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Trust representatives would be asked to volunteer to host meetings at their hospitals.  JO stated that 
the ToR indicated that members would be required to attend five of the six meetings held annually.   
Following a vote by members, it was agreed that all meetings would take place in the afternoon. 
 
In section 8 of the ToR – Communication and Engagement, it was identified that each Board was 
required to host an educational event.  MP suggested engaging primary care representatives to 
support their understanding and knowledge and TB felt her colleagues would be receptive to this 
idea.  DM thought it would be useful to focus on living with and beyond cancer and self-care.  JO 
thought it would be useful to have a primary care event focused on diagnostics and self-care along 
with an additional meeting that would communicate the wider work programme of the Pathway 
Board and its achievements to date. 
 
ACTION: 
 
MW to enquire whether the Macmillan patient engagement event can be advertised within patient 
waiting rooms. 
JO to contact Breast Cancer Care to identify if they can support patient representation for the 
Board. 
Named leads for outstanding positions will be sought following the next meeting. 
An amended list of meeting dates to be sent to members.  Those who agree to host will need to 
book 2 rooms. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
MW 
 
JO 
 
JO 
MW 

3 Review of Intelligence 
 
The data for 2WW for quarter 2 and quarter 3, 2013 – 2014 were reviewed.  JO recognised that 
although all Trusts were meeting targets, this was a reflection of the extra clinics that most Trusts 
were holding.  JO also noted that although all Trusts had been rated green, the percentage rates for 
2WW were dropping slightly.  SC thought it would be important to equate how many extra clinics 
were required to ensure the 2WW was adhered to.  JO thought this would be important to include in 
the GP educational event. 
 
In regards to Service Profiles, JO recognised that the data quality for 2014 was not as good as that of 
2013.  JO recommended that Trust members looked at their service profile, BCCOM data and 
screening data and report any discrepancies back to their Trust.   

 

4 Ideas for the Work Programme 
 
JO went through the ideas that had been submitted prior to the meeting.  There was a discussion 
regarding TBa idea to devise a scheme to support the follow-up of non-attenders.  JO indicated that 
Peter Elton – Medical Director for the SCN, was promoting the implementation of the breast cancer 
risk assessment tool into every GP practice.  This would rank patients at risk and high risk patients 
would then be offered drug treatment.  JO stated the tool was American so may not reflect Greater 
Manchester populations effectively.   
 
MW explained that the colorectal cancer Pathway Board are looking at setting up a specific pilot 
project to target non-attenders to colonoscopy screening.  GP’s will be incentivised to engage and a 
targeted pathway between the screening programme, the screening hub site and GP’s would be 
developed to support this. 
 
MCH indicated that there are 2nd appointment invitations to women who don’t attend their 1st 
screening appointment, but this only engaged a small number of women.  JO highlighted that in 
Central Manchester screening coverage data for the area is sent back to each GP practice.  It was 
agreed that information regarding these types of interventions should be forwarded to the 
prevention and early diagnosis Pathway Board, which is Chaired by Ram Sundar.  JO stated that he 
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had asked if a member of this Board could attend his meetings to update on matters pertaining to 
early diagnosis, screening and prevention, to share common themes and good practice across the 
tumour sites.  VP emphasised that not all patients are suitable screening candidates and this would 
need to be taken into account when trying to improve screening rates.  JO thought that GP’s would 
identify patients who would not be appropriate to pursue for screening. 
 
Members of the meeting were asked to provide other work programme and educational event ideas: 
 

 MP – Update on COSD and availability of outcomes data, Independent evaluation of oncotype 

DX testing, reviewing proportionate and customised treatments for breast and axilla and 

training surgeons to undertake vacuum assisted removal of lesions 

 CY - Development of the stratification of follow-up using learning from the MCIP Project 

 MA - Targeting GP’s in practices/wards that contain hard to reach patients and using 

Innovative ideas to target these GP’s to ensure they receive information/education 

