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Minutes of the meeting
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Lucie Francis
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Andrew Wardley
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Darren Griffith, Cancer Commissioning Trafford CCG
Ryan Donaghey, Provider Federation Board
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1. Welcome and apologies
RPre welcomed members and apologies were noted. .

2. Minutes of the last meeting
The board approved the minutes of the meeting on 21st April 2017.

3. Action log and matters arising
The board noted the action log. It noted that all actions were complete or on the agenda.

4. Tobacco control plan in GM: presented by Jane Pilkington and Andrea Crossfield:
RPre introduced JP and AC, to present on the tobacco plan for GM.
JP introduced the tobacco plan and what the expectation will be on achieving delivery. There are
extensive multi stakeholder engagement events (May until July), with a planned full public
consultation and engagement event after this.
A detailed delivery plan will be developed commencing in May until August, to provide a full
business case for transformation funding alongside externally funded business cases by the end of
November 2017.
The evaluation and performance monitoring framework of this plan is currently in development with
public health England (PHE) and cancer research UK, with agreed outcome metrics and interim
milestones, developed both locally and in GM.
AC discussed that the ambition of the plan is to reduce smoking by a third, 13%, 150,000 fewer
smokers by 2020/21. Smoking remains the biggest single cause of health & wealth gaps across
GM and the plan will be targeted to reach into communities with highest prevalence to reduce
smoking in adults, priority groups & cut young people’s uptake. AC indicated this is a
comprehensive evidence-based strategy.
AC discussed that mobilisation of this campaign would be extensive and the transformation
funding required to be invested to deliver would be substantial; this campaign will be supported
with some funding from the cancer vanguard programme this year.
Comments from the board: CL suggested she was fully supportive and discussed the issue of the
secondary sectors and wanted assurance this campaign would not see an increase in targets
within hospitals. It was also important for volunteer sectors to come in and share learning. CL
suggested that campaigning should be joined up and there is a need to invest in secondary care
services. JP highlighted they have had extensive engagement with clinicians and leaders within
secondary providers.
AB, asked if Vaping should be more explicit within the strategy and be more positive, based on
current evidence, to move patients into this service and into quitting smoking.
DMi asked if there had been an equality analysis completed on the programme and the campaign
targeting communities which require this most, AC assured the Board that this had been
considered and it is an extensively targeted campaign as a result.
DS discussed the importance of a whole sector approach and being clear as to the specific asks
within the secondary care sector.
DS commented that the scale of the impact of an effective tobacco plan (& cancer prevention
initiatives in general), in terms of lives saved, would be very considerable, and over time far
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outweigh secondary care interventions. The tobacco plan would likely save 1000’s of lives over
many years, a figure that grows in a compound manner, building over time.
DM commented that the UI team and patient groups should be involved in the development of the
plan and strategy, JP and AC acknowledged this and this will incorporate this into the plan.
RPre indicated the need to be more explicit with the facts and scale of the impact of this plan,
particularly in the covering paper. It was suggested that specific facts such as 13 people a day die
from smoking in GM, would have greater impact.
RPre thanked the team for an excellent piece of work and presentation.
ACTION: RPre requested the board be kept informed of the development of the tobacco

plan and JP and AC to update on progress by September 2017.

5. Update from GM Cancer User Involvement Steering Group
DM provided an update on behalf of the UI steering group meeting. DM thanked RPre for attended
the steering group meeting this month and he had encouraged the group at the meeting to be more
demanding of the system and listen to patients and service users.
DM summarised the key messages from the steering group:


DM reiterated that UI representatives presented at the last GM cancer board regarding the
shortfall in psychological support for patients and that more support is needed. DS gave
assurances that this would be addressed by the recruitment of Dr McDonnell as Pathway
Director to this board. DS highlighted the importance of psychological support for patients
and family across all clinical pathway boards and it would be an integral part of the pathway
Director review process and work plan. This would include a scoping exercise to look at
the deficits in psychological support in GM. JH discussed that within mental health services
long term condition pilots should include cancer and there is a need to link with mental
health partners across the regions to support the psychology pathway board. JS highlighted
that the vanguard programme is also supporting a piece of work with the UI team on
psychology standards group by RPrud.



DM discussed that the TYA (teenage and young adults) Pathway board needs to be
reviewed, as it wasn’t functioning effectively and more effort was required supporting this.
DS assured DM that recruitment to this post would take place on the 28th June 2017 as well
as appointment to the Sarcoma pathway board.



DM discussed the on-going issue of accurate data being available and using this data to
improve services. DM highlighted that better collection of data would allow patients to have
their say, highlight improvements but also show inequity of services. DM discussed that
recognising it is important and that both primary and secondary cancers are considered in
all aspects of data collection.
DS informed the Board that the cancer intelligence report, which has been produced by the
vanguard team, will enable patients to see cancer data by CCG and cancer type and this
would be distributed once finalised into a comprehensive cancer intelligence report.



ACTION: DS to ensure recruitment to TYA pathway Director is completed and report back

to the board in July. DS to ensure Cancer intelligence report is shared once completed.
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6. SACT (Systemic Anti-Cancer Therapy) Update on GM Chemotherapy review:
Professor Andrew Wardley.
RPre introduced AW to the Board. AW is a Professor in Breast Cancer and a medical oncologist
and is pathway director for the SACT GM pathway board.
AW presented to the board that SACT encompasses chemotherapy treatments, antibody therapy
and immune therapies and it is a rapidly developing service in GM. Highlighted that new treatments
are being developed continually and cancer patients now stay on treatment much longer as a
result. AW highlighted that in 2016 over 64,000 treatments were delivered by the Christie and over
9,000 patients receiving systemic anti-cancer treatments.
The aim of the SACT strategy agreed in 2013 was to ensure that over 80% of patients had
treatments closer to home. This was achieved. However since 2013 with the increasing demands
on the services in GM, many patients are still travelling long distances for treatment.
The table below showed the areas where SACT was given and which areas have access to clinical
trials treatment.

AW said that trial treatments should be delivered closer to where patients live. There is a
significant CRF programme in place, which aims to deliver experimental medicine closer to home.
AW discussed the need to refresh the GM SACT strategy and trials strategy and look at workforce
issues and infrastructure, with a new model of care delivered via an integrated Hub and Spoke
Model (in presentation).
AW informed the Board that the Christie is leading in recruitment to clinical trials in the UK and
there continues to be a growth in recruitment with an increasing number of trials on offer to
patients. The types of trials are both commercial and non-commercial studies.
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AW concluded that in order to deliver world class outcomes for patients with cancer in GM, it is
vital they have access to newer more advanced treatments, more innovative treatments, and
treatments closer to home where possible.
AW stipulated that it is vital that patients are diverted away from standard SACT therapies to newer
regimes with potential advantages, such as less toxicity or greater efficacy. Finally AW requested
he would like significant patient involvement to support a new proposed model.
CL discussed that a new unit for chemotherapy was being designed at CMFT and any review of
workforce would need to be integrated into this plan so that organisations are working together on
a plan around workforce.
AE asked for assurance of what the board was being asked to do as a result of the paper and
presentation. AW reiterated that the SACT pathway board would like to work with other
organisations in GM to ensure that appropriate facilities are in place to facilitate care closer to
home and also offer research opportunities for patients in an equitable way.
RPre concluded that a review of the current SACT strategy is required, to review the principles that
underpin it, for example local access and clinical trial facilities and therefore it needs the attention
of the GM cancer system.
RPrud requested clarification of what the service specification needs to be and this needs to be
well defined including which acute services need to be co-located with trials services.
RPrud discussed that there needs to be a standard financial model for GM that facilitates/
incentivises the system working.
DB asked if there was a ‘GM’ strategy for SACT. AW confirmed there was a strategy completed in
2015 and agreed by providers. DB suggested this strategy should now be tested across GM and to
take it through the provider federation board.
RS highlighted that the strategy can be circulated again, but it was extensively circulated in 2015
and agreed. The Christie is the single provider for solid Tumour SACT treatment in GM as it is a
specialised commissioned service.
RPre summarised there is clear variation in access to treatment and clinical trials and we need to
be assured as a system that we are doing all we can.

ACTION: review of Greater Manchester’s SACT strategy to be conducted, coproducing a refined strategy. To return to board with update Nov 2017.
7. Business Case for the use of Adjuvant Bisphosphonates to Reduce Risk of
Breast Cancer Mortality.
RPre suggested the board are in agreement that the paper has been disseminated and read, with
a viable clinical argument previously debated and agreed at the December 2016 GM Cancer
Board. RPre requested a conclusion on next steps from commissioning.
RB noted that on Page 9 of the document ‘clarification being sought for funding’ he wanted to offer
support on this, as it is suggested in the paper that the situation remains unclear regarding funding.
RB has been in discussions with the CCG lead CFO and he wishes offer commissioning support
on this, ensuring CCG’s are cited on it. This will influence the governance route to take this
clinically important business case through.
RPre summarised it is clearly now a financial matter. RPre discussed with Adrian Hackney prior to
the meeting and there is a clear issue around financial flow. The consequences of not treating are
paid for by specialised commissioning. If we provide this treatment and preventing recurrent
disease, this will be paid for by the CCG’s. What mechanism do we use to ensure that the money
invested by spec-com is migrated in a way that is a compelling cost improvement argument, in a
relatively short period of time? This would justify some pump primed investment.
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RPre requested that commissioner colleagues review as a matter of urgency, RB to complete with
SP. RPre stipulated this is a modest amount of money for a very significant patient benefit in a
short period of time.
AB asked if the board is in danger of significant delays in decision making, due to commissioning
arrangements. AB suggested we should be a demanding force as a board and with a case with a
very justifiable clinical and moral argument, for a very small investment, this should just be agreed
and enacted.
DB raised a technical point that if business cases are brought to the board they must go through
appropriate processes before they come to board and financial decision for businesses cases will
not be made by the board, RPre agreed with this.
DM highlights in the paper (pg11) that this benefits breast cancer patients and therefore it the
single most important factor why this must be agreed.

ACTION: RB and work with SP and AH to establish an agreed commissioning plan.

8. HMDS review: summary update for board: David Shackley
DS outlined the proposal within the GM cancer plan for an ambitious new HMDS service to be set
up and in place by January 2018.
The historical perspective is evidenced by 10 years of work within GM to become compliant with
the HMDS services; this has involved several providers including Leeds, CMFT and Christie. We
have been unable to achieve the aspired compliance against national standards during this time,
despite several models being proposed to deliver this.
DS has therefore been asked on behalf of the system, for the board to instigate an external review,
led by Professor Robin Ireland, who has a senior leadership role at the Kings College unit and is
an internationally recognised haematology expert. He was appointed in April 2017 to carry out the
review process over the next 6 months. The first planned visit is 28th July, to meet executive and
clinical teams from both providers.
Professor Ireland will be asked to attend the board in November 2017 with his preliminary findings
and a proposal of a model to aim to achieve compliance. The aim will be to ensure patients will get
more reliable, accurate rapid HMDS service provision in GM.
DS concluded this review is required to ensure better access to haematological diagnostic services
in GM. If the system works together we can provide a sound clinical case ensure compliance.

9. Pathway Director Review: David Shackley
DS outlined the current process of pathway director reviews and recruitment in GM, in which a new
framework for appraisal was formulated around key ambitions outlined within the GM Cancer plan.
It has been recognised that a number of the pathway boards were functioning better than others
and the new process was designed to ensure all pathway boards were delivering against the same
accountable framework going forward.
DS evidenced that the pathway directors would have more accountability to deliver what the
system and providers required whilst recognising they will receive greater support from
commissioners, the GM Cancer team and the User Involvement teams.
DS described the review process, in which discussions have taken place over the last few months
culminating in a formal review process with panel presentation and interview. Some pathway
directors had already signalled an intention to step down. Following the reviews there were further
8

changes. A number of replacement/ new pathway Directors were recruited to in May 2017, with
remaining 2 pathway boards, TYA and sarcoma going to advert in June. DS requested
organisations to put forward applicants for these posts.
DS outlined the process detailed in the paper, in which a panel was convened on the 3-5th May
2017, consisting of patients affected by cancer, GP and commissioning, reflective of the system
board. The review process asked Pathway Directors to describe what they have achieved and how
they will deliver again the GM cancer plan in the future and their ambitions for this.
This followed an afternoon debrief in which actions were drawn up for each Pathway Director and
individual review meetings were set up during June, all of which have been completed. This will be
detailed in a summary paper in July 2017.
There are 2 pathway boards which sit outside of this review process, firstly Radiotherapy which will
be led at the Christie as the main provider. Secondly, the Living with and beyond Cancer pathway
board - this has been redesigned into a recovery package implementation group. This will be led
by the GM cancer team with nominated executive, clinical and operational staff from each of the
providers in GM, who will be responsible drive the delivery of the recovery package.
AB asked how long the pathway director tenure was for. DS discussed initially it would be a 2 year
appointments but subject to a robust annual review. AB reiterated that the on-going funding for GM
cancer, including pathway Directors and the GM team, needs to be resolved, to make the system
sustainable.
RPre discussed this was part of the overall funding plan in place for GM.

ACTION: DS to update the board on the outcome of the review process, paper for
July 2017.
10. 62 day update GM position: Dave Shackley.
DS reported that Quarter 4 performance was 85.9% against the 62 day cancer standard and we
have therefore achieved this quarter. April performance was 85.7%.
DS explained that FN and AE will be providing an update in a presentation in July to the board, on
the Director of Operations (DOO) processes to sustain and deliver this. RPre acknowledged that
the DOO team led by FN and AE have performed an excellent example of leadership and team
work to deliver this against ever increasing organisational pressures.
DS suggested further rigour would be applied to the data collection process, and data such as
Median time to treatment per pathway can be produced through analysis from the cancer
intelligence team within the vanguard, this will be broken down by providers and pathway. This
data has been requested by both Pathway Directors and the UI group.
RS discussed that there is a significant disconnect with NHS England data, often reporting that in
GM and Cheshire we have not achieved the 62 day standard, contrary to the Data supplied within
our own systems. RS highlighted the importance of the whole system working together in GM to
achieve the 62 day standard.

