
 
 
 

  
 

Greater Manchester Cancer 

Greater Manchester Cancer Board 

Agenda 

 
Meeting time and date: 8.00–9.30am, 17th February 2017 

Venue: Mayo Building, Salford Royal  

Chair: Richard Preece 

 

# Item Type To Lead  Time 

1 Welcome and apologies Verbal - Richard Preece 5′ 

2 Minutes of the last meeting Paper 1 Approve Richard Preece 5′ 

3 Action log and matters arising  Paper 2 Note Richard Preece 5′ 

4 The Greater Manchester cancer plan     20′ 

  Launch update  Paper 3 Note Tom Pharaoh  

  Draft equalities impact assessment  Paper 4 Note John Herring  

5 Greater Manchester Cancer    15′ 

  Infrastructure update Verbal Note Adrian Hackney  

  Management arrangements Paper 5 Note Adrian Hackney  

  Pathway Board review  Paper 6 Note Dave Shackley  

6 Cancer intelligence     15′ 

  Providing a cancer intelligence 
service  

Paper 7 Note Adrian Hackney  

  Collecting real-time patient 
experience information  

Verbal Note Adrian Hackney, 
Nabila Farooq 

 

7 Update from GM Cancer User 
Involvement Steering Group  

Verbal Note David Makin, 
Nabila Farooq 

10′ 

8 Greater Manchester Cancer: 
Vanguard Innovation update   

Paper 8 Note Jenny Scott 10′ 

9 Any other business Verbal - All 5′ 

10 Papers for information 

 User involvement in cancer 
transformation  

 

Paper 9 
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Greater Manchester Cancer 

Greater Manchester Cancer Board 

Minutes of the meeting held on  

Friday 20th January 2017 at Salford Royal  

In attendance 

Voting members 

GM Health & Social Care 
Partnership team 

Richard Preece RPre Executive Lead for Quality, GMHSC 
Partnership (Chair)  

Rob Bellingham RB Director of Commissioning 

Lead CCG Nigel Guest  NG Chief Clinical Officer, NHS Trafford CCG 

Provider trusts Central 
Manchester 

Darren Banks (for 
Mike Deegan) 

DB Director of Strategy 

Salford  Jack Sharp (for 
David Dalton) 

JSh Director of Strategy 

Stockport  Ann Barnes ABa Chief Executive 
The Christie Roger Spencer RS Chief Executive 
Pennine Acute Roger Prudham (for 

David Dalton) 
RPru Deputy Medical Director  

Stakeholders 

People affected by cancer Nabila Farooq  NF  

Third sector advisory group 
representative 

Stacey Arnold SA Cancer Research UK 

Tanya Humphreys TH Macmillan Cancer Support 

Delivery 

Medical Director  David Shackley DS Medical Director, Greater Manchester Cancer  

Director of Commissioning – GM 
Cancer Services 

Adrian Hackney AH Director of Commissioning – GM Cancer 
Services, NHS Trafford CCG 

Vanguard Innovation Programme 
Director 

Jenny Scott  JSc Programme Director, Greater Manchester 
Cancer Vanguard Innovation 

Chair of Trust Directors of 
Operations Group 

Andy Ennis (for 
Fiona Noden) 

AE Chief Operating Officer, Bolton NHS FT  

Nursing Lead Cheryl Lenney CL Chief Nurse, Central Manchester University 
Hospitals 

Transformation Unit representative Leila Williams LW Chief Executive, NHS Transformation Unit 

AHSN representative  Mike Burrows MB Managing Director, GM AHSN 

Programme Director (interim) Thomas Pharaoh  TP Associate Director, Greater Manchester 
Cancer  

Other members of cancer support team 

Macmillan User Involvement Team Lucie Francis LF Macmillan User Involvement Team Leader 

Strategic Clinical Network Peter Elton PE Clinical Director, GM&EC SCN 

John Herring  JH Network Manager, GM&EC SCN 

Visitors and observers  

John Radford, Professor of Medical Oncology – The 
Christie and University of Manchester  

Rebecca Patel, NHS Transformation Unit 

James Leighton, Greater Manchester Cancer  Paul Fleming, NHS management trainee 
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Members sending apologies and no deputy 
 

People affected by cancer David Makin DM  

Chair of the AGG of CCGs Caroline Kurzeja 
(for Kiran Patel)  

CK Chief Officer, NHS South Manchester CCG 

Primary care providers Tracey Vell TV GP, Chief Executive of Manchester LMC  

Local authorities Steven Pleasant SP Chief Executive, Tameside Metropolitan 
Borough; Interim Accountable Officer, NHS 
Tameside and Glossop CCG 

NHS England specialised 
commissioning 

Andrew Bibby ABi Assistant Regional Director of Specialised 
Commissioning (North), NHS England 

MAHSC Cancer Domain Academic 
Lead  

Salvador Moncada  SM MAHSC Cancer Domain Academic Lead 

GM Population Health  Jane Pilkington  JP Head of Public Health Commissioning 

Chair of Cancer Education 
Manchester 

Richard Cowan RC  Chair, Cancer Education Manchester; Director, 
Christie School of Oncology 

 

1. Welcome and apologies  
RPre welcomed members and apologies were noted.  

 

2. Minutes of the last meeting 
NG noted that he was incorrectly recorded as not attending the last meeting. The board approved 

the minutes of the meeting on 16th December subject to this change.  

 

3. Action log and matters arising  

The board noted the action log. It noted that all actions were complete or on the agenda.  

 

4. The Greater Manchester cancer plan 

DS introduced the final draft of the cancer plan: Achieving world class cancer outcomes: Taking 

charge in Greater Manchester. He noted the covering paper outlining the many groups and bodies 

that had been involved in the extensive consultation process. The board noted the six key 

objectives and the key projects that will contribute to their delivery.  

 

RPre asked the board for comments on the plan. It was noted that it was comprehensive and 

ambitious and, as such, would require additional resource to implement. RPre acknowledged that 

what had been developed was not a delivery plan but rather served to set the direction. NF 

informed the board that the user involvement steering group had contributed to the plan’s 

development, was happy with it and will be happy to support its implementation.  

 

The board approved the final draft of the cancer plan for presentation to the Strategic Partnership 

Board.  

 

DS outlined the proposed next steps. The board heard that the plan would be presented to the 

Strategic Partnership Board of the GM Health and Social Care Partnership in February and, 

subject to ratification, launched in March with a number of annexes relating to implementation. The 

board heard that a full implementation plan would be completed by June.  

 

RPre asked the board for comments on the proposed next steps. AE noted the need to link the 

cancer plan to locality plans. RPre noted that this was a critical role for the partnership team and 

that the process of taking the plan through the Strategic Partnership Board would help with buy-in.  

 

RS noted that the national cancer programme was running a process for cancer alliances to bid for 

transformation funding to implement some of the things already in the GM plan. He noted that GM 

was excluded from the process as its cancer transformation funding had apparently been top-
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sliced and given to GM as part of the devolution process. RPre noted that this issue still needed 

some investigation but that the principle was clear that some of the aims set out in the cancer plan 

would require transformation funding.  

 

CL noted that there were lots of things in the plan that were not large strategic change and could 

be implemented quickly as part of organisational plans with the leadership of existing groups like 

the Directors of Nursing. She also stated that reporting should focus on areas where 

implementation is not proceeding as expected so that this can be resolved.  

 

ABa felt that the implementation annexes would be valuable and noted that the launch of the plan 

needed to be communicated at every level of organisations. She suggested that every organisation 

be challenged to take the plan through its governance structures. DB requested that the 

communication around the plan needed as much detail as possible about the proposed 

development of an accountable cancer network to allow localities to take this into consideration 

when forming local care organisations.  

 

JH noted that the new voluntary community and social enterprise advisory group was supporting 

the SCN team in the development of the equalities impact assessment.  

Action: JH to present draft equalities impact assessment at next meeting of board  

 

5. The Greater Manchester User Involvement Steering Group 

NF introduced a paper that outlining the history, role and make-up of the Greater Manchester 

Cancer User Involvement Steering Group. The board heard that the group was currently made up 

of 18 people affected by cancer from across the region and had recently changed its meeting dates 

to allow Nabila and David Makin to more easily represent the view of the group at the cancer 

board. In addition, NF noted that the steering group had discussed the breast cancer topics 

presented at the December meeting of the board and had offered its support in the development of 

business cases. RPre noted that he would be attending the steering group meeting in March.  