 CR - Outcome data by surgical procedure and recurrences 

 SC- Implementation of Intraoperative sentinel node biopsy by one-step nucleic acid 

amplification 

 MCH – Data from Breast Cancer Registry  for 1 and 5 year survival rates 

 AS - Axillary surgery and potential lifelong effects (may be undertaken via the POSNOC trial) 

 VP - Extending local guidelines where national guidance is out of date and ensuring oncology 

guidelines are adopted by the Pathway Board to support all Trusts specifically those working 

outside the GM area 

 DM - Reviewing service provision for lymphedema 

 TB - How to actively target screening non –attenders, use targeted meetings where GP’s are 

currently incentivised to attend.  At these meetings GP’s are required to feedback to the rest 

of their practice.   Review the approaches of primary and secondary care across the pathway 

to identify inconsistencies and develop stronger relationships 

 AA - Improving the patient pathway for patients going to and from tertiary care, Metastatic 

disease   

 JO - Review GP referral patterns to identify outliers and focus communication to understand 

issues in those practises. Education meeting presentations on the use of bisphosphonates and 

new treatments  for metastatic disease in particular local recurrence 

JO thanked everyone for their ideas and explained that the format of future meetings would consist 
of a Board meeting session,  and a session working  in groups on selected work programme areas.  
Prior to the meeting, email correspondence would take place for each group regarding their work 
programme to accelerate any actions required.   
 
ACTION: 
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Ideas for the work programme will be collated and sent to members 
The top 3 ideas will agreed and working groups assigned 
MW and JO to be copied into working group email correspondence 
 

 
MW 
JO 
All 

5 Peer Review 
 

JO explained that although network peer review was still under the remit of the SCN, it was 
anticipated that the Pathway Board would take responsibility for this.  This would include an annual 
report and the constitution which will be based on the ToR. 

 

6 Provision of Breast Services for Greater Manchester 
 

JO provided some background to this agenda item which began with an investigation into the 
inaccuracies in the reporting of symptomatic breast radiology by a single radiologist working at 
Trafford.  This was followed by a review of all breast cancer MDT’s, which recognised that although 
they were safe, they were not future proof.   
 
On Monday JO attended a meeting to look at this issue with representatives from Public Health 
England, the SCN, Manchester Cancer, and NHS England.  Unfortunately, there was no local 
commissioning representation at the meeting and it was agreed that commissioning representatives 
would need to be advised on the current situation to agree and drive forward the recommendations.  
The proposed model is to integrate all symptomatic units with screening units.   It is still hoped a 
screening assessment centre would be developed in this area.  JO recognised that this model would 
be challenging due to the limited radiology resource. 
 
To support the understanding of this, a radiology workforce questionnaire was disseminated by MW 
and to date only 4 responses were received and JO will contact individuals for clarification.  In regards 
to this issue JO would like the Board to agree that their priority is patient safety and quality of care 
and this should be driven through a service specification that can be achieved by all services.  JO 
agreed that the service specification developed by CH should be shared and indicated that it reflected 
NICE guidance that all services should be working to a level of a screening unit. 
 
CR asked if it was a national specification and JO explained that breast cancer was one of three 
tumour groups commissioned locally.  SC asked if resolving this should be part of the remit of the 
Pathway Board and JO felt that it should.  MA felt that it was wrong to suggest that all symptomatic 
units were not able to provide a service to the level of a screening unit.  JO reflected that many 
symptomatic units did not have the techniques to diagnose certain patients and these were being 
referred to screening units.  AS thought that these patients could be supported through an alignment 
model.  JO confirmed that the national guidance was very clear regarding service models, and that 
was the service that Greater Manchester would have to move to. 

 

7.       A.O.B. 
 
MA asked whether there would be a Network led education event.  JO explained that there is no 
funding for this but this would be something the Board would incorporate as part of their education 
event responsibilities. 