ACTION: FN and AE to present at next GM Cancer board in July on 62 day process
and how they work together and deliver this.

11. Vanguard Innovation update: Greater Manchester Cancer: Jenny Scott
JS discussed a number of highlights from the Vanguard paper. The first is the one stop
Multidisciplinary ‘Query Cancer’ clinic. This innovative clinic will involve patients being referred
from their GP, with vague symptoms into generic cancer clinics. This pilot will begin in Withington
hospital in June and patients will receive a cancer ‘yes/no’ within 7 days of appointment.
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The second is the pilot of Gateway ‘C’ an online accredited education programme open to all GP’s.
JS discussed that the vanguard programme have set an ambitious target to ensure 60% of all GP’s
within GM will be using this tool by October 2017, this was launched 3rd May.
The third item detailed in the paper is the Digital Pathology review, led by Bolton, following the
review of pathology services across GM. This will be a pilot to introduce the new digital technology
and JS has confirmed they have written to all providers and have received positive feedback and
have secured an industry provider for this.
Finally the ‘accountable clinical network’ review, discussion about the form and functions, who will
be involved and what will be required to deliver this, an event to discuss this took place on the 10th
May to take forward discussions. RPre suggested that this will come back to the board within due
course for discussion.
JS highlighted that an excellent video has been produced of the one year achievements within the
vanguard, link within the pack.
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number

Action log

2
1

2
3

4

5

6
7

th

Prepared for the 14 July 2017 meeting of the board

ACTION
JP and AC to update on progress to
September board.

AGREED ON
19th May 2017

DS to ensure recruitment to TYA pathway
Director
DS to ensure Cancer intelligence report is
circulated once completed.

19th May 2017

Review of Greater Manchester’s SACT
strategy to be conducted, co-producing a
refined strategy. To return to board with
update Nov 2017. AW to lead.

19th May 2017

Bisphosphonate business case: RB and
work with SP and AH to establish an
agreed commissioning plan for
DS to update on Pathway Director review
process.
FN and AE to present at next GM Cancer
board in July on 62 day process

19th May 2017

19th May 2017

STATUS
Launch of plan in July
2017, update report
September board
Recruited completed
28.6.17
Report to be circulated to
September 2017 Board
following approval at
DOO.
SACT Strategy to be
circulated to relevant
groups report
conclusions in November
2017
Action owned by
commissioners. Update
required.

19th May 2017

Paper for Board July
2017

19th May 2017

Presentation to Board
July 2017
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1. Purpose of Paper:
This paper is intended to inform the Greater Manchester Cancer Board on the provision of Acute Oncology
services in Greater Manchester & Eastern Cheshire. The current variation in outcomes, experience and
delivery across Greater Manchester and Eastern Cheshire will be outlined and recommendations will be
made to the Board on how this variation may be addressed.
The Greater Manchester Cancer Board is asked to:




Recognise the role acute oncology plays in the management of patients with complications of their
current diagnosis, treatment and the management of patients with an acute new cancer diagnosis.
Acknowledge the current inequalities and variation in outcomes, experience and delivery across
Greater Manchester and Eastern Cheshire.
Agree to the development of a service specification and delivery model in line with the
recommendations outlined in the paper below; which will meet the objectives within the Greater
Manchester Cancer Plan 2017 - 2021.

2. Background
Acute Oncology focusses on the management of patients with complications of their cancer diagnosis and
treatment as well as the management of patients with an acute episode following a new cancer diagnosis.
Although patients are often treated in specialist oncology centres, they are more likely to present to their
local hospital when acute problems develop. These patients can be categorised into:




Patients with known cancer who present as an emergency with acute complications of non-surgical
treatment – including Systemic Anti-Cancer Therapy (SACT) or radiotherapy; e.g. neutropenic sepsis.
Patients who present acutely due to complications from their primary tumour or due to complications
secondary to spread of their cancer (metastases) for example metastatic spinal cord
compression(MSCC).
Patients in whom a first diagnosis of cancer is made in the emergency setting who require non-elective
admission due to presenting with symptoms secondary to their malignancy.

3. Expected Benefits of an Acute Oncology Service
The National Chemotherapy Advisory Group report (NCAG, 2009) ‘Chemotherapy services in England:
ensuring quality and safety’; highlighted inadequacies in the care of cancer patients admitted as an
emergency with neutropenic sepsis following chemotherapy. The report was produced in response to
significant concerns raised by the National Confidential Enquiry into Patient Outcomes and Death (NCEPOD,
2008), and highlighted the need to improve services for acute oncology patients.
An effective acute oncology service will improve the patient’s experience, health outcomes and maximise
efficiency. The advantages to commissioning and delivering a good acute oncology service are:






Quality improvement on patients’ and families experience by providing expert advice, prompt
communication and support.
Reduction in urgent care demand and A&E attendances.
Reduction in average length of stay in hospital.
Less delay to definitive treatment or progression to enhanced supportive or palliative care as
appropriate.
Reduction in avoidable deaths due to complications of treatment.
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4. Current Service Model
Across Greater Manchester and Eastern Cheshire each year there are approximately 36,000 emergency
admissions of patients with a past or present cancer diagnosis. Those who are on active treatment require
24 hours, 7 day per week access to specialist input as they have a high morbidity and mortality if not
managed appropriately.
In Greater Manchester and Eastern Cheshire acute oncology services were developed in 2011/12 and are
delivered by:



Acute oncology teams composed of a consultant oncologist, clinical nurse specialist and administrative
support; and are based in each acute trust with an emergency department, on a 9-5, Monday to Friday
basis.
Specialist services such as the patient and professional 24 hour advice line and the MSCC Co-ordinator
service are based at the tertiary cancer centre.

4.1 Issues with the current service provision
There is national evidence of significant variation as to how an acute oncology patient is managed both ‘in
hours’ and also ‘out of hours’; variation in care has a significant impact on outcomes as well as patient
experience. National modelling shows that 30% of emergency admissions related to cancer could be
managed by other solutions and 25% could have a shorter stay.
Since acute oncology services were established across Greater Manchester and Eastern Cheshire there have
been improvements in the care of this patient group, however evidence of variation across the
geographical area is reflected in clinical outcomes, service delivery and patient experience; for example:








Door to needle times for the administration of antibiotics within one hour in patients with suspected
neutropenic sepsis range from 22% and 75% between trusts.
Trusts where patients are seen by a member of the acute oncology team within 24 hours are more
likely to achieve the door to needle target.
The ability of teams within trusts to see patients within one hour varies depending on capacity within
each team.
Currently the ability to provide a seven day service in acute trusts is variable.
Median length of stay for acute oncology patients varies from two to seven days between trusts;
however there are numerous factors which potentially may impact on a patient’s length of stay in
hospital.
There is currently a lack of alternatives for an acute oncology patient other than to attend or be
admitted to hospital.
Patients do not have equality of access to specialist 24 hour advice across Greater Manchester and
Cheshire.

5. Future service provision
In order to fully realise the expected benefits outlined in section three; Greater Manchester Cancer advise
that changes need to be made to the current service delivery model. A new model will have to provide a
consistent application of best practice and universal application of NICE guidance, National Peer Review
Programme measures and pathway-agreed quality standards.
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The objectives of a new service model will be to:



Reduce variation in access, outcomes and experience of care of cancer patients presenting as an
emergency.
Ensure cancer patients experience high quality acute oncology care that is appropriate for their
individual circumstances.




Develop new access routes ensuring patients receive a responsive service that delivers care as close to
home as possible. For those with complex presentations they are treated in centres with the right
expertise, processes and facilities to maximise their recovery.
 Ensure a high standard of training and education to healthcare staff in emergency departments
delivering care to patients with known or suspected cancer diagnoses.
 Provide a Greater Manchester and Eastern Cheshire wide co-ordinated service, with 24-hour access to
acute oncology advice and support for both patients and professionals.
 Ensure links with primary and community care are established in order to deliver seamless patient
pathways.
Meeting the objectives outlined above will provide a service fit for the future, that has sufficient flexibility
to provide emergency care, ambulatory care, withstand pressures and which meets all the required
standards all of the time. The objectives will be delivered through the following process:




Co- production of a Greater Manchester and Eastern Cheshire acute oncology service specification.
Design and development of a delivery model for acute oncology.
A full and inclusive consultation process.

6. Recommendations to the Board
The Greater Manchester Cancer Board is asked to:



Agree to the development of a task and finish group who will co-produce an acute oncology service
specification, develop potential delivery models and explore the costs and benefits of future models.
Agree to the task and finish group attending the Board in November 2017, where a service specification
and model for delivery are presented.

NB Appendix to follow with presentation and supporting data.

15

Greater Manchester Cancer

Paper
number

Vanguard Innovation

4

GREATER MANCHESTER CANCER BOARD

GREATER MANCHESTER CANCER VANGUARD INNOVATION PROGRAMME REPORT JULY 2017
Work stream
Involvement of
People Affected by
Cancer (PAbC)

Summary Progress
Twenty PAbC attended User Involvement event on 2 Jun to receive an update
on achievements of the Cancer Vanguard Innovation programme’s progress to
date.
Focus group of PAbC met to co-produce the scenarios for ‘Enhanced patient
decision making project’ that will form part of the web based enhanced
decision making package.

Prevention

Project 1: Social Marketing and Behavioural Change
Bowel screening - a toolkit has been rolled out and the training has
commenced for cancer champions/volunteers by the Bowel Health Improvement
Team in May17. Face to face engagement events planned with Smooth FM
radio to promote the bowel screening toolkit, along with cancer champion
recruitment.
Smoking - quits/behaviours insight work has been commissioned through
Mustard Research and is underway. This will seek actionable insights from 118
adults from across GM over 10 weeks using an ‘online community’. The provider
will also carry out two further focus groups with young people. The insights into
mass marketing and smoking quits nudges will inform a pan-GM mass media
smoking quits campaign in Jan 18.
Project 2: Citizen-led Social Movement:
To date 1,244 cancer champions have been recruited. A branding identity, set of
marketing materials, media guidance and digital platform to promote the project
has been commissioned through Unique Improvements and will be completed
mid July 17.
Project 3: Enhanced Screening Offer


The 6 month breast screening invite letter randomised control trial has
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Work stream

Summary Progress






Early diagnostics

finished and results are expected in Nov 17.
The cervical screening insight letter randomised control trial has been
delayed due to sign off from PHE/Capita. Discussions being held with NHS
CSP National Programme Board.
The bowel screening behavioural insights are going to be tested through an
online tool called Predictiv (developed by national Behavioural Insights
Team) in July 17. Two weeks to secure feedback on range of letters.
Breast, bowel and cervical health equity audit will be completed mid-Jul 17
which will inform a workshop with screening providers and further
commissioning of insight work into breast and cervical screening update.
For Public Participation and Engagement, a workshop has been held with
screening provider, service users and public health colleagues to review
best practice for engaging non-attenders and introduce the concept of
teachable moments. Insight work into teachable moments will be
commissioned alongside the breast and cervical insight.

Project 4: Lifestyle-based Secondary Prevention
 A workshop was held in June 17 with exercise referral providers and
commissioners (25 attendees) to discuss opportunities to embed cancer
rehabilitation into the core exercise referral offer. Supported by GM Active
and linking with Aftercare Pathways and Enhanced Recovery after Surgery
initiative. Further work is planned within individual localities to support this
offer.
 The digital platform to support secondary prevention, providing a directory to
services, websites, organisations, groups across GM and nationally will go
live in July 17. This platform will also host the digital pages for the cancer
champion project.
Project 6: One Stop Multidisciplinary Clinic ‘Query Cancer’
UHSM pilot commenced on Withington Community Hospital site on 6 Jun 17.
Results from the first 4 clinics are as follows:

Clinics held

Patients seen

Cancers
diagnosed

Pathologies
identified

4

46

12

16

Excellent patient feedback - Majority diagnosed within 7 days of referral –
significantly shorter time to diagnosis than before the clinic.
Discussion with UHSM Executives regarding possible further pilot in the autumn
17.
Project 7: Faster Diagnosis
A trial of the direct to test colonoscopy pathway went live on 3 Apr 17. Uptake
has been lower than projected due to a handful of issues being worked through.
Once these are resolved at the end of Jun 17 the team anticipate referrals
increasing to projected levels as the pilot is fully rolled out.
Pathway for streamlining lung diagnosis (X ray / CT / PET) agreed between
Bolton FT and Bolton CCG – to be implemented over summer 17.
Audit undertaken on the 29 Apr 17 demonstrated promising results:
 17 patients referred into the service
 1 cancer diagnosed

 Average wait time from telephone triage (max 48 hours post-GP referral)
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Work stream

Summary Progress
to scope was 8 days. This compares to 18 days between referral and
scope on the traditional suspected cancer pathway.
Project 17: Digital Pathology.
All 7 GM provider Trusts agreed to participate in the trial. Industry partner
selected as part of the National Cancer Vanguard Early Diagnosis Industry
Challenge process. User satisfaction to be evaluated / validation between
digitised and microscope images to be undertaken.
th
Workshop held on 15 July 17 (30 attendees – Pathologists and IT leads)
Next steps include delivery of scanners and software to enable 21 GM
pathologists to compare 100 slides each.