 

6. Greater Manchester Cancer: Vanguard Innovation update   
JSc presented an update paper on the vanguard innovation programme. The board heard that the 

recent quarterly review meeting with the new care models team at NHS England had been positive 

and that confirmation had been received that the programme would receive all of its requested 

funding for 2017/18.  

 

JSc noted that a Vanguard Innovation Oversight Group funding allocation event had been held on 

12th January. RPre asked that the outcomes of these project assessments be made available in 

due course. DB noted the need for the proposed digital pathology work to link to the broader 

pathology work taking place in GM as part of theme four.  

 

JH informed the board that a GP in Wigan had already published a positive blog relating to the 

vanguard-funded primary care education platform, Gateway-C. The board noted that Greater 

Manchester would also be working with the London partners of the national cancer vanguard in 

work to try and set standardised challenging timed pathways in four priority areas.  

 

7. Transformation of surgical services   

LW and Rebecca Patel (RPa) presented an update on the work to transform surgical services for 

cancer patients in Greater Manchester. LW noted that the basis of this transformation process was 

the creation of single services. The board heard the following updates: 
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 In oesophago-gastric cancer surgery, the Joint Commissioning Board endorsed the 

development of a single service led by Salford Royal in October 2016. 

 In gynaecological cancer surgery, commissioners set out a clear requirement for a single 

service in 2014 and the current service does not have a single approach to key elements. 

The Transformation Unit is therefore working with the Dean of the University of Manchester 

Medical School, Professor Ian Greer, to develop a plan for a single service. 

 In urological cancer surgery, a commissioning specification has been produced and signed-

off, based on an outreach model, with a single surgical centre for prostate and one for renal 

and bladder. 

 

LW then set out the next steps, which included:  

 The sharing of work that had been done to define the roles and responsibilities for 

commissioners and providers in a single cancer surgical service, 

 The designing of a model of care breast services as part of theme 3 with UHSM as the 

transformation lead, and  

 Further work to implement agreed models in oesophago-gastric and urological cancer 

surgery.  

 

NF asked whether people affected by cancer had been involved in the transformation process. 

RPa set out the various ways that the views of people affected by cancer had been taken into 

account. RPre asked that a summary paper be provided for the next meeting of the board.  

Action: RPa to share a summary of service user involvement in the transformation of 

cancer surgical services for the next meeting of the board 

 

DB thanked LW for the helpful update and noted that while the importance of the link between 

cancer surgery and benign surgery had been acknowledged in urology, the same link needed to be 

acknowledged in other areas. RS reminded the board that this work referred to the surgical 

services offered to patients and that there were single services already in place for other treatment 

types.  

 

RPre asked whether the anticipated improvements had been quantified. The board heard that a 

number of outcome measures had been set with the assistance of the panels of external experts 

that had supported the transformation process. DS noted the Greater Manchester was part of the 

RESPECT-21 study looking at the impact of consolidating specialist cancer surgery with London 

partners. RPre asked that at an appropriate time in the future the board is presented with 

information on whether the anticipated improvements have been achieved.  

 

8. Cancer and the 100,000 Genome Project 
JR attended the board to present an update on Greater Manchester’s contribution to the Genomics 

England 100,000 Genome Project. The board heard that recruitment to the rare diseases element 

of the project was going well but that very low cancer recruitment in GM was a major risk that had 

been highlighted at a national level. JR asked the board to help gain the support and endorsement 

of clinicians and organisations across GM for the project.  

 

RPre noted that current performance was clearly not good enough but encouraged the board to 

discuss how recruitment could be significantly increased rather than why it had been low to-date. 

DB noted that the region’s performance in this project would be of central importance to the 

genomics centre reaccreditation process.  

 

CL noted the key role of nurses in driving up recruitment. ABa noted that nurses need to be able to 

articulate the benefits to patients and CL suggested that the information given to patients be 



 

6 

 

reviewed. DS noted the need to also engage with surgeons to increase recruitment. RS noted that 

MDTs also had an important role to play in the delivery of the project.  

 

The board noted that a challenging recruitment target of 1,000 patients by December 2018 had 

been set. RPre asked members to take the message back to their colleagues that this target had 

been set and required contributions from all institutions. ABa and RS were asked to raise the issue 

at the meeting of the Provider Federation Board that followed the cancer board.  

Action: board members to communicate importance of 100,000 Genome Project to 

colleagues and within institutions  

Action: CL and DS to meet with 100,000 Genome team locally to consider action plan 

to increase recruitment  

Action: JR to be invited back to March/April meeting  

 

9. Future meeting dates 
TP informed the board that it had two further meeting dates scheduled for 2017. He asked the 

board whether it wanted to continue with the current pattern of meetings, preceding alternate 

meetings of the Provider Federation Board, or seek an alternative day and time. The board agreed 

to continue with the current pattern of meetings.  

 

The board noted the early proposal that the meeting on 24th March would focus on cancer research 

in Greater Manchester and take place at the Manchester Cancer Research Centre at a revised 

time. TP also outlined the subjects that were being prepared for presentation at future meetings 

and RPre requested that members make suggestions for future topics to TP.   

Action: TP to circulate meeting dates for 2017, including detail of changes to March 

meeting 

 

10. Any other business 
CL noted that the slides presented at the last meeting would be useful to share with senior 

colleagues and asked whether it was acceptable to do so. RPre stated that in future all speakers 

should be informed when they are invited to attend that their slides may be shared following the 

meeting. 

 

RS informed the board recent tobacco control meeting that had taken place and suggested that the 

slides from the event should be shared with members.  

Action: TP to circulate tobacco control meeting presentation   

 

11. Papers for information 
The paper provided for information was noted.  
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Greater Manchester Cancer 

Greater Manchester Cancer Board 

Action log  

Prepared for the 17th February 2017 meeting of the board 

 

 

ACTION AGREED ON STATUS 

1 JH to present draft equalities impact 

assessment at next meeting of board 

20th January 

2017 

On agenda  

2 RPa to share a summary of service user 

involvement in the transformation of cancer 

surgical services for the next meeting of the 

board 

20th January 

2017 

Provided in papers for 

information 

3 Board members to communicate 

importance of 100,000 Genome Project to 

colleagues and within institutions  

20th January 

2017 

Ongoing – to be 

removed from action log 

4 CL and DS to meet with 100,000 Genome 

team locally to consider action plan to 

increase recruitment  

20th January 

2017 

Completed 

5 JR to be invited back to March/April 

meeting for 100,000 Genome update 

20th January 

2017 

Scheduled for March 

meeting  

6 TP to circulate meeting dates for 2017, 

including detail of changes to March 

meeting 

20th January 

2017 

To be tabled  

7 TP to circulate tobacco control meeting 

presentation   

20th January 

2017 

Completed 

 
 
 

Paper 
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Greater Manchester Cancer 

 

Achieving World-class Cancer Outcomes:  
Taking Charge in Greater Manchester 2017-2021 

Launch update – February 2017 

 
 The final draft of Achieving world class cancer outcomes: Taking charge in Greater 

Manchester 2017-2021 (‘the cancer plan’) was approved by the Greater Manchester Cancer 

Board on 20th January 2017 for presentation to the Strategic Partnership Board of Greater 

Manchester Health and Social Care Partnership 

 The cancer plan was endorsed by the Executive of the Strategic Partnership Board Executive 

at its meeting on 6th February  

 Preparations can now be made to publicly launch the GM cancer plan at the meeting of the 

Strategic Partnership Board on 24th February  

 The communications team at Greater Manchester Health and Social Care Partnership 

(GMHSC) are supporting the launch  

 A press release is in development and quotes will be sought from a number of members of 

the Greater Manchester Cancer Board  

 Key third sector partners have expressed a willingness to be involved in the launch and this 

is being considered  

 Copywriters have been engaged through the GMHSC communications team to develop an 

accessible public-facing version of the cancer plan to be published alongside the full 

version  

 The full version of the plan will be cascaded through the cancer system via existing 

governance groups and internal communications functions of providers and commissioners, 

with a covering note outlining the implementation support and guidance that will follow 

 

Tom Pharaoh 

Associate Director, Greater Manchester Cancer  

thomas.pharaoh@nhs.net  

Ann Richardson  

Communications Manager, Greater Manchester Health & Social Care Partnership 

ann.richardson4@nhs.net  

Paper 
number 

3 

mailto:thomas.pharaoh@nhs.net
mailto:ann.richardson4@nhs.net
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Greater Manchester Cancer 

 

Report Author(s) 

Name 
John Herring 

Senior Network Manager 

Name 
Kathy McGuirk 

Quality Improvement Manager 

 

Outcome Required Approval  Assurance  Discussion  Information  

Recommendations: 

The Cancer Board is asked to: 

 Note the progress to date in completing the analysis 

 Recognise the process by which the analysis will be completed and how actions will 
be identified and taken forward to address identified health inequalities. 