 

8.       Date of next meeting  
 

Wednesday 2nd July 2 pm – 5 pm, Salford Royal Foundation Trust (room to be confirmed). 
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Appendix 4 – Pathway Board Annual Plan 2014/15 
 

Breast Cancer Pathway Board Annual Plan 2014-15 

Pathway Clinical Director:  
 

Jane Ooi 

Pathway Board Members: 
 

Please see attached 

Breast_Cancer_Path
way_Board_membership_attendance list 1st May.docx

 

Pathway Manager:  
 

Melissa Wright 

Date agreed by Pathway Board:  
 

 

Date agreed by Medical Director: 
  

 

Review date:  
 

 

 

Summary of objectives  

The Pathway Board should agree three to five objectives. Objectives should be specific, 
measurable, achievable, relevant and time-bound. The timeline for achievement of objectives can 
extend beyond 2014/15 but the Pathway Board should be clear on what progress will be made 
within the year.  

The agreed objectives should be summarised here and expanded upon in the following pages. The 
summary should also outline the alignment of these objectives to those of the Manchester Cancer 
Provider Board outlined in the appendix.



No Objective Alignment with Provider Board 
objectives 

1 To benchmark 1-year survival for breast cancer  1-year SURVIVAL  

2 To benchmark surgical outcome data including 

local recurrence 

1-year SURVIVAL 

3 To support understanding of the breast cancer 
pathway through the development of education 
and engagement activities 

1-year SURVIVAL 
Patient EXPERIENCE  
RESEARCH and INNOVATION 

4 To update network guidelines and develop new 
guidelines as required 

1-year SURVIVAL 
Patient EXPERIENCE  
RESEARCH and INNOVATION 

5 To develop a baseline for survivorship  Patient EXPERIENCE  
RESEARCH and INNOVATION 
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Objective 1: To benchmark 1-year survival for breast cancer 

Objective:  
 

To identify the 1-year survival rates for breast cancer within Greater Manchester 
and identify any opportunities to improve performance. 

Rationale:  
 
 
 

To inform the Pathway Board and to benchmark performance of current services  
 
To identify if further work is required to improve areas of the pathway 

By (date): 
 

Data will be collected  dependant on availability  

Board 
measure(s):  

2 week wait referrals and conversion rates, screening coverage and uptake and 
stage of cancer at diagnosis. 

Risks to 
success:  
 

There are significant issues in accessing contemporaneous data for cancer.  
Retrospective reviews of data may be required. 
Difficulty in obtaining individual trust data 

Support 
required:  

Manchester Cancer will need to develop local solutions to support Pathway Boards 
with access to data. Its anticipated close working relationships with local cancer 
registries will be needed.   

 
The programme of work through which the Pathway Board will achieve the objective should be 
outlined below. This can take whatever form the Pathway Board considers appropriate. Two 
suggested formats are provided. 

Work programme  

Action Resp.  By (date) 

A process of collecting 1-year survival data to be agreed by Working 
Group and North West Cancer Intelligence Service (NWCIS) 

Data 
W/G  
and 
NWCIS 

November 2014 

Retrospective data to be analysed by NWCIS and unit level and  1-year 
survival rates produced 

NWCIS February 2015 

Results of analysis to be presented at Pathway Board Data 
W/G  

March 2015 

 

Work programme 

Task Resp.  
May - 
June 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

Mar- 
Apr 

May-
Jun 

July-
Aug 

A process of collecting 1-year 
survival data to be agreed by 
Working Group and North 
West Cancer Intelligence 
Service (NWCIS) 

Data 
W/G  
and 
NWCIS 

        

Retrospective data to be 
analysed by NWCIS and unit 
level and 1-year survival 
rates produced 

NWCIS         

Results of analysis to be Data         
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presented at Pathway Board W/G 
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Objective 2: To benchmark surgical outcome data including local recurrence  

Objective:  
 

To identify and benchmark surgical outcome data including local recurrence and 
identify any opportunities to improve performance 

Rationale:  
 
 
 

To inform the Pathway Board and to benchmark performance of current services  
 
To identify if further work is required to improve areas of the pathway 

By (date): 
 

Data will be collected  dependant on availability 

Board 
measure(s):  

Breast conserving surgery rates, margins, reoperation rates, adjuvant 
therapies,recurrence rates, new / second cancer diagnosis rates 

Risks to 
success:  
 

There are significant issues in accessing contemporaneous data for cancer, so 
retrospective reviews of data may be required. Difficulty in obtaining individual trust 
data  

Support 
required:  
 

Manchester Cancer will need to develop local solutions to support Pathway Boards 
with access to data. 