Cancer Education
(Gateway-C)

Industry Challenge. Three projects selected to be progressed to next stage
under the leadership of UCLH. Final negotiations on projects taking place.
Project 5: Gateway C
242 primary care staff (primarily GPs and practice nurses) have been enrolled
on 3 courses in the Gateway-C learning, covering early diagnosis of lung,
colorectal and pancreatic cancer.
109 distinct practices across Greater Manchester and Eastern Cheshire already
have at least one of these ‘early adopters’ covering every CCG. Approximately
500 GP practices are being targeted regularly in collaboration with CRUK and
their Healthcare Engagement Facilitator team.
2 new courses added to online learning zone in July 17.
National recognition of tool published in Prescriber magazine

Best Practice
Timed Pathways Prostate (GM lead)

Prostate.
Project group established with the exception of a user involvement
representative. Pathways including UCLH’s established pre-biopsy pathway
have been shared. Two face to face meetings between John Hines, Satish
Maddineni and project managers took place on 28 Apr and 25 May.
Once finalised, pathway will be shared nationally.

Living with and
beyond cancer

Project 9: Aftercare Pathways.
Colorectal - New colorectal stratified pathway of aftercare, supported by the
Recovery Package and a digital patient tracking solution (Infoflex), to be
launched at UHSM by the end of Jun 17, tracking 300 patients in the first year,
with the same planned for PAHT by Oct 17.
Breast - Planning continues to launch similar pilots at both UHSM/PAHT for 300
breast aftercare patients by Oct 17, building on MCIP pilots.
Prostate – stratified prostate aftercare models for surgical / radiotherapy
th
patients agreed at Urology Board on 16 May 17. Strong linkage with best
practice timed pathway work. Exploring digital tracking to support GPs
Project 10: Enhanced Patient Decision Making.
A shared decision making tool based on the Goals of Care initiative (GOCI)
piloted with 24 patients currently receiving chemotherapy with palliative intent

18

Work stream

Summary Progress
across 3 Christie clinics from Jan-Mar 17. An enhanced patient decision-making
package ‘CAN-GUIDE’ (Cancer Goal Use In Decisions) is now in development
and will be piloted with a further 120 patients across 4 clinics at The Christie and
2-3 clinics across UCL/RM Partners between Sep 17 and Jan 18.
Project 11: Specialist Palliative Care.
Nine out of the 13 locality visits completed in regard to collection of baseline
data. Exploratory discussions taking place regarding potential collaboration
between GM Cancer Vanguard and Macmillan to progress a pilot. Detailed
paper to be presented at Cancer Board in Sept 17.

Cancer
Intelligence
Service

Project 14: Cancer Intelligence Service
Patient experience reporting tool: Pilot started with implementation of I Want
Great Care (iWGC) within 3 service providers in Jun 17 as planned (first data
expected Jul/Aug); 4 additional providers are currently considering participating
in the pilot from July 17.
GM&EC Cancer Intelligence: First report providing CCG and Trust level
performance and outcomes metrics and analysis, with narrative, delivered on
schedule in May 17.

Medicines
Optimisation (MO)

Project 15: Medicines Optimisation (Pharma Challenge)
The MO project continues to receive positive reporting in national publications
Pharma Times.
The Cancer Vanguard Medicines Optimisation Team has been shortlisted for the
Team of the Year Award at the Royal Pharmaceutical Society Awards 2017.
Quintiles IMS
37 colorectal patients have signed up to use ‘uMotif app’ at The Christie.
Patients use the app to track their symptoms, outcomes and other data, helping
them take control of their health and enhance follow up appointments. Insight
from this pilot is feeding a broader cancer vanguard drug utilisation
benchmarking project, supported by QuintilesIMS (QIMS), to identify potential
savings in drug spend at The Christie. QIMS support valued at £120,000.
Sandoz Biosimilars
The Christie’s Drugs and Therapeutics Committee has approved the use of
Biosimilars in cancer. The evidence base for this and the supporting educational
materials were generated by the medicines optimisation workstream of the
Cancer Vanguard and are being used nationally to support this initiative media
coverage

Commissioning
reform and testing
an Accountable
Cancer Network
(ACN)

Projects 12 and 13: Reforming Commissioning and Effective use of Cancer
Budgets
Workshop held 10 May 17, facilitated by KPMG - 64 people attended, including 8
PAbC. The focus was to progress options for organisational form of an ACN
partnership. Consensus reached regarding vision, outcomes and scope of an
ACN.
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Work stream

Summary Progress
Work is underway to streamline the cancer commissioning functions, linked to
the wider GM review of commissioning. Progress made in establishing baseline
2015-16 CCG spend on Cancer Services (based on agreed programme
budgeting) and also Spec-com spend for 2015-16. A request has been
submitted to work with providers to secure details of equivalent charges.

Communications
and engagement

The new Vanguard Innovation website with news updates and resources can be
found at: gmcancervanguardinnovation.org
A film summarising the first year of the GM Cancer Vanguard Innovation can be
found online: Vanguard Innovation: our first year - YouTube
Monthly Showcase events take place – latest one was held at City Labs on
th
Tuesday 27 June 17 on Medicines Optimisation (Write up on website).

National
Programme
Evaluation

Optimity / Technopolis has been appointed as national evaluation partner and
Evaluation Framework to be produced by end of Jun 17. The framework will be
presented to and signed off by the national Cancer Vanguard Oversight Group
on 10 Jul 17.

Jenny Scott
Programme Director
Greater Manchester Cancer | Vanguard Innovation
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Pathway Director Recruitment
June 2017

1. This Paper provides an update on progress to the Pathway Director recruitment discussed
at the GM cancer board in May 2017.
2. The review process of the Pathway Directors and associated recruitment to replacement
posts, took place on the 3-5th May 2017. This formal review included a panel of
representatives from the Cancer Board including from primary care, secondary care, the
GMHSCP, commissioning and People affected by Cancer. There were two subsequent
pathway board interviews which took place on the 28th June for the Teenage and Young
Adults (TYA) and Sarcoma and both positions were successfully recruited to.
3. The table below details the outcome of this interview and review process.
Review/
interview date

name

Pathway

outcome

Planning
Meeting

COMPLETED

COMMENTS

03/05/2017

Sajal Rai

Colorectal

Recruited at
interview

11/05/2017

yes

Work plan
agreed

04/05/2017

Satish Maddineni

Urology

Review
achieved

12/05/2017

yes

Work plan
agreed

04/05/2017

Susannah Penney

Head & Neck

Review
achieved

15/05/2017

Yes

Work plan
agreed

04/05/2017

Carole Mula

Supportive Care

Review
achieved

15/05/2017

yes

Work plan
agreed

04/05/2017

Andrew Wardley

SACT
(chemotherapy)

Review
achieved

15/05/2017

Yes

Work plan
agreed

03/05/2017

Matthew Evison

Lung

Recruited at
interview

16/05/2017

04/05/2017

Mohammad Absar.

Breast

Review
achieved

17/05/2017

Yes

Work plan
agreed

04/05/2017

Claire Mitchell

Acute oncology

Review
achieved

22/05/2017

Yes

Work plan
agreed

03/05/2017

Eleni Tholouli

haematology

Recruited at
interview

26/05/2017

Yes

Work plan
agreed

03/05/2017

Pod McDonnell

Psychology

Review
achieved

26/05/2017

Yes

Work plan
agreed

04/05/2017

John Vickers

Oesophageal
Gastro

Review
achieved

06/06/2017

Yes

Work plan
agreed

04/05/2017

Lisa Barraclough

Gynaecology

Review
achieved

08/06/2017

Yes

Work plan
agreed

04/05/2017

Catherine
MacBain

Brain

Review
achieved

18/05/2017

Yes

Work plan
agreed

03/05/2017

John Lear

skin

Review
achieved

08/06/2017

Yes

Work plan
agreed

04/05/2017

Derek O’Reilly

HPB

Review
achieved

13/06/2017

Yes

Work plan
agreed

04/05/2017

Bernadette
Brennan

children’s

Review
achieved

15/06/2017

Yes

Work plan
agreed

28/06/2017

David Wright

Teenage Young
Adults (TYA)

28/06/2017

Amit Kumar

sarcoma

Recruited at
Interview
Recruited at
Interview

Yes

Work plan
agreed

25/07/2017
20/07/2017
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4. Following all interviews and review meetings, a planned structured feedback from the panel
was gathered and a full team debriefing was held to agree key priorities for each pathway
board.
5.

A series of detailed planning meetings with the Pathway Directors commenced on the 11th
May and completed on the 15th June 2017. These planning meeting included the medical
director of GM cancer, the commissioning team and the pathway managers. The aim of the
planning meeting was to discuss detailed feedback and agree the key objectives (aligning
fully with the GM Cancer Plan 2017-21) that will be delivered over the next 12 months.

6. Key support/ objectives for each Pathway Director:









3 or 6 monthly 1:1’s with GM Cancer Medical Director
Named managerial, named commissioning expertise & other system/administrative
support described
Annual panel review
Annual appraisal to help support full trust appraisals
Publish an annual report and annual plan (of the pathway boards achievements and
ambitions for the following year (July each year))
Use of the GM cancer website for minutes/ guidelines and sharing key documents
Pathway directors will be required to attend a 4 monthly pathway director forum
where practice and experience can be shared.
Pathway Directors will be required to present to the User Involvement Steering
Group on how people affected by cancer are involved in the work of the board.

7. The key objectives set out for each of the Pathway Directors:












Supporting the delivery of the 62 day cancer standard across GM in their specific
tumour site, with the expectation of pathway specific redesign where possible to
streamline the pathway. Coordinated diagnostics and streamlined MDT’s will be key
underlying themes.
Ensuring engagement and delivery of Multi-Disciplinary Team (MDT) reform in GM
Support and ensure delivery of all aspects of the recovery package, i.e. end of
treatment summaries, stratified follow up, H & WB events.
Develop a clinical consensus on the role of “Rehabilitation/ ERAS+” model in each
pathway
Share outcome data through each pathway board to ensure transparency across
GM on cancer speciality performance, outcomes and experience.
All pathway boards to update and agree clinical standards by March 2018
Ensure the pathway board is engaged in the delivery of the100k genomic project
and monitor recruitment through the pathway boards
Support the commissioner team(s) and transformation unit in developing the case
for change/ clinical outcomes required and aid the development of clearer GM
service specifications
Ensure engagement and co-production of all of the above with the User Involvement
team and People affected by cancer.
Agree annual educational events, supporting ambitions within the GM cancer plan,

8. The board will be updated quarterly on progression of this programme of work by the
Pathway Directors against the GM cancer plan and quarterly milestone report.
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Appendix 1: Details of the programme of work for each Cancer specific pathway board :
Acute Oncology





Acute oncology guidelines by Oct 2017,
with a rolling plan for their review on a 2
yearly rotating cycle.
Run educational events on acute
oncology training to the GM Medical
Community
Share outcome data through your board
transparently across GM
Provide a new vision & strategy for acute
oncology. This should be based around
outcomes and reducing variation in care.
Our objective is to agree a model for a
GM integrated AO service by September
2017 with a medium term plan to have
implementation by Oct 2018 as set out in
the GM cancer plan.

Breast
 Breast cancer guidelines by Oct 2017
with a rolling plan for their review on a 2
yearly rotating cycle.
 Benchmarking all breast units against
KPI's by Dec 2017.









Develop further (and widen beyond
Manchester CCG/MCIP programme) the
stratified follow up options for patients.
Add screening/Public Health presence
and input on your board
Share outcome data through your board
transparently across GM
Run educational events (with one in late
2017) to showcase your plan and
successes in breast cancer
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in breast
cancer
Support the commissioner
/transformation unit in developing the
case for change and service specification
for breast services

Brain & Central Nervous System
 Brain & CNS guidelines by Oct 2017,
with a rolling plan for their review on a 2
yearly rotating cycle.
 Quality Standards on diagnosis to
treatment (surgical and radiotherapy)
aspect of pathway. Redesign of 2 week
wait referral form with GP guidance to
increase pick up rate designed by July
2017 and audited by March 2018
 Molecular testing business case by Dec
2017
 Develop Brain & CNS/GP primary care
training package within the Gateway C
portal by March 2018
 Run an educational event (with one in
late 2017) to showcase your plan and
successes in Brain & CNS cancer
 Share outcome data through your board
transparently across GM
 Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
 100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in brain &
CNS cancer
Colorectal
 Colorectal cancer guidelines by Oct 2017
with a rolling plan for their review on a 2
yearly rotating cycle.
 Work with Healthier Together team to
deliver 4 colorectal MDTs across GM by
Sept 2017.
 Ensuring all Trusts offer a STRAIGHT TO
TEST (STT) colonoscopy service from
2WW referral by March 2018
 Work with the vanguard London partners,
under London leadership, in the
development and testing of the colorectal
BEST PRACTICE PATHWAY (BPP)
 Working with commissioners, develop a
business case & funding stream for
implementing the NICE guidance on
Lynch syndrome 2017
 Run an annual secondary care
educational event (with one in late 2017)
to showcase your plan and successes in
colorectal cancer
 Share outcome data through your board
transparently across GM
 Add screening/Public Health presence
and input on your board
 Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
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Gynaecology













Gynae cancer guidelines by Oct 2017
with a rolling plan for their review on a 2
yearly rotating cycle.
Develop standardised follow-up protocols
across GM by March 2018.
Agree, plan and implement GM-WIDE
MDT(s) across GM by March 2018
Run annual educational events to
showcase your plan and successes in
gynae cancer
To form a working group with the H&N
pathway board, patients
Feasibility assessment on role of piloting
screening for endometrial cancer in
women with a markedly raised BMI
(under 55y, BMI>35, with vaginal
symptoms) by March 2018.
Standardised approach to one-stop
unexplained vaginal bleeding clinics
across GM by August 2018.
Share outcome data through your board
transparently across GM
Public health/screening to come to every
board
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in gynae
cancer

Head & Neck









Upload The BAHNO national group's
evidence based guidelines and standards
onto GM Cancer website
H&N clinical standards to be developed
into co-produced service specifications
Detailed audit and describe a plan by
Dec 2017 to resolve variation in
adequacy of FNA cytology in the 9
diagnostic H&N units
Explore the concept and acceptability of
patient self-referral with neck lumps at
Tameside
To form a working group with the gynae
pathway board, patients
Share outcome data through your board
transparently across GM
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018