 

Equality and Health Inequalities Analysis (EHIA) Progress to Date  

The National Equality and Health Inequalities Analysis is the foundation for the GM Cancer 

Plan EHIA. The national EHIA stated that  

“It is expected that in looking at the data and information about local outcomes and services 
across cancer pathways, Cancer Systems and their constituent members consider the specific 
outcomes of different protected groups and inclusion health groups where the data is available, 
and consider their specific needs when planning to improve cancer outcomes across their 
communities. In this way, they should work to:  

Eliminate discrimination, harassment and victimisation  
 

Promote good relations between groups”  
 

Following these principles and guidance from NHS England  and the national team’s AWCCO 

EHIA, the GM plan has been developed to be an action orientated document that 

demonstrates due regard to protect groups and inclusion groups.  

 

To date health inequalities have been explored through desk based research from both 

national and local sources.  

`Report To: Cancer System Board 

Report Title: Equality and Health Inequalities Analysis 

Meeting Date: 17th February 2017 

Paper 
number 
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Milestones 

 

Project Milestones Date to be achieved by 

1. First Draft of Analysis Complete  February 2017 

2. First Draft presented to VCSE Advisory Group for 
comment, development and identifying areas of 
support 

February 2017 

3. Frist draft shared publically for feedback  February 2017 

4. Feedback and insight shared with project/ program 
leads to take appropriate action 

March 2017 

5. The EHIA review is built into project updates/ project 
meetings.  

April 2017  

6. Outstanding issues are reported by exception to the 
cancer system board.  

April 2017 - ongoing 

 

Risks 

 

Key Risk Score Action to Minimise Impact of Risk 

1. Leadership within 

the Cancer 

System Board not 

bought into the 

use of the EHIA.  

 Ensure feedback from leadership team is reflected in the 

re-draft of EHIA.Ensure the legal, moral and financial 

benefits of a properly utilised EHIA are understood, and 

that the EHIA is not used to delay activity, but to ensure the 

targets of the GM Cancer Plan are achieved. This 

information and learning can take place through informal 

and formal channels, as required.  

2. Stakeholders fail 

to contribute to  

draft 2 of the 

EHIA.  

 Promote the EHIA as an action orientated document and 

ensure that feedback loops are in place for  those who 

contribute, through the cancer system board, VSCE 

Advisory Group and Service User Involvement team.  

3. The project/ 

program leads do 

not review 

priorities. 

 1) Ensure it is understood any existing EHIAs can be 

utilized if projects have them already in place; and 

is therefore not duplication of work. 

2) Ensure the project and program leads are informed 

of the support available through the SCN and wider 

stakeholders to work through the EHIA.  

3) Leadership from the top to promote the importance 

of utilising the EHIA.   

SCN to promote the benefits of using the EHIA to their 

respective projects and programmes, 
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Next Steps 

Next steps: 

 

1) In line with best practice guidance the document will be shared for wider public 

consultation, with key focus on seeking feedback from communities that are seldom 

heard.  

2) The project or program lead with then reflect on the findings and take appropriate 

action. 

 

Appropriate action will range from, but is not limited to: 

1) Working with particular stakeholders to address issues identified and create action 

plans to address them eg. share findings with social movement project lead so 

targeted prevention work can take place within particular communities.  

2) Share EHIA findings with relevant stakeholder to take action eg. CCG Leads to include 

requirement for demographic monitoring within their contracts where possible. 

3) Escalating issues identified, to GMHSCP head of Equality & Inclusion so action may 

be taken by the whole partnership rather than the cancer system board e.g. work to 

address homeless people’s access to primary care.    

 

Glossary/Acronyms  

EHIA 

AWCCO 

GMHSCP 

CCG 

SCN 

VCSE 

Equality and Health Inequalities Impact Assessment 

Achieving World Class Cancer Outcomes 

Greater Manchester Health and Social Care Partnership 

Clinical Commissioning Group 

Strategic Clinical Network 

Voluntary Community and Social Enterprise 
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Domain  

Does the equality/inclusion group face discrimination or 
inequalities in this work area?  

Could the work 
tackle this 

discrimination/ 
inequalities 

and/or advance 
equality or good 

relations?  

Could the work 
assist or 

undermine 
compliance 

with the Public 
Sector Equality 
Duty (PSED)/ 

duties to 
reduce health 
inequalities? 

Does any action 
need to be taken 

to address any 
important adverse 

impact?  

By 
Who? 

By 
when? 

Earlier & 
Better 

Diagnosis 

Cervical screening:  
Female Genital Mutilation practice is particularly common 
in some African, Asian and Middle Eastern communities, 
but has become increasingly prevalent across the UK. Up 
to 2,000 girls are believed to be at risk of female genital 
mutilation (FGM) in Greater Manchester 
(http://www.bbc.co.uk/news/uk-england-manchester-
29028799). Anecdotally women who are victims of FGM 
are known to avoid physical examinations of the vagina 
through fears of reactions/ consequences of a medical 
professional discovering they have been a victim of FGM.  

Yes, it could help 
advance equality 
and help foster 
good 
relationships. 

Yes assist  Work with 
community 
members to create 
action plan to 
engage women 
who have been 
victims of FGM in 
cervical screening 
programmes, 
through social 
movement work.  

    

 

 

This is: 

1 line from 16 tabs spanning a range of communities of interest  

From 1 of the 8 domains covered in the ‘Race & Ethnicity’ tab 

From 1 of the 4 lines within the ‘Earlier & Better Diagnosis’ domain 
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GM Cancer – Review of Management Arrangements 

This paper considers potential changes to the managerial arrangements for teams providing 
system wide leadership and support to the GM cancer system.  Following the establishment of the 
GM Cancer Board and the evolution of working arrangements, the paper proposes bringing some 
of the separate teams into a single clinical and managerial leadership structure.  The three teams 
comprise Greater Manchester Cancer, the clinical pathway network and leadership, GM Cancer 
Commissioning and the Strategic Clinical Network (Cancer Team). 
 
Background 

Strategic Clinical Networks were established nationally in April 2013, following the dissolution of 
previous cancer networks.  The SCN has a much broader remit than cancer services and a 
reduced workforce.  In parallel, following a cancer summit at which providers agreed to develop a 
provider-led network in GM, Manchester Cancer was established.  At this time the responsibility for 
commissioning services was fragmented and this was compounded by the imminent dissolution of 
Primary Care Trusts.  Additionally, the separation of commissioners and providers had resulted in 
an often adversarial relationship with an absence of whole system leadership either clinical or 
managerial.  The system also had limited ability to utilise patient experience and the voice of 
people affected by cancer in the planning and development of services. 
 
Manchester Cancer was established in 2013 by providers to address a number of key priorities: 

 Whole system leadership and system accountability 

 Provide focus for coordinated improvement across GM in cancer services 

 Delivery of IOG compliant surgical oncology services 

 Standardisation – reducing variation in pathways 
 
The posts of Medical Director and Associate Director were established, following which pathways 
directors and managers spanning 20 pathways / cross cutting groups were appointed.  Significant 
gains were made via this approach in managing and coordinating the elements of the system 
within scope, but the potential for further system improvements was constrained by interfaces and 
dependency upon other partners. 
 
Evolution of working arrangements 

Following the dissolution of PCTs and the establishment of Clinical Commissioning Groups, NHS 
Trafford CCG took the lead CCG commissioning responsibility for cancer services on behalf of GM 
CCGs.  This provided a clearer route into commissioning for Manchester Cancer and enabled the 
establishment of a working group including NHSE Specialised Commissioning and SCN 
representation.  A series of other developments have also shaped the context: 

 In September 2015, the National Cancer Vanguard was established with partners in 
Greater Manchester and London. 

 From 2016, the Cancer Vanguard programme included a project developing proposals for 
an accountable cancer network in Greater Manchester. 

Greater Manchester Cancer 

 

Paper 
number 
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 In April 2016, the Greater Manchester Health & Social Care Partnership was established. 