 
The programme of work through which the Pathway Board will achieve the objective should be 
outlined below. This can take whatever form the Pathway Board considers appropriate. Two 
suggested formats are provided. 

Work programme  

Action Resp.  By (date) 

A process of collecting surgical outcome data including recurrence to 
be agreed by Working Group and North West Cancer Intelligence 
Service (NWCIS) 

Data 
W/G  
and 
NWCIS 

November 
2014 

Retrospective data to be analysed by NWCIS and unit level and data on 
surgical outcomes produced 

NWCIS February 2015 

Results of analysis to be presented at Pathway Board Data 
W/G 

March 2015 

 

Work programme 

Task Resp. Week 
May-
June 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

March-
Apr 

May-
June 

July-
Aug 

A process of collecting surgical 
outcome data including 
recurrence to be agreed by 
Working Group and North West 
Cancer Intelligence Service 
(NWCIS) 

Data 
W/G  
and 
NWCIS 

        

Retrospective data to be analysed 
by NWCIS and unit level and data 
on surgical outcomes produced 

NWCIS         

Results of analysis to be Data         
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presented at Pathway Board W/G 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Objective 3: To support understanding of the breast cancer pathway through 
the development of education and engagement activities 

Objective:  To ensure the work of the Pathway Board is disseminated to all relevant 
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 stakeholders it plans to undertake a range of education and engagement activities.  
These activities will highlight any concerns regarding elements of the pathway and 
disseminate and update good practice across the region and across primary and 
secondary care.   

Rationale:  
 
 
 

This is a requirement of the Pathway Board Terms of Reference and it will be useful 
to provide information and education and to understand the perspectives of a range 
of stakeholders and develop stronger links between primary and secondary care 

By (date): 
 

March 2015 

Board 
measure(s):  

This may impact on measures which are supported by Primary Care, these include 
routes to diagnosis and conversion rates and screening uptake rates, survivorship 
and living with and beyond cancer. Metastatic and palliative care pathways 
 

Risks to 
success:  
 

The events may not attract the target audience in sufficient numbers to be 
effective.  These events will require adequate resource and funding to be successful 
and reach the target the audiences required 

Support 
required:  
 

May require support from the Christie School of Oncology to develop and organise a 
range of events 

 
The programme of work through which the Pathway Board will achieve the objective should be 
outlined below. This can take whatever form the Pathway Board considers appropriate. Two 
suggested formats are provided. 

Work programme  

Action Resp.  By (date) 

List of event ideas to be developed Ed/eng working 
group 

July 2014 

Identify whether funding for events is available  Ed/eng working 
group 

November 
2014 

The Christie School of Oncology to be contacted to identify what 
support they can provide in the organisation of events 

Ed/eng working 
group 

November 
2014 

Planning for first event to take place Ed/eng working 
group  

January 
2015 

 

 

 

 

 

 

Work programme 

Task Resp. Week 
May- July- Sept- Nov- Jan- March- May- July-
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June Aug Oct Dec Feb Apr June Aug 

List of event ideas to be 
developed 

Ed/eng 
working 
group 

        

Identify whether funding 
for events is available 

Ed/eng 
working 
group 

        

The Christie School of 
Oncology to be contacted 
to identify what support 
they can provide in the 
organisation of events 

Ed/eng 
working 
group 

        

Planning for first event to 
take place 

Ed/eng 
working 
group 
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Objective 4: To update network guidelines and develop new guidelines as 
required 

Objective:  
 

Guidelines for the management of breast cancer should be reviewed and new 
guidelines  to be developed to reflect current practice 

Rationale:  
 
 
 

To provide consistency and equity of service across the region. 