Haematology Oncology









Haematology cancer guidelines by Oct
2017 with a rolling plan for their review
on a 2 yearly rotating cycle.
GM wide audit of availability of protocolbased nurse-led Heamatology follow up
(by Oct 2017)
Develop plan to improve access to
clinical trials away from major centres by
March 2018.
Support and contribute to the GM-wide
external review of the HMDS service
Run educational events to showcase
your plan and successes in H-O cancer
Share outcome data through your board
transparently across GM
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in H-O
cancer

HPB









Refresh all HPB cancer guidelines by
March 2018 working in concert with
London Cancer (UCLH) and London
Cancer Alliance (RM) with a rolling plan
for their review on a 2 yearly rotating
cycle
A reformed MDT process to be in place
by March 2018
Run educational events to showcase
your plan and successes
Work with commissioners to deliver a
regional GM-wide jaundice pathway
operational by Jan 2018
Share outcome data through your board
transparently across GM
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in HPB
cancer
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Lung














OG
Agree a detailed sector-based
implementation plan for delivery of the
lung cancer Best Practice Pathway (BPP)
across GM by Dec 2017
Formally agree and ratify a stage-specific
set of treatment algorithms
Review of CT-PET across GM
Co-ordinate (alongside the Dir of Ops
group & commissioners) the delivery of
the secondary care aspects of the GM
Tobacco plan
Support and co-design the
commissioner-led process around EBUS
offer specialist support (as needed) to the
GM lung health check/Lung Cancer
screening project.
Run educational events (with one in late
2017) to showcase your plan and
successes in lung cancer
Share outcome data through your board
transparently across GM
Pilot stratified follow up options for lung
cancer patients by March 2018.
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in HPB
cancer

Skin










Skin cancer guidelines by Oct 2017 with
a rolling plan for their review on a 2
yearly rotating cycle.
Develop Quality Standards for skin
cancer (a whole pathway approach) with
agreement across GM by Dec 2017
Develop an action plan to streamline
MDT functioning by Jan 2018.
Test and evaluate the use of a phone
app (LEO) to identify recurrent lesions in
patients with a history of in-situ
melanoma
Run educational events to showcase
your plan and successes in skin cancer
Share outcome data through your board
transparently across GM
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in
Melanoma











OG cancer guidelines by Oct 2017 with a
rolling plan for their review on a 2 yearly
rotating cycle.
Develop agreed policy on joint surgicaloncology clinics and start delivery by
March 2018
Work with the vanguard London partners,
under London leadership, in the
development and testing of the OG BEST
PRACTICE TIMED PATHWAY (BPP)
Support implementation board for
transforming services in OG
Develop agreed policy on joint surgicaloncolgy clinics and start delivery by
March 2018
Run educational events to showcase you
plan and successes in OG cancer
Share outcome data through your board
transparently across GM
Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018

Urology
 Agree plan for separate prostate, bladder
and renal GM-wide MDTs across GM by
March 2018.
 Agree GL approach to prostate template
biopsies
 Lead the broader cancer vanguard group
(incl. London partners - total population
10 million), in the development and
agreement of a prostate BEST
PRACTICE PATHWAY (BPP)
 Run an annual education event (with one
in late 2017) to showcase your plan and
successes in urology cancer
 Share outcome data through your board
transparently across GM (The BAUS
database and local, vanguard and
national resources should be used)
 Develop further the Stratified follow up
options for patients in 2017
 Living with & beyond cancer – All
elements of the recovery package to be
implemented by March 2018
 100,000 Genome project - Have a fixed
board agenda item at least for the next
18 months on 100k genomic recruitment,
working to drive up recruitment in
urological cancer
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Children’s
 Children’s cancer guidelines by Oct 2017
with a rolling plan for their review on a 2
yearly rotating cycle
 Support the operational delivery of the
Proton Beam Service expected to start
August 2018
 Ambulatory Chemotherapy Project: To
explore with TYA, the feasibility of
developing this service
 Explore more joint working with the TYA
board
 Explore opportunities to develop more
shared care agreements with centres
around the NW
 Develop relevant GP modules and
educational material within Gateway-C
 Develop educational programme for
POSCU units across NW of England
 Run educational events to showcase
your service and plan to non-specialist
paediatric colleagues, GP's and other
interested parties
 Research - Maintain and increase trial
recruitment and benchmarked NCRN
position

Psychology
 Mapping and GAP analysis of
psychological support services across
the GM system by Nov 2017
 Develop directory of psychological
support services in GM by Nov 2017
 Proposal for Improving Psychological
Support Services for GM cancer patients
to be presented at the Nov 2017 GMC
Board
 Work with other pathway boards to
ensure psychological support is
embedded as an integral part of their
delivery programme

Supportive Care
 Formalise the GMC Supportive Care
Management Group (SCMG)
 Clarify the definitions within GM of the
terms: Supportive Care, Palliative Care,
End-of-life care, by Oct 2017
 Enhanced Supportive Care (ESC clinics)
outpatient clinic pilots in Christie and
Royal Oldham by April 2018
 Detailed mapping of 7d access to
specialist Palliative Care in GM against
national standards/competencies by
March 2018
 a commissioning proposal for the delivery
of 7d palliative care advice and
assessment by March 2018
 working with the charitable sector, pilot
and evaluate, in one area of GM, a
sectorised solution for 7d palliative care
advice and assessments (PCAA)
commencing spring 2018.
 Run educational event(s) to showcase
GM's efforts in supportive and palliative
care
 Share (and manage response in cancer)
available outcome and experience data
in supportive and palliative care across
GM across all stakeholders. A key focus
will be increasing the proportion of
people who die in their usual place of
residence across GM

SACT
 SACT guidelines by Oct 2017 with a
rolling plan for their review on a 2 yearly
rotating cycle
 Contribute to the GM-wide MDT reform
paper with a particular focus on ensuring
all patients across GM are openly
discussed and offered equitable access
to relevant (SACT) treatments and
research opportunities
 Set up a SACT working Group to develop
the GM-SACT strategy in terms of
developing clear GM objectives by Sept.
2017.
 An action plan for delivery of the SACT
strategy agreed across GM by Dec 2017
 Ensuring robust local links exist between
experimental medicine, acute oncology
and enhanced supportive care
 Run educational /engagement events to
showcase your plan and successes in
SACT
 Share outcome data through your board
transparently across GM

26

Paper
number

Greater Manchester Cancer

6
MDT Reform in Greater Manchester Cancer:
June 2017

Authors:
Dr Dave Shackley (Medical Director Greater Manchester Cancer)
Dr Neil Bayman (Associate Medical Director, Christie)

1. Introduction:
Multi-disciplinary team meetings (MDT) for cancer patients have been established for over 20
years with the recent NHSE 2015 Cancer Strategy describing MDT’s as the ‘Gold Standard’ for
cancer care management. Throughout the last 20 years there has been huge progress made in
cancer services in terms of patient survival and other outcomes and much of this attributed to the
MDT process.
The MDT serves to allow multiple professional opinions and a consensus to form on individual
patients best treatment options, to standardise care, facilitate team working, encourage research
and improve training. There is resounding support for all clinical staff to the prime importance of the
MDT process in delivering excellent patient care.
It has recognised that the current format of the MDT’s, and time set aside for them in the working
week, has not changed in the vast majority of cases over the last 15-20 years. In an era where
more and more patients are being discussed, MDT’s are being amalgamated in sector or GM-wide
meeting discussions, and patients’ discussions are becoming ever more complex, a new MDT
process is urgently required. Current MDT’s are neither optimised for patient management, nor
effective use of valued staff time.
There has been both a national and local acknowledgement of the need for MDT reform over the
last 12 months:
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NHSE have set up a national expert group to look at, and make recommendations on MDT
reform (outputs from this not expected 2017)
Cancer Research UK (CRUK) have published a detailed MDT review paper (Jan 2017)
called “Meeting Patient’s Needs” entirely focussed on evaluation of current MDT’s and
proposing 6 key recommendations for reform: http://www.2020delivery.com/wpcontent/uploads/2017/01/Meeting-Patients-Needs_improving-the-effectiveness-ofmultidisciplinary-team-meetings.pdf (recommendations contained within appendix i)
The Greater Manchester Cancer Plan (Feb 2017) recommended a series of innovative
pilots to test new ways of delivering MDT meetings to begin by January 2018.

In 2015, the NHSE cancer strategy was published and within the document there were some
specific recommendations about MDT’s:


Recommendation 38: NHS England should encourage providers to streamline MDT
processes such that specialist time is focused on those cancer cases that don’t follow wellestablished clinical pathways, with other patients being discussed more briefly.



Recommendation 39: NHS England should require MDTs to review a monthly audit report
of patients who have died within 30 days of active treatment, to determine whether lessons
can be learned about patient safety or avoiding superfluous treatment.



Recommendation 40: The Trust Development Authority, Monitor and NHS England should
strongly encourage the establishment of national or regional MDTs for rarer cancers where
treatment options are low volume and/or high risk. Clinical Reference Groups will need to
play a key role in supporting these.

Currently, there is a longstanding requirement for all MDT members to attend >66% of MDT
meetings. This has become increasingly problematic in terms of managing the numbers of staff
involved, as MDT’s become more sector, or GM-based, and is clearly not efficient or effective use
of time. An approach currently being favoured is to ensure an effective speciality-based discussion
rather than ensure individual attendance.
2. What issues need to be considered within any MDT reform?
Key issues that need to be considered within MDT reform include:








How to spend more time discussing complex patients, and less on ‘routine’ cases – this
probably requires some form of triage and mini-MDT process with simpler cases being
treated according to locally –agreed protocols. An audit process would need to be
described
Should speciality cover rather than individual attendance be a key metric
How do we ensure that patients are only discussed when all relevant diagnostic tests and
necessary expertise are present to avoid delays and multiple unnecessary MDT
discussions
Creating a system so that a standardised minimum dataset is available for each patient, (eg
ensuring details on performance status, HNA, patient preference and other key information
is available during the discussion), and that there is effective recording of Stage/ Grade and
MDT outcomes
Ensuring MDT’s can review and learn from recent significant events based on their
decisions making processes,
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How frequent should the MDT’s be, ensuring in the need for timely discussions and the
limits of staff time.

3. What evidence exists to support a change in the way MDT’s work?
The comprehensive CRUK report highlighted above comprised an observational study throughout
the country of various MDT’s. This involved canvassing views from MDT members as to their
perspectives on the type of change necessary to optimise patient care – this was based on
interaction with 4000 NHS staff and 700 MDT discussions across most cancer types. From this
evaluation, and other evidence appended & referenced within the document:









Cost of MDTs is rising at annualised rate of >20% (pro-rata estimation GM would be just
under £9 million per year with typical cost of each MDT discussion being £100)
Meetings can last up to 5 hours with mean length of patient discussion being 3.2 minutes
Average number of attendees was 14 but mean number of people contributing to each
discussion was 3; In >75% MDT discussions there was no verbal contribution from nurses
74% MDT members agree that some patients can be reviewed outside the full MDT
process
80% MDT attendees support move from requiring a >66% individual attendance to focus
more on speciality cover
7% discussions had decisions deferred because of missing core members or missing
diagnostic tests
81% of MDT members felt that using a proforma would be beneficial in terms of meeting
efficiency
Only a minority of MDT discussions mentioned research at all (CRUK study of consecutive
discussions observed= 8/624)