 Cancer was identified as a cross-cutting programme within the Greater Manchester 
Transformation Implementation Plan. 

 Decisions were taken in the summer of 2016 to dissolve both the provider and 
commissioning boards for cancer. 

 The Greater Manchester Cancer Board was established in September 2016. 

 Manchester Cancer (a provider initiative with invited commissioner involvement) has been 
reformed and rebranded as Greater Manchester Cancer (a whole system concept) in line 
with the establishment of the new board. Greater Manchester Cancer represents the whole 
GM cancer system (public health to end of life care within GM) answering to the Greater 
Manchester Cancer Board. This singe overarching body contains clinical and operational 
networks, people affected by cancer activity and vanguard activity. 

 Local care organisations are being established within localities, drawing together 

commissioning, clinical expertise and service provision/delivery.  

Although strong partnerships and constructive working relationships at senior level have been 
established between Greater Manchester Cancer, Greater Manchester Cancer Commissioning and 
the Strategic Clinical Network (Cancer) the teams still work largely separately.  Proposals have 
been produced for more resilient and sustainable arrangements to support the infrastructure costs 
of Greater Manchester Cancer, including leadership and management of pathways, patient 
involvement and commissioning.  CCG Chief Finance Officers have accepted the principle of a 
‘whole system contribution’ to infrastructure costs at GM level, complementing/supplementing the 
contribution of provider organisations.  
 
Pathway director posts and pathway arrangements are to be reviewed and new appointments 
made, as fixed term contracts are due to expire.  This provides an opportunity to align objectives 
and accountability with the needs of the system (including performance), the delivery of the 
Greater Manchester Cancer Plan, views of people affected by cancer and a whole pathway focus.  
 
Future requirements – system level 

There is a need to ensure the alignment of GM Cancer and the cancer cross cutting programme 
within the Greater Manchester Transformation Implementation Plan and embed GM Cancer within 
GMHSCP.  In line with the development of local care organisations, the development of more 
resilient and sustainable arrangements for cancer commissioning and provision in Greater 
Manchester will require the integration of clinical networks, operational delivery and commissioning 
and a move from separate teams working alongside each other to a single team. 
 
The imminent vacancy in the Greater Manchester Cancer Associate Director post has catalysed 
thinking regarding management arrangements and strengths and weaknesses in continuing as at 
present with separate team or bringing these teams together under one leadership structure: 

 
1. Continue with separate teams and management arrangements 

Strengths  

 Maintains capacity at senior level 

 
Weaknesses  

 Limits opportunity for adaptation to reflect the development of a network approach 

 Limits integration of teams 

 Limits potential for economies of scale and better use of infrastructure resource 
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 Break in continuity pending appointment of replacement Associate Director for GM 

Cancer, as new appointee familiarises him/herself with the role and responsibility 

and priorities 

 Limits the opportunity for clinical leaders, providers, commissioners and PABC to 

work together in transforming cancer services and associated clinical pathways.  

 
2. Merge GM Cancer with GM Cancer Commissioning and Strategic Clinical Network 

(Cancer Team), establishing a single integrated pathways and commissioning team  

Strengths 

 Releases leadership resource to address elements of delivery at a more appropriate 

level in support of clinical / commissioning developments 

 Breaks down barriers in separate teams 

 Maintains continuity / negates the need to recruit to vacancy 

 Supports planned handover of responsibilities 

 Reduced lead in time in terms of familiarisation with responsibilities 

 Potential to revisit arrangements following period of review 

 Accelerates the development of integrated working through combining 

commissioning arrangements with clinical expertise 

 

 Reflects local care organisation arrangements at GM footprint for cancer services  

 
Weaknesses 

 Reduced senior level capacity 

 Increased dependence on reduced number of individuals and risk associated with 

absence 

 
Rationale for option 2 

Through system engagement the identified aims of GM Cancer as a delivery network 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 
 
Greater Manchester Cancer serves has an ideal base from which to build, however in its current 
form it cannot fulfil all of the stated aims above.  Through combining the teams and breaking down 
organisational barriers, the intention is to establish closer working arrangements between 
commissioners and clinicians to make required first steps in the evolution of the 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.  
 
Adrian Hackney 
Director of Commissioning, GM Cancer Services 
06/02/2017 
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Greater Manchester Cancer 

Pathway board review 

February 2017 

Introduction 

1. The Greater Manchester cancer plan 2017-2021 identifies the need to review and 

strengthen pathway and cross-cutting boards to empower them to be a key part in 

implementing the plan and to address some of the issues that they have faced.  

2. These regional clinical networks began meeting in the spring of 2014 under the old 

Manchester Cancer arrangements.  

3. Some boards have been successful at driving clinical collaboration and change, others 

have been less so. This has been down to the individual leadership skills of the 

pathway directors alongside a number of challenges that all boards have faced to some 

extent:  

i) Lack of an overall GM cancer plan and consequent ‘SMART’ pathway-level 

objectives 

ii) A need for greater accountability for performance of each pathway/area, both 

to the cancer board, and to patients 

iii) Membership and engagement that in some cases does not reflect the whole 

pathway/cancer system  

iv) The broader context of service changes in some areas, especially those 

undergoing surgical reconfiguration, have led to boards becoming distracted by 

system tensions and uncertainty about where to focus efforts    

Accountability & Cancer Plan 

4. In the past, boards and their clinical directors were given the freedom to set their own 

plans, within the framework of the four overarching objectives of the (then) Manchester 

Cancer Provider Board. In some cases this led to difficulty in defining and agreeing work 

programmes.   

5. The main focus of boards going forwards, will now be much clearer, namely to 

contribute to the delivery of the objectives within the Greater Manchester cancer plan 

2017-2021 (see appendix for some of the key actions required of all tumour-specific 

pathway boards). Revised generic terms of reference for pathway and cross-cutting 

boards are in development to reflect this. 

6. The responsibilities of boards with regard to the cancer plan will be made clear during 

the implementation planning process and boards will be held more robustly to 

account for their performance.  
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7. Boards and their directors will be accountable to the Greater Manchester Cancer Board 

via the medical director. The accountability framework will be as follows:  

i) Clinical directors will have regular supportive discussions with the medical 

director and supporting team, and have annual appraisals.  

ii) The boards and clinical directors for priority pathways/areas will be periodically 

required to attend meetings of the Greater Manchester Cancer Board to 

provide an opportunity for discussion and reviewing progress. They will be 

asked provide a structured report in advance of these meetings.   

iii) Boards and their directors will also all be held to account by people affected 

by cancer and will be required to present periodically to the User Involvement 

Steering Group in the same way as they may do to the cancer board. 

iv) In spring 2017 all clinical directors will have a formal progress review with a 

panel reflecting the cancer board, likely to include as a minimum GP, hospital, 

commissioning and service user representation. Structured feedback from the 

panel will then be shared with directors. These reviews will subsequently take 

place at least annually.  

v) Pathway boards will continue to be expected to produce and publish annual 

plans and annual reports, although the format of these will change.  

8. Boards will retain the ability, and be encouraged, to set self-generated objectives but 

these will be additional and secondary to the delivery of the GM plan.   

Membership 

9. There has been some concern expressed about ability of some Pathway Boards to truly 

reflect the whole cancer pathway.  

10. All tumour-specific boards currently have representation from the different professions 

involved in the multidisciplinary team in secondary care. All include at least one person 

affected by cancer. Many have representation from general practice but only a very few 

boards have a commissioner representative. 

11. Membership of all boards will be further developed so that: 

i) There is GP representation on all tumour-specific pathway boards and the 

appropriate cross-cutting boards.   

ii) Other professions and groups are represented to fully reflect the whole 

cancer pathway, including screening, public health, primary care, community 

care, voluntary sector and others as appropriate.  

iii) There are at least two people affected by cancer on each board, who are 

trained and supported to undertake the role, and who play an active part in the 

Board 

iv) There is a named hospital cancer manager on each tumour-specific pathway 

board and the appropriate cross-cutting boards to provide the link to 

operational performance management.  

v) Every board has a named commissioning representative to facilitate closer 

working and understanding between clinicians, operational managers and 

commissioners  
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12. Boards will be encouraged to develop sub-groups for the discussion of issues pertinent 

to only a small part of the pathway that do not require whole pathway representation.  

13. There has also been some concern expressed with regard to the balance of 

organisational representation on some current boards.  