By (date): 
 

February 2015 

Board 
measure(s):  

N/A 

Risks to 
success:  
 

The time required from Clinical Subgroup and Pathway Board members to update 
and develop guidelines. 

Support 
required:  
 

Feedback from Clinical Subgroup and support from Manchester Cancer Provider 
Board to ensure that guidelines are implemented across the region. 

 
The programme of work through which the Pathway Board will achieve the objective should be 
outlined below. This can take whatever form the Pathway Board considers appropriate. Two 
suggested formats are provided. 

Work programme  

Action Resp.  By (date) 

Review of 2012 network clinical guidelines with named author leads 
assigned to each chapter 

Guidelines 
working 
group 

November 
2014 

Chapter headings developed and agreed to support document Guidelines 
working 
group 

December 2014 

A format for the document to be developed  MW January  2015 

Working document for clinical guidelines  to be developed for review by 
Pathway Board 

Guidelines 
working 
group 

February  2015 

 

 

Work programme 

Task Resp. Week 
May-
Jun 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

March-
Apr 

May-
June 

July-
Aug 

Review of 2012 network 
clinical guidelines with 
named author leads 
assigned to each 
chapter 

Guidelines 
working 
group 
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Chapter headings 
developed and agreed 
to support document 

Guidelines 
working 
group 

        

A format for the 
document to be 
developed 

Guidelines 
working 
group 

        

Working document for 
clinical guidelines to be 
developed for review by 
Pathway Board 

Guidelines 
working 
group 
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Objective 5: To develop a baseline for survivorship  

Objective:  
 

To explore the range of follow-up and survivorship strategies that are available 
across the region and identify the impact of any variances. 

Rationale:  
 
 
 

To understand the performance of breast cancer services and support the work of 
the MCIP project and the Living with and beyond cancer pathway. Learn from piolot 
interventions and share good practise. 

By (date): 
 

July 2015 

Board 
measure(s):  

National Cancer Patient Experience Survey. Patient and User group feedback. 

Risks to 
success:  
 

Trusts ability to respond to the surveys in good time to feed into wider work 
programmes. MCIP progress and collaboration with Living with and beyond cancer 
pathway. Recruitment of Patient and User representatives. Availability and time 
commitment necessary from Breast Care Nurses and other Allied Health care 
professionals 

Support 
required:  
 

 Patient and User framework collaboration with Macmillan. Support for Allied 
Health Care Professional Group 
Collation of Patient Experience Surveys and mapping to various areas across greater 
Manchester.  

 
The programme of work through which the Pathway Board will achieve the objective should be 
outlined below. This can take whatever form the Pathway Board considers appropriate. Two 
suggested formats are provided. 

 

Work programme  

Action Resp.  By (date) 

Map current follow-up practices CH/PB November 
2014 

Support and use learning from MCIP project CH/PB On-going 

Develop and use innovative practices in survivorship and Living with 
and Beyond Cancer 

CH/PB On-going 

 

Work programme 

Task Resp. Week 
May-
June 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

March-
Apr 

May-
June 

July-
Aug 

Map current follow-up 
practices 

         

Support and use 
learning from MCIP 
project 

         

Develop and use 
innovative practices in 
survivorship and Living 
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with and Beyond Cancer 
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Appendix: Manchester Cancer Provider Board objectives  
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The Manchester Cancer Provider Board has identified the themes of its three key objectives. The 
precise wording of those objectives remains to be confirmed.   
 

1.  1-year SURVIVAL: Focus on improving 1-year pooled cancer overall survival rate, so that 

we halve the survival gap with the world’s best (Sweden) for patients diagnosed in 2020, 

and approach their figures by 2025 

2. Patient EXPERIENCE: Achieve year-on-year improvement in patient experience aspiring 

to be the best performing conurbation in the National Cancer Patient Experience Survey  

3. RESEARCH and INNOVATION: Increase patient involvement in research (>40% by 2019) 

and be an international leader in developing innovation in clinical practice 

 