4. Recommendations for the Board:
The board is requested to approve a plan to initiate an MDT consultation process in GM. This
will include clinical and patient/ PaBC consultation and stakeholder events. The aim will be to
develop and establish active pilots of new streamlined processes for MDTs in GM in specific
priority pathways by January 2018.
(appendix 1 following describes the initial consultation paper currently with pathway Directors)
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Appendix 1: Draft proposals under active consultation with all pathway Directors:
1. Speciality attendance at >95% of MDTs to replace current standard of individual coremember attendance >66%
a. The current standard of >66% individual core member attendance can result in
absence of a speciality in up to 1 in 3 MDTs
b. Presence of the core specialities at every MDT is essential to ensure appropriate
clinical decision making and recommendations.
c. Speciality attendance at >95% of MDTs will require formalised and robust intraspeciality cross-cover arrangements for each MDT
d. Whilst at least one member of a core speciality should be present in > 95% of
MDTs, no more than 3 members of a core speciality should be present at a single
MDT meeting unless there are special circumstances
e. A clinical trials team should be considered a core speciality (present at > 95% of
MDTs) for every cancer MDT, competent to recommend eligibility for clinical trial(s)
for every patients discussed
f. Where the number of MDTs is too many to ensure speciality attendance at >95% of
meetings, MDTs should be merged to form fewer sector or regional MDTs
2. Cancer pathway algorithms will define which patients can follow an agreed protocol and
thus do not need discussion in the formal MDT meeting:
a. Currently every new cancer diagnosis is discussed through an MDT meeting where
diagnostic and/or treatment recommendations are made. This can result in
i. delays to the cancer pathway as decisions which could be made in the clinic
are deferred to the MDT meeting
ii. inefficient MDT meetings where essential discussion/debate of complex
cases are hurried to accommodate discussion of cases where the next steps
can be clearly defined by pathway protocols and guidelines.
b. Cancer pathway boards will define clear diagnostic and treatment algorithms which
set out the next steps for specific disease scenarios, which clinicians can refer to in
the clinic, without the case needing to be discussed at the MDT. This will include an
algorithm for capturing data for newly diagnosed patients who have died before
being seen in the cancer clinic.
c. These cancer pathway algorithms will be based on national standards, guidelines
and protocols, and best practice as determined by the cancer pathway board.
d. Every algorithm should include a list of appropriate clinical trials a patient should be
considered for.
e. All pathway algorithms should be reviewed and updated regularly
f. Only clinicians who are core members of the cancer MDT can assign patients to a
pathway algorithm
g. Some cancer pathways might require a “triage” meeting to determine which newly
referred/diagnosed patients can be managed via algorithms, and which require
discussion at MDT – each pathway board will agree the most appropriate
mechanism for their pathway
h. All data must be captured from patients managed via algorithms as it would if being
referred to the MDT (see section 3 below)
i. All patients managed via algorithms should continue to have their pathology and
radiology reported (and/or reviewed) by a pathologist/radiologist who is a core
member of the cancer MDT– each pathway board will agree the most appropriate
mechanism for their pathway
j. MDTs should audit appropriateness of algorithm selected, adherence to algorithm
recommendations, and review of pathology/radiology for every patient not discussed
through the MDT on a monthly basis. Data should be reported to the MDT and to
the cancer pathway board manager/clinical director.
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k. Cancer MDTs will discuss complex cases for which an appropriate algorithm cannot
be selected, or there are complicating factors which favour a broader discussion
l. Cancer MDTs should aim to be completed within 2 hours per meeting
m. Consideration should be given to more than once a week MDT’s especially in the
case where it does not seem possible to complete the MDT within 2 hours routinely
3. Agreed MDT proformas used to ensure a minimum dataset is available to the MDT for
discussion, and appropriate MDT outcomes recorded (ideally in real time)
a. An MDT’s treatment recommendation is only as good as the information it takes into
account. MDT discussions must include all relevant information about a patient, so
that the patient is given the most appropriate recommendation and can go onto
achieve the best outcome possible.
b. If essential data missing from a patient’s record at MDT, a treatment
recommendation cannot be made and cases are deferred for discussion at a
following meeting. This introduces an unnecessary delay which is distressing for the
patient and can lengthen their wait to start treatment. It also doubles the workload
for the MDT, with the patients being discussed twice.
c. An efficient MDT requires immediate access to an accurate minimum dataset for
each patient in order to make appropriate recommendations.
d. The minimum dataset is dependent on the cancer type and should be agreed by the
cancer pathway board, but is expected to include patient performance status and
co-morbidities, diagnostic information, patient preference, details of HNA if
performed and the rationale for requiring MDT discussion.
e. MDTs should record a standardised output from every case discussed (e.g. stage,
histology, treatment recommendation etc.).
f. The standardised MDT outputs will vary dependant on cancer type, and should be
agreed by the cancer pathway board and comply with national audit requirements.
All MDT outputs should include the clinical trial(s) the patient is eligible for.
g. The same minimum dataset and outputs should be recorded for patients assigned
to algorithms (and therefore not discussed at MDT)
h. The minimum dataset and MDT/algorithm outputs should be recorded on a cancer
pathway proforma for each patient. Completion of the minimum dataset (eg in clinic)
can be used as referral to MDT or assignment of a treatment algorithm. The outputs
should be completed either live during the MDT discussion (ideally this should be
projected so that it is visible to team members; if this is not possible there should be
a named clinical individual responsible for ensuring the information is accurate) or at
the time of assigning a treatment algorithm.
i. The cancer pathway proforma can be used as source data to submit to the Cancer
Outcomes and Services Dataset (COSD), and for auditing algorithm selection

4. MDTs will review and learn from significant events
a. Mortality reviews are well established within cancer pathways (e.g. 30-day SACT
mortality reviews, in-patient mortality reviews etc). These are usually discussed by
clinical teams within individual trusts but are not commonly shared with the entire
MDT involved in the patient’s pathway.
b. Serious pathway incidents and adverse events are reported and investigated within
individual trust governance structures, with dissemination of learning usually
confined to the clinical teams within the investigating organisation
c. MDTs should ensure a process whereby mortality/morbidity and pathway
incidents/adverse events investigated with organisations are made available and
discussed by the whole MDT with clear learning points disseminated to all MDT
members.
d. Learning points and actions from these reviews should inform the MDTs
improvement programme (see section 5 below)
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5. MDTs to review pathway performance against defined quality standards, and define
SMART quality improvement objectives
a. As a central tenet of cancer services, it is important that MDTs review their own
performance and that a culture of continuous improvement is fostered.
b. Intelligence on pathway performance should be gathered from national audit data,
local clinical outcome data, pathway timeliness, clinical trial recruitment rates, and
patient experience.
c. Cancer MDTs should hold a quarterly or bi-annually operational meeting, where the
pathway performance data is reviewed
d. Together with the learning points from morbidity/mortality reviews and pathway
incidents/adverse events, the performance data should be used to inform a quality
improvement plan for the MDT’s cancer pathway.
e. The Quality Improvement Plans should focus on the whole pathway across
organisations/providers, and be set against the Cancer Pathway Boards Quality
Standards. Objectives should be SMART (Specific, Measurable, Agreed-upon,
Realistic and Timely).
f. The Quality Improvement Plans should be co-produced with people affected by
cancer
g. MDT Quality Improvement work should be shared with the Cancer Pathway Board,
and implemented by other MDTs as appropriate
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Appendix 2:
CRUK MDT audit and MDT staff survey (published Jan 2017)
CRUK CONCLUSIONS AND RECOMMENDATIONS

Throughout this research we were struck by the willingness of MDT members to be involved, to
share their experiences and to improve the effectiveness of their MDTs. Since its introduction in
the 1990s MDT working has been incredibly valued by members of MDTs and remains incredibly
valuable, both to patients and the staff who attend the meetings.

However, the current way of working for MDTs is no longer optimal. The number of patients has
increased, as has their complexity – yet the number of staff attending MDTs has not, in any
significant number. This has resulted in MDT meetings that last for several hours, running through
numerous patients in a few minutes each. These constraints mean that discussions can often
involve only a few members of staff, and take into account limited information, for example not
including discussion of the patient’s preferences or whether there are any suitable clinical trials.
There has also been an effect on how well the MDT meeting can continuously improve its
processes and decision-making, and how much those who attend can learn from being present.

The challenges in each of the four nations are not identical, but the increasing disparity between
demand and capacity is a common theme. In the absence of vast increases in staffing numbers,
there must be ways of improving the efficiency of MDTs, in order to make them work more
effectively for patients. We have proposed a number of recommendations aiming to streamline
MDT meeting processes, while retaining the value of multidisciplinary discussion. We have
recommended ways to improve the quality of discussions, especially for the more complex patients
who would benefit the most.

Solutions will not be the same for every MDT, or every specialty. However, there are several areas
which would benefit from guidance developed on a national level. This research should be the start
of further, in-depth work to implement these recommendations.

Recommendation 1: The UKs health services should work with NICE to identify where a
protocolised treatment pathway could be applied and develop a set of treatment recommendations
for each of these, to be implemented across the UK. Every Cancer Alliance or devolved cancer
network should develop their own approach based on these central recommendations. These
treatment protocols should be reviewed regularly.

Recommendation 2: MDTs for tumour types for which a protocolised approach has been
developed should agree and document their approach to administering protocols. This could
include a ‘pre-MDT triage meeting’. The implementation and outcomes of these protocols should
be audited and reviewed by the full MDT in an operational meeting.
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Recommendation 3: National requirements for individual minimum attendance should be reviewed
and amended where necessary, with an emphasis on ensuring all required specialties are present
at a meeting. NHS England should run a series of pilots to determine new percentage attendance
requirements. The success of these pilots should be evaluated and national guidance changed as
appropriate.
Recommendation 4: The UK’s health services should lead the development of national proforma
templates, to be refined by MDTs. MDTs should require incoming cases and referrals to have a
completed proforma with all information ready before discussion at a meeting.

The proforma could include:









Patient demographics
Diagnostic information
Patient fitness and co-morbidities; history of previous malignancies
Results from a Holistic Needs Assessment, if available
The patient’s preferences (if known)
The rationale for requiring MDT discussion
Whether there were known treatment protocols for the specific tumour type
Whether the patient is suitable for any current clinical trials

The MDT should have the power to bypass this requirement in exceptional circumstances.

Recommendation 5: MDTs should use a database or proforma to enable documentation of
recommendations in real time. Ideally this should be projected so that it is visible to team
members; if this is not possible there should be a named clinical individual responsible for ensuring
the information is accurate. Hospital Trusts and boards should ensure that MDTs are given
sufficient resource to do this.

Recommendation 6: each MDT should ensure that they have a mortality and morbidity process to
ensure all adverse outcomes can be discussed by the whole MDT and learned from, rather than
discussed in silos. The primary time for this to take place should be a quarterly or biannual
operational meeting. Time for quarterly operational meetings should be included in attendees’ job
plans. There should be oversight from national MDT assessment programmes.
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Transformation Fund Bid – GM Cancer Plan

Introduction
1. The GM Cancer Plan ‘Achieving World Class Cancer Outcomes 2017-21’ (‘the Plan’)
comprises over 100 separate projects or proposals.
2. Whilst Cancer Alliances elsewhere in the Country have been able to bid into a National
Cancer Transformation Fund to meet cancer priorities, GM was precluded from doing so due
to devolution. However, this paper sets out, in broad terms, the plan for bidding into the GM
Transformation Fund in order to deliver the transformational elements of the plan and to
ensure that GM is able to achieve the world class cancer outcomes that it aspires to.
Approach
3. The GM Cancer Team has reviewed the Plan and the nature of each project in order to
identify those that are ‘transformational’. In some cases, other projects or proposals already
have funding aligned or are considered to be more ‘business as usual’ in nature.
4. Having identified an initial list of projects and proposals that it is felt should feature in the
Transformation Fund bid, each is now being further reviewed to understand a number of
features:





Timing – although the Plan shows the delivery date of each proposal, it is important
to work backwards to understand when the project phase should begin.
Project resource – further consideration of each proposal will allow a broad
assessment of the resource required to deliver each project
Benefits – in order to provide a broad return on investment calculation, an
assessment of the likely benefits and the timing of those benefits will be required
Mainstreaming – some proposals will incur a timelag before benefits are fully
realised. Where this is the case, there is an initial cost before they become selffinancing (or better)

5. In some instances, it is not possible to precisely estimate the costs of delivery over the next
four years e.g. work on priority Pathways and implementation of the Recovery Package
across GM.
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6. In the case of the former, there will be continual developments over the life of the Plan and
in the case of the latter, the work is underway now to identify the most appropriate elements
of each recovery package.
7. Although the definitive approach to incorporating these broad areas of work in the
Transformation Fund bid is not yet agreed, these examples highlight the fact that the
development of the Cancer bid is far from straight-forwards.
Next Steps
8. The GM Cancer team will work on the bid over the next few weeks and engage with the
Chair of the GM Cancer Board to seek guidance on the various tactical options with a view
to producing the Cancer bid by the end of July 2017.
Darren Griffiths
Associate Director Finance – GM Cancer
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Living with and Beyond Cancer:
Implementation of the Recovery Package

Author: Lindsey Wilby
Macmillan Project Manager – Living with and Beyond
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1. Introduction: The Recovery Package as a Key Objective:
Achieving World Class Cancer Outcomes: Taking Charge in Greater Manchester highlights the
Recovery Package as one of GM Cancer’s top six key priorities (as well as dedicating a whole
chapter to Living with and Beyond Cancer and Supportive Care):
“We will ensure that the Recovery Package is available to all patients reaching
completion of treatment by 2019. The Recovery Package is a combination of
important interventions that, when delivered together, can greatly improve the
outcomes and coordination of care”.
The Recovery Package includes:





Holistic needs assessments (HNA) leading to the production of care plans
Treatment summaries
A cancer care review (undertaken in primary care), and
Offer of attendance at a health and wellbeing event.

Key targets and deadlines
The overarching objective to ensure that the Recovery Package is available to all patients by 2019
is broken down into several targets, with agreed timescales as follows:

Date

Target

August 2017

Standardised Greater Manchester approach to the Recovery Package agreed

December 2017

All patients receive a care plan at the point of diagnosis and treatment decision,
and at the end of their treatment, based on holistic needs assessments
(preferably eHNA)

March 2018

Health and wellbeing events in place for all breast, colorectal and prostate
cancer patients, to support new aftercare pathways

March 2019

Full Recovery Package available to all patients reaching completion of treatment
(including treatment summaries, cancer care reviews, and health and wellbeing
events)

38

2. Organisational responsibilities and progress to date
In order to achieve these targets, partners across GM each have defined responsibilities.
a) The GM Cancer Board:
 Will oversee the implementation of the Recovery Package by acute and primary care
services.
b) GM Cancer:
 Has formed a Steering Group to lead the work. This met for the first time on 27 th June and
considered the first draft of a GM-wide standard approach to the Recovery Package,
including specific tools, timings, and potential metrics.
 Has formed an Implementation Group to share learning and support local Trust
implementation teams. This met for the first time on 28th June. Representatives from all ten
acute Trusts, as well as primary and community care, shared progress and concerns. These
will be fed back to the Steering Group for consideration and action.
 Is scoping the current use of Recovery Package elements. The initial focus is on
establishing the current extent of the use of HNA across the region.
 Is ensuring the consistency of this approach with commissioning specifications, to support
implementation and sustainability.
 Will seek to access significant funding from the GMHSCP Transformation Fund to support
local trusts to implement Recovery Package elements (will not be released before December
2017).
 Will work closely with the GM Cancer User Involvement team to ensure that the Recovery
Package is implemented in a way that aligns with the needs and preferences of patients.
c) Each Acute Trust in the GM Cancer region:
 Will name an executive lead who will review Trust-level performance against Recovery
Package targets – preferably the Chief Nurse/Director of Nursing, as well as a senior
individual in the organisation who will have overall responsibility for the implementation of
the Recovery Package throughout the Trust (e.g. Lead Cancer Clinician).
 Will support local Implementation Group representatives to attend regular meetings.
 Will support implementation group members to create a Trust-level Recovery Package
Implementation Team, with input from each of the site-specific tumour groups, and involve
existing champions within the organisation.
 Will take account of how the elements of the Recovery Package are embedded within the
new aftercare pathways for breast, colorectal and prostate cancer patients, which are being
rolled out across GM during 2017/18 as part of the Cancer Vanguard work.
Pathway Boards will:



Name a Recovery Package lead on each board.
Agree standardised content for treatment summaries; one for each diagnosis, to reduce
duplication of effort across the region.