14. Currently all trusts that want to be represented on a particular board are represented. In 

some instances there is more than one person present from some trusts. This is due to 

the need for the board to include all of the appropriate of experts in the pathway. 

15. To ensure that there is no real or perceived lack of organisational balance (and to 

ensure that the whole pathway is appropriately represented):   

i) The Greater Manchester Cancer Board should have the opportunity to review 

and agree the board membership of any board in the future  

ii) The full agreed membership of all boards will continue to be publicly available 

on the Greater Manchester Cancer website.  

Engagement and attendance 

16. Most boards have faced the challenges of persistent non-attendance from individuals 

and/or institutions and the difficulty in encouraging others to engage with the work of the 

board.   

17. The suggestion has been made that boards should be reconstituted through an 

application process to ensure that only engaged individuals are made members. Such 

a process would be time-consuming and could risk adversely affecting the currently 

well-functioning boards and is not recommended 

18. Therefore rather than pursuing a board member application process, the ability of 

directors to address attendance and engagement issues will be strengthened. To 

support this:  

i) A brand new role description for board members will be developed setting out 

their responsibilities. 

ii) The new role description and the new board terms of reference will both set out 

the escalation process for attendance and engagement issues. 

Broader context of service change 

19. The backdrop of the work to transform specialist surgical services has constrained 

the effectiveness of some boards.  

20. These transformation processes are ongoing. Boards and directors will be supported, 

through the cancer plan and accountability framework, to minimise the effect that the 

transformation process has on the wider work programme of the board.  

Next steps 

21. The Greater Manchester Cancer Board is asked to support the proposals within this 

review of Greater Manchester Cancer pathway and cross-cutting boards.  

22. If the board supports the proposals of this review, the outputs from the clinical director 

progress review will be presented to a future board meeting.  
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Appendix  

 

Key actions required of tumour-specific pathway boards (to be developed further) 

1. Review all existing network clinical guidelines by October 2017 such that all 

guidelines are refreshed every 2 years, and openly available on the GMC website  

2. Develop, deliver and monitor system-wide pathways to diagnosis and treatment that 

achieve national waiting time standards for all services by December 2017 with a 

focus on streamlining the patient journey. Operational performance of the 28 day 

diagnostic and 62 day treatment pathways will be central aspects of the pathway 

boards 

3. Work with commissioners, hospital providers, people affected by cancer and other 

stakeholders to develop and agree an optimal Greater Manchester specification 

for their tumour type (to a timetable to be set by Greater Manchester Cancer).  

4. 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 by Dec 2017. Explore sector based MDT approaches if this would be 

beneficial. 

5. Support the implementation of the Recovery Package through a contribution to 

the development of a standard GM approach and the agreement of the pathway-

specific content of its elements (to a timetable to be set by Greater Manchester 

Cancer).  

6. Review and agree system-wide follow-up protocols by September 2017, creating a 

timetable for offering stratified follow up arrangements dependent on risk   

7. Ensure a transparent review of all available outcomes, experience, research 

recruitment and operational data relating to the pathway is reviewed as part of 

normal board process by May 2017, with a focus on sharing data and reducing 

unnecessary variation.  

8. Maintain oversight and facilitate recruitment to the 100k genome programme in 

appropriate eligible pathways from March 2017  

9. Provide a pathway board educational plan by September 2017  
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Greater Manchester Cancer 

 

Providing a Cancer Intelligence Service for GM – Cancer Board Update 

Background 

The team to lead the GM Cancer Intelligence Project was recruited in October 2016 as one of 
the Cancer Vanguard projects in Greater Manchester.  The aims are to: 

 Provide evidence of disparity and inequality at the local level  

 Investigate drivers behind best and worst practice  

 Support the process of outcomes improvement by developing and monitoring 

measures of change thus giving evidence to inform service redesign 

 Provide patients with timely, relevant, complete and comparable information on cancer 

outcomes to inform their decisions on cancer care 

 
Objectives 

1) Develop an interactive dashboard of a set of agreed metrics that provides local level, 

patient and pathway specific detail, providing a greater insight into the data than is 

currently available from PHE tools.   

a. The dashboard will make use of all available data sources including a new data 

tool currently being developed around patient experience.  Metrics to be 

included will be agreed following consultation with all stakeholders and most 

importantly patients.   

b. The dashboard will be designed to be adaptable to ensure easy accessibility for 

different types of users ranging from Providers, CCGs, clinicians and patients 

and carers and will be available to Greater Manchester Cancer and the Cancer 

Board. 

 
2) Increase the availability of information and metrics around patient experience and 

patient reported outcomes by developing a new patient experience reporting tool. 

  
3) Aid interpretation of the dashboard by providing intelligence and narrative around 

these metrics in the form of a series of reports to suit different audiences: 

a. For Greater Manchester Cancer and the Cancer Board – key findings and 

highlight reports plus a summary of  findings of any relevant investigative 

outcomes analysis  
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b. For Providers, Pathway Boards and CCGs – detailed provider, pathway, GP 

and CCG level highlight reports with narrative  

c. For patients – targeted reports providing the type of information patients 

indicate they would like to have access to (to be agreed) 

 
Each report will be based on relevant data and this will evolve over time as more data 
sources become accessible.   There are numerous options for presenting data and 
intelligence.  As different partners will have different needs, through further 
engagement the most appropriate means of presentation, graphs, info-graphics, tables 
etc. will be determined. 
 

Progress to Date 

Data Access 

Honorary contracts within PHE have been established allowing access to a number of the 
necessary data sets, with the opportunity to evolve further through developing relationships 
with PHE.  In addition, the intelligence project will be looking to other data sources that 
complement and inform further analytical understanding to improve cancer outcomes.  
 
An agreed set of metrics has been provisionally agreed and work is taking place to join the 

data sources together into a single dataset.  This dataset will provide a more comprehensive 

analytical resource that can be developed and will ultimately feed into the dashboard.  This 

process is expected to be completed at the end of February and subject to quality assurance 

and validation, the first key findings and highlight report generated by the end of March 2017.  

Dashboard Build 

A dashboard has been designed using dummy data as an example of what the interactive 

dashboard may look like and the build of this dashboard is in discussion with potential 

suppliers.  The project is exploring the opportunity of a joint dashboard with the GM Health 

and Social Care Partnership to ensure the best alignment and feeding through to population 

health outcomes and performance. 

Patient Experience Reporting Tool 

A procurement process of a patient experience reporting tool, in partnership with National 
Cancer Vanguard partners has also been completed.  Stakeholders including patients have 
contributed to the design of the questions to be included in this tool.  Further engagement with 
stakeholders to maximise the opportunity presented by a ‘real-time’, patient facing, single 
comparable system across the whole patient pathway and system. 
 
Analysis, Reporting and Intelligence 

The proposed metrics have been aligned with Achieving World Class Cancer Outcomes 
metrics and map to the domains within the Health and Social Care Partnership framework, 
with joint working to ensure alignment of population intelligence. This means all intelligence 
can be collectively analysed. 
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From data currently available we have started to develop an approach to integrating metrics 
both within and across domains to provide an overall picture, as well as allowing each metric 
to be considered in isolation. This approach may be easier to interpret and can be used to 
show improvement over time. The metrics to be included in each performance assessment will 
be agreed by the stakeholders. 
 
Examples 

Figure 1 shows data from the National Cancer Patient Survey.  Four questions have been 
taken and presented with the case mix adjusted results for each Provider Trust across these 
four questions.  This methodology still needs to be validated but shows that Trusts A and B 
scored significantly higher than the other Trusts with 92% and 91% of patients respectively 
indicating a positive response. Trust C scored significantly lower than other Trusts with 81%.  
 
Utilising the patient experience tool, this data will be current, analysed against clinical 
outcomes and enable immediate opportunity to influence change and inform choice.  
 
NB.  There are time lags in the publication of national data sets which limit the production of 
timely and relevant data to inform stakeholder decision making.  The project will work to use 
some local data sets to inform local service redesign and patient choice, particularly focusing 
on the ‘underpinning metrics’ detailed in the Achieving World Class Cancer Outcomes 
Strategy.  
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Figure 2 (above) shows a similar approach to four metrics of the cancer waiting times targets 
using data for GM CCGs. Again, validation of the methodology is required, but suggests 
Trusts D and E have significantly fewer breaches across the 4 metrics than others with 98% of 
their patients being seen/treated within the target time. Trusts G and H have significantly more 
breaches with 93% of patients being seen within the recommended time. 
 