Primary Care will:



As treatment summaries become available, use these to carry out cancer care reviews as a
matter of course.
Consider training staff other than GPs to complete cancer care reviews.
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3. Risks to delivery:
As outlined above, our first priority is ensuring that all patients receive a care plan based on holistic
needs assessments, both at the point of their diagnosis and treatment decision, and at the end of
their treatment. This needs to be in place across GM by the end of 2017, which is clearly a very
challenging target.
GM Cancer has collected provisional baseline data from all Trusts, across all pathways. Trusts were
asked what percentage of patients had HNAs carried out, and care plans generated, at diagnosis
and the end of treatment, from 1st January to 31st March 2017. Whilst there were pockets of good
practice across the region, in many localities, and across many pathways, the response was 0%. In
others, the relevant data was not being collected, so it wasn’t possible to provide a timely response.
This gives an indication of the scale of the challenge, and hence we are highlighting at this early
stage that this key cancer plan target is at significant risk.
There are number of reasons why HNAs are not currently being carried out routinely, and why it will
be very difficult to achieve the 100% target by the end of the year. For example:


It is estimated that an HNA conversation and the production of the resultant care plan takes
an average of 45 minutes per patient. Services do not have the capacity to build this into the
pathway for each patient without significant additional workforce.



Dependent upon the patient pathway for each tumour site, it is not always clear whether the
HNA should be carried out at the diagnosing Trust or the treating Trust (or by community
cancer nurses).



Local IT infrastructure does not necessarily have the capability to record the production of
HNAs and care plans, meaning that even where these are carried out this is not always
captured electronically.



The standardised GM approach to the Recovery Package has not yet been agreed. It is this
piece of work which will determine:
o What minimum standards a tool must satisfy to qualify as an element of the
Recovery Package,
o At what point specific points in the pathway the various elements of the Recovery
Package should be implemented,
o Where each element of the Recovery Package should be implemented, e.g. should
the diagnosing Trust or the treating Trust perform the initial HNA? And the end of
treatment HNA?
o Who should have access to the full Recovery Package? Who can carry out an HNA?
The target for this standard to be signed off is the end of August 2017. In the interim, Trusts are
reluctant to proceed with implementing new protocols which may or may not fulfil the GM Cancer
standard.
4. Mitigation of risk:
GM Cancer proposes several approaches which will be combined to mitigate this risk.
 Seek additional funding
In addition to submitting an application to the GMHSCP Transformation Fund, GM Cancer will
encourage and support individual Trusts in applying for alternative sources of funding, e.g. from
Macmillan Cancer Support.
40

 Focus solely on HNA and care plans
Instead of devoting resources to the implementation of all elements of the Recovery Package,
resources could be focused solely on HNAs and care plans until the target is close to being
achieved.
 Focus on key pathways
New aftercare pathways for breast, colorectal and prostate cancer patients are being rolled out
across GM during 2017/18 as part of the Cancer Vanguard work. An enhanced focus on ensuring
the implementation of HNA and care plans within these three pathways would cover a significant
proportion of patients (around 40%).
 Clarity on data collection and measurement strategy
As the standardised approach to the Recovery Package has not yet been agreed, Trusts are
currently unable to collect data in line with as-yet unknown expectations. As soon as the standard
has been finalised, GM Cancer will communicate to all Trusts the metrics around HNA and care
plans, and the requirements for data collection and reporting.
For new patients entering the system from 1st December 2017 onwards, GM Cancer will state
that they must have an HNA completed, and a care plan prepared, before commencing
treatment. We will commence monitoring of this data from January 2018. Data will be collected
quarterly, so the first Trust reporting date will be to provide January-March 2018 data in April 2018.
We will then commence monitoring the implementation of end of treatment HNAs and care plans in
the following quarter, i.e. April-June 2018 data will be reported in July 2018. However, only a small
fraction of patients diagnosed in December 2017 will have completed treatment within this short
timeframe, and, as the relevant metric is likely to be for patients to receive a second HNA and
care plan within 6 weeks of the end of all planned treatment (this will be dependent on
specific cancer type), the number captured will be even smaller. More data will be available in the
following quarter, July-September 2108.

5. Recommendations:
To agree to the recovery package implementation plan and support the delivery of the recovery
package in GM.
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Appendix 1: Greater Manchester Cancer Recovery Package
Leadership/Implementation Group






Executive leadership
Clinical Cancer lead
Trust cancer lead nurses
Macmillan support (TBC refers to potential business case funding)

Trust

Lead Cancer Nurse/
Macmillan project lead

Executive Leadership/Clinical Cancer Lead

Pennine

Alison McCarthy/Debbie
Ashforth

Nicola Firth/John Calleary

Bolton

Janet Keegan/Astrid
Greenbury

Trish Armstrong/Andy Ennis

Wigan

Janet Irvine/ Kathryn Place

Pauline Law/Dr Jenny Wiseman

East Cheshire Joanne Humphreys / Catherine Dr John Hunter/Mr Jalal Kokan
Fensom
UHSM

Tracy Kelly/Jane Brown/
Rachel Noble

Toli Onon/Ian Welch

CMFT

Pat Jones/TBC

Julia Bridgewater/Ajith Siriwardena

Tameside

Carol Diver/Teresa Hopley

Brendan Ryan/Susi Penney

Stockport

Bev Meenan/TBC

Pauline Enstone/TBC

Salford

Cath Fitzsimmons/TBC

Pete Murphy/TBC

Christie

David Wright/TBC

Jackie Bird/ Wendy Makin
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Following the launch of ‘Achieving world-class cancer outcomes: Taking charge in Greater
Manchester 2017-2021’ the attached implementation and delivery plan describes in more detail
how we are implementing our cancer plan. It outlines how we will implement and deliver our
vision, strategic objectives and as a result improve the outcomes and experience for our
population.



The communications team at Greater Manchester Health and Social Care Partnership
(GMHSCP), along with partners, are continuing to support the cancer plan launch with activities
currently being planned to further promote the GM Cancer Plan within localities.



The attached milestone progress report provides overall assurance against delivery of the
cancer plan milestones and associated objectives for quarter 1 17/18 milestones.
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Achieving World-class Cancer Outcomes:
Taking Charge in Greater Manchester
2017-2021
Implementation and Delivery Plan

V2.0

Part of Greater Manchester Health and Social Care Partnership
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Purpose
Greater Manchester recently published its cancer plan ‘Achieving World Class Cancer Outcomes:
Taking Charge in Greater Manchester 2017-2021’ as a full strategic narrative alongside a public
facing summary version and a series of info graphics.

This document is the accompanying implementation and delivery plan and describes in more detail
how we are implementing our cancer plan, working with neighbourhoods, localities and across
Greater Manchester (GM).

Over the next five years GM faces an unprecedented challenge in health and social care service
provision. The cancer plan outlines our contribution to acting collectively at scale to break down
organisational barriers, focus on prevention and implement new models of care. The cancer plan
looks at new ways of running cancer services, finding and using information, working together and
developing effective treatment.

This plan outlines how we will implement and deliver our vision, strategic objectives and as a result
improve the outcomes and experience for our population. It is a live document and will be reviewed
regularly, so that as a system we can identify what we planned to do and how and to what extent
that was achieved. This will help us assess and evaluate the impact that the cancer plan has had on
Greater Manchester’s population.

Greater Manchester
On April 1, 2016 Greater Manchester took charge of its £6 billion annual spend on health and social
care services. The aim is to see the fastest and biggest improvement to the health, wealth and
wellbeing of the 2.8m people of GM so we have skilled, healthy and independent people. Greater
Manchester’s five-year plan, Taking Charge of our Health and Social Care, was published in
December 2015. It focuses on four areas of transformation





Radical upgrade in population health prevention
Transforming community based care & support
Standardising acute & specialist care
Standardising clinical support and back office services
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Underpinned by a fifth area focused on enabling better care through the creation of innovative
organisational forms, new ways of commissioning, contracting and payment design and
standardised information management and technology to incentivise ways of working across
Greater Manchester.
Key health goals have been identified within the strategic plan and with regards to cancer, the
ambition is for fewer people to die early from cancer. Improving premature death rates from cancer,
to projected England average, will result in 1300 fewer deaths by 2021.

Vision and Outcomes
The vision for cancer care is simple. We want our cancer services to give people the best chance of
avoiding or surviving cancer. Services must be sustainable, value for money and the best they can
be for everyone, right across Greater Manchester.
The eight areas of focus that will be pursued in order to deliver our vision are:
1.
2.
3.
4.
5.
6.
7.
8.

Reducing the risk of cancer
Diagnosing cancer earlier
Better cancer care for everyone
Improving peoples quality of life with and after cancer
Joining everything together
Providing people with a better experience
Improving our knowledge of cancer
Constantly teaching and learning

The cancer plan describes a number of measurable objectives relevant to each stage of the cancer
pathway in Greater Manchester. While all of these objectives are important, six of them are
identified as key objectives. This will allow us to have an at-a-glance assessment of our
performance across the cancer system and across the pathway. The six key goals that we want to
achieve as a result of realising our vision are:

1. Under 13% of adults smoke by 2020
2. More than three-quarters of patients survive cancer for at least a year after first being
diagnosed
3. We prevent 1,300 avoidable cancer deaths before 2021
4. Patients rate the care they get as 9/10 (in the National Cancer Patient Survey) from 2018
5. Patients start their treatment as quickly as possible after referral, well within the 62- day
national target
6. Everyone gets the same package of help to recover from cancer once they finish their
treatment.
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As stated above, reducing the number of people dying early from cancer is also one of the seven
population health outcomes identified in Taking Charge.
A headline Outcomes Framework has been developed for the cancer plan, detailed below. These
overarching outcomes will form the basis of a performance dashboard, which will be used by the
Greater Manchester Cancer Board to monitor the direction of travel of the plan as a whole.
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Cancer Plan Outcomes Framework
Domain

Prevention

Early Diagnosis

National /
Local

Target

By

Reduce adult smoking rates to

13%

2020

Local

Reduce smoking rates in routine and manual workers to

21%

2020

Local

Reduce smoking rates in pregnancy to

8%

2021

Local

Reduce regular and occasional smoking in 15 year olds to

5%

2021

Local

Improve HPV vaccination within school-aged girls (11-18 yr olds)

90%

2020

Achieve bowel cancer screening uptake (FIT and scope) of

75%

2020

Local

Increase cervical screening uptake to

80%

2021

Local

Increase breast screening uptake to

75%

2021

Increase one-year survival to a minimum of

75%

2020

National

National

National
Local

Objective

Reduce CCG variation in one-year survival

2020

National

Increase the proportion of patients whose cancers are diagnosed at
stage 1 or 2

62%

2020

National

Increase the proportion of patients given definitive cancer diagnosis, or
all clear, within 28 days of GP referral to

95%

2020

Local

Decrease premature mortality from cancer to match England
average

1300 fewer
premature deaths

2021

Local

Reduce the one-year survival deficit for older people to less than

15%

2020

Local

Reduce the proportion of cancers diagnosed as an emergency to below

18%

2020

Improved
and
Standardised
Care

Living With And
Beyond Cancer
and
Supportive
Care

Patient
Experience and
User Involvement
Research

Local

Reduce the CCG variation in proportion of cancers diagnosed as an
emergency

Local

Recruit cancer patients to the national 100,000 Genomes Project

2020
1000 patients

2018

National

Increase ten-year survival to

57%

2030

Local

Increase five-year survival to

62%

2025

National

Consistently achieve cancer waiting time standards (GM) for 31-day

96%

Monthly

National

Consistently achieve cancer waiting time standards (GM) for 62day

85%

Monthly

National

Consistently achieve cancer waiting time standards (all localities) for
31-day

96%

Apr-18

National

Consistently achieve cancer waiting time standards (all localities) for
62-day

85%

Apr-18

National

Continuously improve long-term quality of life

In development

Local

Increase the proportion of people who die in their usual place of
residence to

47%

2020

Local

Ensure that the recovery package is available to patients reaching
completion of treatment

100%

2019

Patient experience consistently achieving an average overall
rating of 9/10

All trusts

2018

Local

Maintain our position as the, population adjusted, leading NIHR Clinical
Research Network for patient recruitment in cancer research

1 / 15 Regions

Annually

Local

Increase the proportion of patients who recall having clinical trials

40%

2019

Local

discussed with them to
Local

Reduce provider variation in the proportion of patients who recall having
clinical trials discussed with them

2019
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Model for change – An Accountable Cancer System
Greater Manchester as part of the National Cancer Vanguard, is aiming to develop,
nationally replicable, plans for implementing Accountable Cancer Networks (ACN).
The intention is for this approach to support integration across the entire cancer
patient pathway (including public health, primary care and diagnostics), in order to
secure improvements in delivering patient centred, quality and more financially
sustainable cancer care.

The aims of a Cancer Partnership / ACN within Greater Manchester will be to:






Improve the quality of healthcare for people with suspected and diagnosed
cancer
Work with partners to improve population health and reduce the incidence of
cancer from preventable causes
Secure value and financial sustainability by effective use of resources across
the cancer system
Improve the experience of care, treatment and support

Working in partnership we are seeking to co-produce the right organisational form
and governance model for a Cancer Partnership within Greater Manchester and
Eastern Cheshire, in order to meet the above stated aims.

To be able to achieve Greater Manchester’s aspiration to implement the key
recommendations of the national cancer strategy in full by 2021, along with ambitions
that go beyond the national requirements, Greater Manchester needs to ensure
cancer services are commissioned at an appropriate spatial level to reduce
fragmented decision making and ensure clear lines of accountability for cancer
patient experience and outcomes.

Governance and Delivery
Our platform to deliver the Cancer Plan recognises:




The leadership governance necessary to drive and oversee the changes;
The capacity of all organisations in the system to engage on the cancer
programme; and
Dedicated capacity in a single Greater Manchester Cancer Team to support
organisations locally and across GM.
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Greater Manchester Cancer Board

A refreshed governance arrangement has been established via the cancer board.
Following the dissolution of the separate cancer commissioning and provider boards,
this board integrates representation from people affected by cancer, commissioners
and providers of cancer services, public health, primary care and cancer education
and research.

This cancer board provides a mechanism for scrutiny and collective accountability
across partner organisations through its oversight of all cancer activity in the area.
The Board sits within the governance and accountability structures of Greater
Manchester Health and Social Care Partnership. It therefore has relationships with
the Joint Commissioning Board, the Association Governing Group of Greater
Manchester CCGs, and the Provider Federation Board. Ultimate accountability is to
the Chief Officer of the Greater Manchester Health and Social Care Partnership
through the Strategic Partnership Board.

The cancer board is responsible for the implementation of the cancer plan for
Greater Manchester. It collectively holds the system to account for its performance
across the whole cancer pathway and provides a mechanism for scrutiny and
accountability across partner organisations.
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It also actively manages and holds to account Greater Manchester’s cancer clinical
network, ‘Greater Manchester Cancer’, along with the Greater Manchester part of the
National Cancer Vanguard. The infrastructure supporting the cancer board is outlined
below.

Partnership Working
The delivery of the ambitions within the cancer plan require contributions from each
part of the system, with the Greater Manchester Cancer Board holding each part of
the system to account for its role in the delivery of the plan.
A series of annexes have been developed to sit alongside the cancer plan (Appendix
1), these annexes provide an outline of the key actions required from respective
stakeholders within Greater Manchester.
Early detection of cancer (at stage 1 & 2) greatly increases the chances for
successful treatment and is therefore, key to improving cancer survival rates.
Recognising the crucial role Primary Care plays in early detection of cancer the
cancer work stream will need to ensure effective working with and across localities to
improve our one-year cancer survival rates.
Greater Manchester Cancer Pathway Boards are the primary source of clinical
opinion to Greater Manchester Cancer. The Boards are made up of colleagues from
across the region and across the professions involved in the pathway. The Boards
aims are to deliver improvements in clinical care and patient experience through an
agreed work programme.
54

Greater Manchester Cancer Team

AGG and Provider Federation Board approved the infrastructure costs for the GM
cancer system for 2017/18 in recognition of the need to make sure we have the right
capacity and capability in place to deliver the ambitious milestones detailed within the
cancer plan.
The cancer board recently approved the move to merge GM cancer with GM cancer
commissioning and the cancer function of the Strategic Clinical Network, to form a
GM cancer team. This team provides system wide clinical and managerial leadership
and support to the GM cancer system. Through it’s fortnightly business meeting the
GM cancer team monitors progress against the milestones and objectives detailed
within the GM Cancer Plan and take action where there are risks to delivery. All
milestones within the cancer plan have been mapped and owners allocated
(Appendix 2).
Through combining the teams and breaking down organisational barriers, the
intention is to establish closer working arrangements between commissioners and
clinicians to make the required first steps in the evolution of a Cancer Partnership /
Accountable Cancer Network at GM level. A critical mass in the team operating at
GM level for the whole population is an essential requirement, supporting the
development of trust and confidence in the system and working with and in support
of local care organisations. The GM cancer team structure is outlined below:
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The GM cancer team have recently undergone a formal progress review / interview
process to appoint to eighteen clinical pathway director roles. Each pathway director
is charged with developing robust pathway board delivery plans, outlining their
board’s contribution to the delivery of the cancer plans 6 key objectives.
In addition, the joint funded GM Cancer / Macmillan User Involvement Programme
ensures that people affected by cancer are at the heart of improving our cancer
services. Within this programme recruitment and training has taken place for 20
members of the People Affected by Cancer Steering Group and recruitment and
training of a further 100 people. Actively engaging with people affected by cancer is a
key enabler to improving the experience and outcomes of cancer assessment,
treatment and aftercare and this programme places GM in a strong position to realise
this outcome.
The Cancer Vanguard
Greater Manchester, along with Royal Marsden Partners and University College
London Hospitals, collectively make up the Cancer Vanguard. Working across a total
population of 10.7 million (18% of England’s population) it provides an
unprecedented opportunity to transform care and create scalable and replicable
options for the whole country.
Robust governance and programme management arrangements are in place and
agreed with the New Care Models Team in respect of delivery against the cancer
vanguard programme objectives. This sits alongside oversight for the GM cancer
board to ensure alignment of future innovations across GM.

Risk Assessment and Management
The GM Cancer Team has a comprehensive risk register that describes the scale of
the transformation (strategic risks) alongside the business as usual delivery
(operational) risks. Work is underway to ensure the cancer programme team’s
approach to risk assessment and management is aligned to the GM Partnership
approach.
A cancer board assurance report is in development, which provides overall
assurance against delivery of the cancer plan milestones and associated objectives,
the management of the risks identified, gaps in control and gaps in assurance.
Where gaps in assurance and control are identified these will be mitigated
appropriately through actions, with overall risk position and progress reported
through the cancer board.
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GM Transformation
The range of transformation across GM is now described as the GM Transformation
Portfolio, it reflects the range of programmes that have emerged and are in
development across our system.
The GM Transformation Portfolio comprises:




The 10 locality plan programmes of reform and transformation
The 5 GM transformation theme programmes
The 5 GM cross-cutting programmes of mental health, learning disability,
cancer, children’s and dementia

The Transformation Portfolio Board
The Transformation Portfolio Board brings together locality leadership with the GM
transformation theme and programme leads to oversee and drive delivery of the GM
transformation portfolio, direct and prioritise key GM level programmes of work and
resolve key delivery issues/risks that are GM wide.
Each programme, including cancer, produces a monthly highlight report outlining the
work delivered, next steps and risks for each theme and programme, which will be
presented to the Transformation Portfolio Board.
GM Transformation - Locality plans
The 10 localities in GM have plans in place for the comprehensive integration of
health and social care. The locality plans are the platform for integrated
commissioning and provision of health and social care and the reform of the wider
public sector.
The initial priority is to align the place-based integration approach to the locality
development of LCOs.
A key challenge for the cancer programme is to ensure alignment of approach with
localities and at a GM level. And to ensure prioritisation and sequencing of the
cancer work programme fits with the GM transformation themes and crosscutting
programmes.
Transformation Funding
An application for GM transformation funding is in development in order to ensure
delivery of the GM cancer plan. The proposal will detail the system infrastructure
required to deliver the plan on an on-going basis, the level or resource required to
deliver the objectives within the cancer plan and the expected benefits and return on
investment.
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Greater Manchester Cancer
Achieving world-class cancer outcomes: Taking charge in Greater
Manchester
Implementation annex #1
Provider Trusts
The Greater Manchester Cancer Board’s cancer plan for Greater Manchester was ratified by
the GMHSC Partnership Strategic Partnership Board in February 2017. The delivery of the
ambitions that it contains will require contributions from each part of the cancer system. The
Greater Manchester Cancer Board will hold each part of the system to account for its role in
the delivery of the plan. This document summarises the key actions required from Greater
Manchester Cancer’s hospital provider trusts. In addition to the trust-specific actions set
out in the plan, all hospital providers will be expected to make the following contributions.

What

1



When
Deliver a year-on-year improvement in the proportion of cancers
diagnosed at stage one and stage two –
o



By June 2017

Reduce the proportion of cancers diagnosed following an
emergency admission
o

2

Work with commissioners to agree data collection trajectories
to ensure robust and timely staging data collection

Support primary care implementation strategies for all patients
diagnosed as an emergency to have their cases looked at
through a Significant Event Audit

By December
2017

Enable the delivery of the system-wide pathways to diagnosis and

By December

treatment set by clinical pathway boards, with a focus on streamlining the

2017

patient journey.

3

Support pathway board efforts to review the pathway MDT processes
and standardise the approach to streamline the MDT discussions in
routine cases and create more time for complex case discussion. Explore
sector based and GM based MDT approaches.

By December
2017

4

Ensure 85% of patients continue to meet the 62-day cancer waiting time

By March 2018

standard.

Work towards achievement of the 28-day faster diagnosis standard.

By March 2019

Ensure sufficient capacity for timed pathways for lung and HPB to deliver a

5



50-day standard

December 2017



42-day standard

December 2018

Work with commissioners, clinical pathway boards, people affected by

To a timetable to

cancer and other stakeholders to develop and agree an optimal Greater

be set by Greater

Manchester specification for each tumour type.

Manchester
Cancer

6

Support the implementation of the Recovery Package through:



7

8

A contribution to the development of a standard Greater
Manchester approach, and
Enabling all clinical teams to deliver each of its elements

To a timetable to
be set by Greater
Manchester
Cancer

Ensure Greater Manchester Cancer agreed stratified follow up pathways
of care are in place for
o

Breast cancer

By March 2018

o

Prostate and Colorectal cancer

By March 2019

Work with commissioners, clinical pathway boards, people affected by

By September

cancer and other stakeholders to develop and agree system-wide follow-

2017

up protocols and create a timetable for offering stratified follow up
arrangements dependent on risk.

9

Work with commissioners, clinical pathway boards, people affected by

By June 2107

cancer and other stakeholders to develop and agree a co-produced
cancer patient access charter

10

Ensure access to a CNS or other key worker for all cancer patients
through identifying gaps in access by pathway and developing access

By December
2017

improvement plans

11

Maintain oversight and facilitate recruitment to the 100,000 Genome

From March 2017

Project in appropriate eligible pathways.
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Achieving world-class cancer outcomes: Taking charge in Greater
Manchester
Implementation annex #2
Clinical Commissioning Groups
The Greater Manchester Cancer Board’s cancer plan for Greater Manchester was ratified by
the GMHSC Partnership Strategic Partnership Board in February 2017. The delivery of the
ambitions that it contains will require contributions from each part of the cancer system. The
Greater Manchester Cancer Board will hold each part of the system to account for its role in
the delivery of the plan.
This document summarises the key actions required from Greater Manchester’s Clinical
Commissioning Groups. In addition to the locality-specific actions set out in the plan, all
localities will be expected to make the following contributions.

What

When

1

By March 2020

2

Strengthen existing tobacco controls and smoking cessation services, in line
with reducing smoking prevalence to below 13% nationally


Implement locality requirements outlined in the Greater Manchester
tobacco control plan (expected April 2017)



Ensure effective and accessible locality based smoking cessation services
are in place

Work in partnership with local Voluntary Community and Social Enterprise

By March 2019

(VSCE) sectors to test a GM wide social movement focused on cancer
prevention

3

Oversee roll out primary care prescribing of drugs to prevent breast

4

Improve access to, and uptake of, three national cancer screening

By May 2017

cancer, subject to GM business case agreement

programmes (bowel, breast, and cervical) and ensure a locality contribution
to the overall GM targets of:

5



Achieve bowel cancer screening uptake (FIT and scope) of 75%



Increase cervical screening uptake to 80%



Increase breast screening uptake by 10% to 75%

Improve one-year survival rates to achieve 75%.

By March 2020
By March 2021
By March 2020





Deliver a year-on-year improvement in the proportion of cancers
diagnosed at stage one and stage two –
o

Agree data collection trajectories with providers to ensure robust
and timely staging data collection

o

Work in partnership with local Voluntary Community and Social
Enterprise (VSCE) sectors to raise awareness of the signs and
symptoms of cancer and encourage earlier presentation and
advice seeking

April 2017
onwards

Reduce the proportion of cancers diagnosed following an emergency
admission
o

Contribute towards a GM reduction in the proportion of cancers
that are diagnosed as an emergency to below 18%

o

Implement strategies for all patients diagnosed as an emergency
to have their cases looked at through a Significant Event Audit

By March 2020
By December
2017

6

Drive earlier diagnosis by:




7

By March 2018

Implementing NICE referral guidelines
o

Ensuring primary care adherence to use of updated standardised
suspected cancer referral process and forms

o

Support a GM approach to training and education for primary
care professionals on cancer symptoms and referral processes

Ensuring local provision of GP direct access to key investigative tests for
suspected cancer

Work with providers, clinical pathway boards, people affected by cancer and

By June 2107

other stakeholders to develop and agree a co-produced cancer patient
access charter

8

Commission sufficient capacity to ensure 85% of patients continue to meet

By March 2018

the 62 day cancer waiting time standard.
Work towards achievement of the 28-day faster diagnosis standard.

By March 2019

Ensure sufficient capacity for timed pathways for lung and HPB to deliver a

9



50-day standard

December 2017



42-day standard

December 2018

Work collaboratively to develop a commissioning plan for an integrated

By October 2017

acute oncology service for implementation in 2018

10

Work collaboratively to develop and commission comprehensive
lymphoedema services

By March 2020

11

Work with clinical pathway boards, hospital providers, people affected by

To a timetable to

cancer and other stakeholders to develop and agree an optimal Greater

be set by Greater

Manchester specification for each tumour type.

Manchester
Cancer

12

Lead the implementation of the Recovery Package through:



13

14

A contribution to the development of a standard Greater Manchester
approach, and
Building the delivery of each of the Recovery Packages elements into
commissioning specifications

To a timetable to
be set by Greater
Manchester
Cancer

Ensure patients have access to Greater Manchester Cancer agreed stratified
follow up pathways of care for
o

Breast cancer

By March 2018

o

Prostate and Colorectal cancer

By March 2019

Work with providers, clinical pathway boards, people affected by cancer and
other stakeholders to develop and agree system-wide follow-up protocols

By September
2017

and create a timetable for offering stratified follow up arrangements
dependent on risk.

15

Ensure all patients have access to a clinical nurse specialist or other key
worker

By December
2017
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Manchester
Implementation annex #3
Clinical Pathway Boards
The Greater Manchester Cancer Board’s cancer plan for Greater Manchester was ratified by
the GMHSC Partnership Strategic Partnership Board in February 2017. The delivery of the
ambitions that it contains will require contributions from each part of the cancer system. The
Greater Manchester Cancer Board will hold each part of the system to account for its role in
the delivery of the plan.