This analysis approach will be presented to stakeholders and if agreed, will be one of the 
methods of showing intelligence in reports for all metrics agreed.  Furthermore, once the full 
dataset is in place, this will be expanded showing different cohorts of patients (e.g. GP, 
diagnosis, treatment intent and stage).  This level of detail in metrics is not currently possible 
or available from any other sources. 
 
 

Next steps 

 Discussions with PHE are on-going regarding obtaining further access to data not 

currently available to try to secure the full dataset with an aim for a full dataset by end 

of February. 

 The first report will be produced by the end of March. 

 Information sharing agreements with all GM and East Cheshire Trusts are being 

explored to access data directly to enable more timely analysis, particularly for the 

‘underpinning metrics’. 

 Further engagement regarding the patient experience and outcomes reporting tool by 

the end of March 2017 for implementation, with agreement, from April 2017. 

 

Figure 1: Funnel plot of percentage positive 
responses to patient experience questions (NCPES) 
– casemix adjusted score across 4 questions 

Figure 2: Funnel plot of percentage compliance with 
cancer waiting times targets across 4 metrics 
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GREATER MANCHESTER CANCER VANGUARD INNOVATION 

PROGRESS UPDATE (FEBRUARY 2017) 

1.0 SUMMARY OF PROGRESS TO DATE 

Overall good progress is being made against the Vanguard Innovation Projects. Following a 

positive Quarter 3 meeting with the New Care Models Team (NCMT) in January 2017, there 

is a clear focus on implementation and delivery at pace, both locally in Greater Manchester 

(GM) and also nationally through the identified areas of joint partnership working.  

There have been a number of positive developments across Vanguard Innovation. These 

have included the formal launch of the Cancer Champions project as part of the GM Health 

and Social Care Partnership citizen led social movement, agreements being reached for the 

digital safety net to enable patients to self manage their condition or receive community 

based aftercare and also excellent feeback from the 8 pilot GP practices regarding the GP 

Education Training tool. 

The Pharma Challenge continues to make good progress with 3 of the 5 initiatives now 

signed off and operational. The process undertaken for this is being mirrored in a recently 

launched ‘Industry Challenge’. This national process is focussed on securing industry 

partners to provide support in early diagnosis and is being led by UCLH on behalf of the 

Cancer Vanguard partners. 

The establishment of the cancer intelligence function has been progressed through 

completion of a tender to secure a patient feedback tool to capture PROMS and PREMS 

information. In addition, detailed discussions are progressing with PHE to secure full access 

to data required for the GM Cancer Dashboard and a first draft report on GM data will be 

prepared for March 2017.  

The development of proposals for how cancer services will be commissioned and delivered 

across GM has been progressing, supported by KPMG to seek the views of a wide range of 

stakeholders in articulating how this might function within an operational and governance 

framework. Options for this will be described and shared with a range of stakeholders 

throughout March 2017. 

The Cancer Vanguard has been established for almost a year and a national meeting has 

been organised to reflect on learning within this first year. The event is principally aimed at 

emergent Cancer Alliances and will be held on 23rd March 2017 in London. This will provide 

an opportunity to share learning from the first year and target priority actions in year 2 of the 

Cancer Vanguard.  

For more detail on progress with Vanguard Innovation projects, see Appendix 1. 

 

Greater Manchester Cancer 

Vanguard Innovation 
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2.0 ISSUES FOR CONSIDERATION BY GM CANCER BOARD 

2.1 GM Cancer Vanguard Oversight Group allocation of funding for 2017/18 

The Cancer Vanguard received confirmation from NHS England that their request for £7 

million funding to continue the work commenced in 2016/17 had been approved. This 

allocation is divided equally amongst the 3 partners giving GM Cancer Vanguard Innovation 

a further £2.3 million for 2017/18. 

 

In order to allocate this to the range of established projects, the GM Cancer Vanguard 

Innovation Oversight Group (OSG) held a prioritisation event on Thursday 12th January 2017 

and invited all project leads to present on their work during 2016/17, indicating how they had 

used their funding and to outline their proposals for 2017/18, including their request for 

additional funding. The OSG reviewed the output from this process against the Programme 

Scope to consider if each project was working at pace, driving innovation and would be on 

target to achieve their stated aims. In some cases, the OSG requested the project group 

revisit their work as it was felt the focus may have changed or that the work was not 

progressing as originally envisaged. For the projects that required further consideration, 

OSG asked the respective project teams to re-present their work at a future OSG meeting 

before a final funding decision was made.  

 

For all projects, continued funding is contingent upon satisfactory achievement of key 

milestones and trajectories of activity. If projects subsequently do not meet these, the OSG 

will consider whether funding should continue or be redirected elsewhere. This will be kept 

under review throughout the second year of the Vanguard Innovation programme. 

 

A summary of the funding status of each project is shown below. Indicative allocations have 

been proposed with a couple of projects still to be decided. Once final funding allocations 

have been confirmed, these will be made available. 

 

Work 
stream 

Project Funding 
status 

 

Prevention 

1. Social marketing and Behavioural Change  
GREEN 2. Citizen Led Social Movement 

3.Enhanced Screening 

4.Lifestyle based secondary Prevention 

GP Cancer 
Education 

5.GP Cancer Education 
 
GREEN 

Diagnostics 

6.Rapid Investigations Unit 
 
AMBER 

7.Faster Diagnosis (Bolton) 
GREEN 
 

Digital pathology 
 
GREEN 

Risk based enhanced referral (patient self referral) 
 
GREEN 

Standards 8.Clinical Standards 
AMBER 
 

LWBC 
 
9.New Aftercare Pathways 

 
GREEN 
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Work 
stream 

Project Funding 
status 

 
10.Enhanced patient Decision Making  

11.Sevenday Specialist Palliative Care 
 

System 
Architecture  

12/13. Finance and Commissioning 
 
GREEN 
 

Cancer 
Intelligence 

14.Cancer Intelligence service 
GREEN 
 
 

Medicines 
Optimisation 

15.  Pharma Challenge 
N.A. 

Programme 
Vanguard Clinical lead/Programme Leadership/ Project management 
support/ User Involvement, Comms and Engagement, Informatics 
and other enablers 

GREEN 
 

 

 

3.0 ACTION REQUIRED 

 

The Greater Manchester Cancer Board is asked to note the progress update on Vanguard 

Innovation and advise of any issues. 

 

 

 

 

Jenny Scott 

Programme Director  

Vanguard Innovation    

 

17th February 2017  

 

Website: www.gmcancervanguard.org 

Twitter: @GM_Ca_Vanguard  

Email: cancervanguard.gm@nhs.net

http://www.gmcancervanguard.org/
mailto:cancervanguard.gm@nhs.net
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Service users play a central 

role in developing our projects 

Cancer champion Gilbert Morgan takes 
his message to the streets, while the 
cancer champion’s project is launched 

at Maggie’s centre, overleaf 

APPENDIX 1 

PROGRESS UPDATE ON VANGUARD INNOVATION PROJECTS 

Work stream Summary Progress 

Involvement of 

People Affected 

by Cancer 

(PAbC) 

An overarching principle of Vanguard Innovation is that opportunities for co-

production by PABC are maximised in every project. Working closely with the 

Macmillan User Involvement team in Greater Manchester Cancer, a total of twenty 

nine people affected by cancer, 

representing the views and 

experiences of many people, have 

been involved in seven of the 

Vanguard Innovation work streams in 

the last 6 months. An Aftercare 

Pathways engagement event held in 

Nov 16 was co-produced by a focus 

group of six people affected by cancer 

to ensure the format and content was 

accessible by patients and their 

relatives. Three people affected by 

breast, colorectal or prostate cancer spoke at the event to set the scene for how 

aftercare could be better. People Affected by Cancer sit alongside members of the 

project teams at Vanguard Innovation showcase events. At the showcase event 

for GP Education in December 16, one former colorectal patient spoke of how his 

diagnosis had been delayed unnecessarily because his GP did not consider 

cancer as a possibility.  

User Involvement is bringing significant benefits to our work and 
we are excited by the difference people affected by cancer can make to the 

delivery of many projects as they move towards year two.  

 

Prevention There are 4 projects within our prevention work stream and these are aligned with 

broader work in GM H&SC Partnership. This work stream is progressing a number 

of innovations in cancer prevention and NHSE is particularly interested in this 

aspect of our work due to the potential for large scale, replicable change. 

 

Cancer Champions 

The recruitment and training of 10,000 

cancer champions by March 2018 as part 

of the citizen led social movement was 

successfully launched by Jon Rouse on 

13
th
 January 2017 at the Maggie’s Centre. 

At the launch, one of the recently 

recruited Cancer Champions, Gilbert 

Morgan, spoke of his drive to improve 

prostate cancer diagnosis following his 

father’s death and his own recent 

diagnosis. His story was subsequently 

covered by BBC news and in The 

Guardian which you can read here and 

at appendix 3. 

This has generated a great deal of 

https://www.theguardian.com/healthcare-network/2017/feb/01/lets-talk-about-cancer-the-manchester-project-that-aims-to-save-lives
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interest in our work with contacts 

being made by organisations across 

England to find out more. 

In our focus on lifestyle based 

secondary prevention, Vanguard 

Innovation is commissioning We Are 

Magpie to develop a digital platform 

that will enable cancer patients and 

frontline staff to support self-

management of their health.  The 

project focuses on supporting people recovering from cancer and the 

groups/individuals identified through the citizen-led social movement project. 

Magpie are in the process of designing their insight strategy and are currently 

identifying existing cancer support groups and carer support groups to 

participate in their insight programme in a variety different ways (ie structured 

focus groups, co-creation workshops and interviews). This will ensure the 

understanding of the needs of the user groups, any barriers for accessing self-

management information or technology in general.  The aim during this phase is to 

ensure that Magpie have the opportunity to engage with a broad user group and 

develop a full understanding of self-management needs and capabilities of 

patients and carers. 

Early diagnostics ‘Query Cancer’ – The metrics to measure the impact of these pilots have now 

been agreed and patients are being virtually triaged by the two clinicians at UHSM 

for the purpose of baseline data analysis. The CNS and navigator have been 

recruited to post at UHSM and PAHT for the ACE2 pilots.  The UHSM pilot of 

vague symptoms (ACE2) has gone live with PAHT aiming to go live in early April 

2017. A meeting of clinical leads at UHSM agreed the pathway for the GI patients 

passing through the multidisciplinary centre (MDC) model in January – with an aim 

to pilot this in June 2017. 

 

Faster Diagnosis’ – this is a one year project led by Bolton CCG and Bolton NHS 

Foundation Trust  to pilot a confirmed diagnosis or exclusion of cancer within 28 

days of GP referral for lung, upper GI and lower GI cancer. This approach is 

intended to improve patient experience through quicker diagnosis, create “thinking 

time “within the pathway between diagnosis and treatment and enabling faster 

treatment. The proposed approach includes implementation of straight to test 

diagnostics, collaborative working between primary and secondary care and a 

reduction in waiting time between diagnostics. The CCG and FT are working with 

partner providers in Wrightington, Wigan and Leigh FT for the lung pathway and 

Salford Royal FT for upper GI which allows the opportunity to trial pathway 

improvements across geographical and organisational boundaries. The pilot is 

also benefiting from the support of the GM Vanguard User Involvement team and 

local patient support groups. Faster Diagnosis has been linking with the Query 

Cancer and ACE projects to minimise duplication of work and ensure consistency 

in the pathways. 

Patient self referral (React) – work is being undertaken in partnership with Prof 

Ken Muir at the University of Manchester to explore the potential to pilot an online 

tool for patient self assessment on cancer risk and subsequent self referral. The 

intention is to undertake a 1 year pilot with the following objectives: 

 To develop a risk based approach to direct symptom based referral from 
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the community. 

 To widen access to community based engagement opportunities to pilot 

the model. 

 To assess users views and experiences of using the approach. 

 Investigate the direct referral of persons with a risk score warranting 

further investigations.  

 

Digital pathology – A pilot to test out the introduction of digital pathology 

technology as another aspect of speeding up the cancer diagnostic process has 

been agreed within Vanguard Innovation. This will be tested out at a small number 

of sites during 2017/18 and the evaluation of this will be fed into the broader work 

being undertaken in GM Pathology services to ensure alignment of work streams 

and inform any future developments. 

 

Industry Challenge – due to the success of the Vanguard’s ‘Pharma Challenge’ 

process, it has been agreed to undertake a further ‘Industry Challenge’ process 

with a specific focus on earlier diagnostics and digital solutions. UCLH Vanguard 

partners are leading on this and have recently published a process for undertaking 

this within the next few weeks (see appendix 2). Communications will be sent to 

Industry partners inviting them to submit proposals for addressing the earlier 

diagnostic challenge. A small number of partnerships will be formed to test and 

evaluate these innovations and consider for wider spread. From GM, a number of 

key players will be involved, including the GMAHSN. For more information on this, 

please contact Jonathan Martin (jonathan.martin@christie.nhs.uk) 

 

Partnership working with MCIP – As part of the earlier diagnosis work stream, 

Greater Manchester Cancer Vanguard Innovation has been in communication with 

the Manchester CCG’s based Macmillan Cancer Improvement Partnership (MCIP) 

regarding the innovative approach to lung cancer early diagnosis that they have 

piloted via United Hospitals of South Manchester with the Manchester Thoracic 

Oncology Centre at UHSM. Vanguard Innovation has proposed that this project is 

show cased at the forthcoming National Cancer Vanguard event on 23
rd

 March 

2017 

Cancer 

Education 

(Gateway-C) 

Eight GP practices (in Wigan & South Manchester) have reviewed Gateway-C as 

part of a pilot of this new online cancer education tool. A total of 35 out of 37 GPs 

completed the lung and colorectal courses as required by the end of January. One 

pilot participant went on sabbatical and one was unable to complete for personal 

reasons.  A researcher is now analysing the pre and post training questionnaires 

to identify initial findings but some very positive anecdotal feedback has been 

received. 

 

“I have spoken to a number of my GP partners who have also completed the 

learning modules, and they all agree that this has been one of the most useful 

educational experiences they have had, and there is evidence that the learning 

has ALREADY begun to change practice.” Pilot GP Lead, Wigan Practice. 

The Vanguard Innovation Oversight Group asked the project team to focus on 

preparing for an earlier than anticipated roll-out, in parallel with collecting clinical 

audit data around changes in GP behaviour and patient experience from the pilot 
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Dr Roger Prudham outlines his 
plans for establishing new 
standards of care during our 

January Showcase 

cohort, to further support the case for sustaining and developing Gateway-C for 

more GPs and other primary care teams to benefit from in the future. 

Timed Pathways One of the key priority areas of the Cancer Vanguard is in working across the 3 

partner systems to produce single agreed pathways of cancer care, indicating the 

optimum timings for flow of patients. Following analysis of a number of factors, the 

4 priority pathways have been identified as: Lung, colorectal, prostate and upper 

GI cancers and this workstream is being led by the 3 Vanguard partner clinical 

leads, supported by the Clinical Leads of the tumour specific pathway groups. The 

first pathway to be developed will be lung cancer and its is the aim of the Cancer 

Vanguard that a complete pathway will be produced and implemented across the 

3 Vanguard partners as a national exemplar in 2017/18. 

Developing 

standards of care 

Following discussions by Oversight Group it was felt that the Accreditation 

framework would be a complex process and the pilot was unlikely to yield any 

completed and replicable output by the end of the Vanguard initiative. Therefore, it 

was decided that the Standards of Care project should focus on a ‘Patient-focused 

standards tool’ falling under the ambit of the GM Cancer Intelligence Service 

project.  

 
Linking-in with the PROMS / PREMS tool,  ‘IWantGreatCare’ it is imagined the tool 
would…’show variation in standards of care and experience in almost real-time, so 
patients can make use of it - i.e. a visible patient source, perhaps patient owned 
and driven (not provider owned) and openly accessible.’ 
 

In order to determine future direction of the project a meeting will be held on 

Thursday the 8
th
 of February with representation from both the Standards of Care 

and Cancer Service Intelligence groups. 

 

 

 

 

 

 

 

 

 

 

A highly successful, well attended, showcase event was held at Citylabs, Central 

Manchester, on January the 17
th
. The event highlighted progress in the GM 

Cancer Vanguard’s work to set new clinical standards. 

 

Work to develop Psychological & Emotional effects clause continues apace with 

the final user involvement task & finish event scheduled to take place mid-

February. 

Living with and 

beyond cancer 

There are 3 projects within this work stream and all centre on the fundamental 

principle that people affected by cancer must be involved in all aspects of care 

provided.  