This document summarises the key actions required from Greater Manchester Cancer’s
tumour-specific clinical pathway boards. In addition to the pathway-specific actions set
out in the plan, all tumour-specific pathway board will be expected to deliver in the following
areas.

What

When

1

By December 2017

Develop, deliver and monitor system-wide pathways to diagnosis and
treatment that achieve as an absolute minimum the national waiting
time standards for all services with a focus on streamlining the patient
journey.

2

Review the pathway MDT processes and standardise the approach to
streamline the MDT discussions in routine cases and create more time for
complex case discussion. Explore sector based and GM based MDT
approaches.

By December 2017

3

Review all existing network clinical guidelines and make them openly

By October 2017

available on the Greater Manchester Cancer website.

and then every two
years

4

Work with commissioners, hospital providers, people affected by cancer and

To a timetable to

other stakeholders to develop and agree an optimal Greater Manchester

be set by Greater

specification for their tumour type.

Manchester Cancer

5

Review and agree system-wide follow-up protocols and create a timetable

By September 2017

6

Support the implementation of the Recovery Package through:

for offering stratified follow up arrangements dependent on risk.




7

A contribution to the development of a standard Greater Manchester
approach, and
The agreement of the pathway-specific content of its elements.

Work with the LWBC Board to map the potential long-term consequences

To a timetable to
be set by Greater
Manchester Cancer

By June 2017

of treatment associated with the tumour type and map the local expertise
available to support patients with these.

8

Ensure that all available outcomes, experience, research recruitment and

By May 2017

operational data relating to the pathway is transparently reviewed as part
of normal board process, with a focus on sharing data and reducing
unnecessary variation.

9

Maintain oversight and facilitate recruitment to the 100,000 Genome

10

Develop a detailed pathway board delivery plan; to include the board’s

11

Provide a pathway board educational plan, to include how the board will

From March 2017

Project in appropriate eligible pathways.
By October 2017

contribution to the delivery of the cancer plans 6 key objectives.
By September 2017

work with Cancer Education Manchester to develop the primary care
platform Gateway-C.

12

Work effectively with the cancer champions initiative to maximise their

13

Support the review and implementation plan for the Greater Manchester

14

Support the development and delivery of an agreed model for integrated

By March 2019

impact in the pathway.
By December 2017

systemic anti-cancer treatment strategy
By October 2018

acute oncology service
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What – Breast

When

1

Current provision of breast one-stop triple assessment clinics audited and

By September 2017

2

Support business case development and roll out of drugs to prevent breast

3

Support the transformation of breast cancer surgery through the

plan developed
By May 2017

cancer
By September 2017

development of a Greater Manchester model of care and specification for
future breast services

4

New aftercare pathways, including the provision of health and wellbeing

5

Provide support to the breast screening team to deliver improvements in

By March 2018

events, defined and implemented for breast cancer patients
Ongoing

breast screening uptake

What - Colorectal

When

1

Pilot of straight-to-test pathway for colorectal cancer

By October 2017

2

Support the transformation of colorectal cancer surgery through the full
implementation of a sector MDT model in colorectal cancer

By September 2017

3

Agree colorectal cancer standards

To a timetable to
be set by Greater
Manchester Cancer

4

New aftercare pathways, including the provision of health and wellbeing
events, defined and implemented for colorectal cancer patients

By March 2018

5

Provide support to the screening team to deliver improvements in bowel
screening uptake

Ongoing

What – Gynaecology

When

1

Standardised approach to one-stop unexplained vaginal bleeding clinics

By August 2018

2

Support the implementation of HPV testing in cervical screening programme

To commence by

April 2018

3

Provide support to the screening team to deliver improvements in cervical

4

Provide support to deliver plans to significantly improve HPV vaccination

screening uptake
Ongoing

within school aged girls (11-18 year-olds)

What – Haematology

1

Ongoing

When

Support implementation of a regional haematological malignancy diagnostic By January 2018
service

What – Hepato-Pancreato-Biliary

When

1

Regional jaundice pathway for pancreatic cancer in place

By January 2018

2

Develop, deliver and monitor a system-wide pathway to diagnosis and
treatment that achieves:

3



50-day waiting time standard

By December 2017



42-day waiting time standard

By December 2018

Sustainable prehabilitation programme in place for hepato-pancreato-biliary
cancer patients

By April 2017

What – Lung

When

1

Regional optimal lung cancer pathway implemented

By January 2018

2

Develop, deliver and monitor a system-wide pathway to diagnosis and
treatment that achieves:

3



50-day waiting time standard

By December 2017



42-day waiting time standard

By December 2018

If approved, support implementation of lung health check across Greater
Manchester

Ongoing
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What – Oesophago-Gastric

When

1

Pilot of streamlined oesophago-gastric cancer diagnostic pathway

By January 2018

2

Support plans to complete the transformation of oesophago-gastric cancer

Ongoing

surgery

What – Urology

When

1

Standardised approach to prostate cancer diagnosis agreed and

By January 2018

2

Support the development of an implementation plan to complete the

By December

transformation of urological cancer surgery

2017

3

New aftercare pathways, including the provision of health and wellbeing

By March 2018

implemented

events, defined and implemented for prostate cancer patients
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Greater Manchester Cancer Core Team
The Greater Manchester Cancer Board’s cancer plan for Greater Manchester was ratified by
the GMHSC Partnership Strategic Partnership Board in February 2017. The delivery of the
ambitions that it contains will require contributions from each part of the cancer system. The
Greater Manchester Cancer Board will hold each part of the system to account for its role in
the delivery of the plan.

This document summarises the key actions required from Greater Manchester Cancer’s core
team.

What

When

1

Oversee delivery of all components of the GM Cancer Plan

Ongoing

2

Business cases agreed in relation to the use of drugs to prevent breast
cancer

By May 2017

3

Support the evaluation and decision-making around the potential roll-out of

By May 2017

4

Work with commissioners, clinical pathway boards, people affected by

the lung health check model
By June 2107

cancer and other stakeholders to develop and agree a co-produced cancer
patient access charter

5

Set a timetable for the production of optimal Greater Manchester

By September
2017

specifications for each tumour type.

6

Oversee the review of all pathway MDT processes with the intention of

By December

piloting innovative MDT models in 2018.

2017

7

Review and develop and action plan for implementation of the Greater

By December

Manchester systemic anti-cancer treatment strategy

2017

8

Support the implementation of the Recovery Package through:

By August 2017

Coordinating the development of a standard Greater Manchester
approach, and
The development and coordination of an implementation timetable.


9

Develop proposals for an Accountable Cancer Network and alternative

By December

budgeting, payment and contracting mechanisms

2017

10

Establish a cancer intelligence service.

First intelligence
report to cancer
board by April
2017

11

Support the defined cancer patient experience leadership team to review

By December

current performance and develop action plan

2017

12

Continue to lead a programme of user involvement in the work of Greater

Ongoing

13

Lead the development of a commissioning plan for an integrated acute

14

Lead the development and commissioning of comprehensive

Manchester Cancer
By October 2017

oncology service for implementation in 2018
By March 2020

lymphoedema services
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Manchester
Implementation annexe #5
Greater Manchester Health and Social Care Partnership
The Greater Manchester Cancer Board’s cancer plan for Greater Manchester was ratified by the
GMHSC Partnership Strategic Partnership Board in February 2017. The delivery of the ambitions that it
contains will require contributions from each part of the cancer system. The Greater Manchester
Cancer Board will hold each part of the system to account for its role in the delivery of the plan. This
document summarises the key actions required from Greater Manchester’s Health and Social Care
Partnership.

What

When

1

Lead the work to prevent cancer through the implementation of the GM

Ongoing

2

Strengthen existing tobacco controls and smoking cessation services, in

Population Health plan

line with reducing smoking prevalence to below 13% nationally


Development and implementation of a Greater Manchester tobacco
control plan (expected April 2017)



Ensure effective and accessible locality based smoking cessation
services are in place

3

Lead the work to improve cancer screening set out in the plan

Ongoing

4

Lead the evaluation and decision-making around the potential roll-out of

By May 2017

5

Lead regional programmes for the development of radiology and

6

Lead the processes to transform specialist cancer surgical services.

Ongoing

7

Identify cancer patient experience lead for GM through the GMHSC

By April 2017

the lung health check model
Ongoing

pathology services

Partnership nursing leadership structures to take forwards the programme
of work outlined within the cancer plan

7

By March 2020

Greater Manchester Cancer
Achieving World-class Cancer Outcomes:
Taking Charge in Greater Manchester 2017-2021
Milestone Progress – Quarter 1 2017/18

Domain

Theme

Item

Progress / Achievement

Prevention

Raise awareness
of lifestyle risk
factors and
change
behaviour

Greater Manchester
tobacco control plan
produced



Prescribe drugs
that are effective
in preventing
cancers

Assessment of evidence
of effectiveness of drugs
to prevent breast cancer
and business cases
agreed by May 2017

Enhance cancer
screening

Breast screening
improvement trial reports 
findings in May 2017

Breast screening invitation letter trial was completed in May 2017. A full
analysis report will be completed by October 2017.

Make the MCIP
lung health check
available to all if

Decision on
implementation of MCIP
lung health check across
Greater Manchester by

Following the successful evaluation of the MCIP lung health check pilot
there has been agreement to establish a task and finish group to develop
an options paper to inform bids for transformation funding by September

Early Diagnosis



Tobacco control plan is in final draft following it being presented to May’s
cancer board. It will be presented at the July GM Health and Social Care
Strategic Partnership Board meeting.
Bisphosphonates paper presented at cancer board in May. The board
agreed with the case outlining the rational for its introduction.





GM Association Governing Group is progressing discussions with
specialised commissioning in order to develop a risk / gain share
mechanism to be able to progress business cases.

successful

May 2017

Implement the
NICE suspected
cancer referral
guidelines

GP use of updated
standardised suspected
cancer referral process
and forms audited by
June 2017



Audit complete in two CCGs and plans for all CCGs to complete the audit
over the summer.

Pilot patient selfreferral

Self-referral system pilot
launched by June 2017



Ethics approval granted and first version of the tool has been programmed
and made available for the project focus groups. Pilot to launch in
September 2017.



Direct to test colonoscopy pathway and Upper GI (direct to test OGD and
jaundice) are in place. Streamlined diagnostics for lung is in the final
stages of being agreed between Bolton FT and the CCG and will be
implemented over the summer.



Patient access charter in draft.

Implementation plan for
transformed oesophagogastric cancer surgery
agreed by May 2017



Under the leadership of SRFT as appointed lead provider work continues
to agree timescales for full implementation of the revised model for OG
cancer surgery.

Decision on transformed
urology cancer surgery
by June 2017



The Joint Commissioning Board meeting in June endorsed the decision
regarding transformed urology services.

Faster pathways in
Bolton for lung,
colorectal and
Reduce
oesophago-gastric
diagnostic waiting cancers by May 2017
times
A co-produced cancer
patient access charter
published by June 2017
Improved and
standardised
care

Complete the
transformation of
specialist
urological and
oesophagogastric cancer
surgery
Speed up
pathways to
treatment

2017.

System in place to report

average and range of
waiting times to for all

pathways by April 2017

System now in place for all pathways – non-reallocated position.
Reallocated position report to be developed, to expand out to all pathways,
ensuring consistency of 28 day reporting. Report in development for July

cancer board.

Living with and
beyond cancer
and supportive
care

Speed up
pathways to
treatment

Identify priority pathways
by April 2017

Review and
strengthen
pathway boards

Sustainable
prehabilitation
programme in place for
hepato-pancreato-biliary
cancer patients by April
2017

Improve access
to psychological
support

Role of regional
psychological support
clinical group formalised
by June 2017

Support people
with long-term
consequences of
treatment

Commissioning,
provision and
accountability

Develop a cancer
intelligence
service

Potential consequences
of treatment mapped by
pathway by June 2017
Assessment of current
consequences of
treatment expertise in
Greater Manchester by
June 2017
First cancer intelligence
report to Greater
Manchester Cancer
Board







Additional managerial and commissioning support identified for lung and
colorectal pathways for 2017.

Programme and funding in place for next 12 months.



Interviews completed in May and pathway director recruited.



Pathway boards are developing an outline of the consequences of
treatment for their specialty. This mapping exercise is underway and will be
concluded by July. This will provide a greater understanding and inform the
commissioning for improved management of the consequences of
treatment.



GM Cancer are undertaking a workforce analysis in relation to the
consequences of treatment expertise within GM. This will be concluded in
quarter 2 This will provide a greater understanding and inform the
commissioning for improved management of the consequences of
treatment.




Report developed and submitted to April cancer board.

Patient
experience
and user
involvement

Education

Define patient
experience
leadership

Cancer patient experience
leadership defined
Greater Manchester cancer
patient experience group
formed by June 2017

Better understand
our patient
experience

Pilot of real time patient
experience intelligence
service to begin

Embed service
users in the
continuous
development of
services

Funding secured for
ongoing user involvement
programme by May 2017

Develop a cancer
education and
information
strategy for Greater
Manchester

A comprehensive cancer
education and information
strategy

Create a primary
care cancer
education platform
– “Gateway-C”

Launch primary care
cancer education platform
Gateway-C to all GP
practices in Greater
Manchester in June 2017




GM Health and Social Care Partnership have appointed a Director of Nursing.



Appointed Director of Nursing will now to take this forward.




Pilot has begun with East Cheshire Trust, East Cheshire Hospice and St Anne’s
Hospice. Plan in place for rolling out to further Trusts and Hospices in forthcoming
months.



Annual funding agreed for cancer system infrastructure.






Further stakeholder engagement underway prior to cancer board approval.

Gateway-C launched and good progress is being made on in enrolling primary
care staff from across Greater Manchester and Eastern Cheshire on the learning
zone.