1. Aftercare pathways UHSM and Vanguard are currently piloting a digital 

safety solution (called Infoflex) which will be designed, tested and ready 

for use by the UHSM colorectal aftercare pathway teams by end of March 

2017.  
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In addition, the digital safety solution (Infoflex) for Breast Cancer aftercare 

pathways is currently being planned for a pilot across Pennine and UHSM 

with the solution being available by the end of Summer 2017. This will 

enable patients to be discharged and followed up with a community 

setting closer to their homes. 

Infoflex enhances continuing work on stratified pathways of aftercare for 

early breast, colorectal and prostate cancers, including embedding the 

Recovery Package. 

2. Enhanced patient decision making – this project is led by Prof Janelle 

Yorke working with the Christie Patient Centred Research Centre. A 

period of consultative interviews with approximately 40 Oncologists, GPs 

patients and carers has just been concluded.  The Goals of Care tool has 

been refined as a consequence of the consultation exercise and a pilot 

began in January 2017, initially within HPB and Colorectal clinics at the 

Christie, with plans to expand to lung cancer clinics. 

3. Specialist palliative care – 3 vanguard partners have now circulated a 

survey to their localities to map the infrastructure of the current 7 day 

services. This data will be used by all three partners to identify variation 

and map against minimum standards. They continue to work with the 

APM (Association of Palliative Medicine) and the Royal College of 

Physicians to develop minimum staffing requirements for 7 day access to 

specialist palliative cancer care. Expressions of interest have been sent 

out to the localities for a task and finish group to work towards the 

development of a commissioning framework for equitable standardised 

access to seven day specialist palliative care advice across GMEC 

throughout 2017/18.  

Cancer 

Intelligence 

The work of the Cancer Intelligence project is progressing well. It has a number of 

elements from the development of a cancer dashboard to the piloting of a patient 

feedback system to collect PROMS / PREMS information. 

The work on standards will be taken forward through this workstream.  

 

For a progress update on this project, see GM Cancer Board (Feb 17) Agenda 

Item 6. 

Medicines 

Optimisation 

(MO) 

A press release issued before Christmas about the successful Pharma Challenge 

recently led to an article published in a leading journal ‘Pharma Times’ (see here 

and appendix 4). 

This publicised the partnerships with Sandoz and Amgen, with a third partnership 

initiated between The Christie and QuintilesIMS shortly after and due to be made 

public imminently. A fourth Joint Working agreement will also be signed with 

another pharmaceutical company this week, which The Christie will also lead on. 

The final joint working agreement is expected in the next month. 

 

The Joint MO Group continues to meet monthly to monitor progress on all projects 

and will report on the outputs and outcomes on each in the coming months. 

Discussions also continue with a small number of other companies who pitched 

their ideas through the Pharma Challenge to assess whether any more projects 

could be taken forward under the Vanguard Innovation programme. 

 

http://www.pharmatimes.com/news/nhs_cancer_vanguard_partners_with_amgen,_sandoz_1185121
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Commissioning 

reform and 

testing an 

Accountable 

Cancer Network 

(ACN) 

 

A detailed proposal will be presented to strategic decision 

making boards regarding reforms to cancer commissioning 

arrangements and establishment of a GM Accountable Cancer 

Network during Mar/Apr 17. 

Key outputs for this work stream are to: 

 Clarify and streamline responsibility for the 
commissioning pathways at Greater Manchester, sector or 
locality level, in line with the GM Commissioning Review 

 Develop proposals for: 

1. An Accountable Cancer Network in GM 

2. An alternative budgeting, payment and contracting 
mechanism 

The mapping of current GM cancer commissioning 
arrangements and provision of services is underway with an 
outline report by end February.  This will feed into the GM 
commissioning review. 

KPMG has been engaged to support the work and engage with 
partners.  Organisational 1:1 interviews and 4 engagement 
workshops have taken place with key stakeholders and an 
output report is currently in production.   Some consensus has 
been reached through this process regarding the 
vision/outcomes and scope of an accountable cancer network 
in GM.  These are to be shared and tested through further 
engagement, that will additionally focus on securing an 
agreement on the organisational structure of this 
network.  This aims to build on and complement the 
development of local care organisations, manage financial 
risks associated with cancer cost growth and provide 
assurance to the Cancer Board.   A detailed proposal will be 
completed by the end of March and will be followed by work 
to develop proposals for revisions to the contracting and 
payment mechanisms. 

 

 

Communication 

and Engagement 

Next Vanguard Innovation Showcase events are as follows: 

 Tuesday 28 February 2017 – Clinical Information Systems, Blackett Theatre, 

Schuster Building, University of Manchester, Brunswick Street, Manchester 

M13 

 Tuesday 28 March 2017 – Prevention, Clinical Information Systems, Blackett 

Theatre, Schuster Building, University of Manchester, Brunswick Street, 

Manchester M13 
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Cancer Vanguard 

1 February 2017 

Invitation: Early Diagnosis Industry Challenge - pre-launch information and 
discussion session, 8 February 2017 14.00-16.00 at 52 Club, Bonham Carter House, 52 
Gower St, London WC1E 6EB 
 
We are delighted to announce a unique and ground-breaking opportunity for a select group 
of industry partners to work with the national Cancer Vanguard on projects to improve early 
diagnosis of cancer.  In preparation for the launch of the Early Diagnosis Industry Challenge 
we are making an open invitation for potential partners to hear more about the call before the 
formal launch.  
The call will launch in late February and close in March 2017.  The aim is to engage 
expertise from outside the NHS to undertake a small number of high impact projects (5-8) 
which will ultimately lead to a tangible improvement in the earlier diagnosis of cancer in the 
NHS.  There is a specific focus on two outcomes: 
1. Increasing the proportion of cancers detected at stage 1 & 2 (stage shifts) 

2. Reducing the proportion of cancers detected through presentation at A&E. 

Projects will be launched in April 2017 and conclude in March 2018.   
 
The national Cancer Vanguard 
 
As you may know, the Cancer Vanguard is a unique collaboration between three of the UK’s 
leading providers of cancer services. Together, we serve a population of over ten million and 
have joined together to explore new and innovative ways of delivering services to address 
the challenges set out by the national cancer taskforce.  The Vanguard provides a new local 
delivery model for cancer care and includes commissioners, public health, primary, 
secondary and tertiary care, community care and hospices. 
A key objective of the Vanguard concerns developing approaches that are scalable and 
replicable to patient benefit across the NHS.  It is essential that the Vanguard maximises 
impact through the emerging Cancer Alliances that are being established across England. 
 
Background to the Early Diagnosis Industry Challenge 
 
Realising improvements in patient outcomes and experience which can be scaled effectively 
across the NHS is the core aim of the Cancer Vanguard. Early diagnosis is crucial to 
improving outcomes for cancer patients. In the UK we know there is a need to diagnose 
cancer earlier in order to achieve survival outcomes comparable to best practice 
internationally.   Engaging the expertise and capability of partners outside the NHS through 
this challenge process will serve to better realise this aim.   
This call follows a similar process in 2016 which engaged successfully with partners in the 
pharmaceutical industry to support deliverables in medicines optimisation.  This resulted in 
five projects which are on track to deliver significant, scalable benefits for patients and 
support improved financial sustainability in the NHS. 
There is a broad scope for the Early Diagnosis Industry Challenge.  Successful projects may 
focus on prevention, education, diagnostic innovation, accelerated access, referral 
improvements and early diagnostic testing. 
 

APPENDIX 2 
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Effective partnership working, which brings together expertise to the mutual benefit of 
patients, is central to the philosophy of our approach.  We are looking for projects where 
access to our knowledge and resources would allow the partner organizations to achieve a 
proven and established intervention by the end of the programme.  It is important that 
interventions have a clear path to be scaled up and replicated rapidly across all partners and 
beyond. We would also ideally like a balanced portfolio to cover a range of cancer patient 
pathways and interventions. 
 

Please contact the Cancer Vanguard team at CancerVanguard@uclh.nhs.uk  if you have 

further questions, and to book your place at the information and discussion session on 8 

February, and if you would like to ask or submit questions in advance. Please feel free to 

share this invitation more broadly amongst your colleagues and other organisations.  

 
Best wishes 
 
Nick Kirby                Jenny Scott                    Nicola Hunt 
Divisional Manager     Programme Director Managing         Director 
UCLH Cancer Collaborative    GM Cancer Vanguard Innovation  

 

mailto:CancerVanguard@uclh.nhs.uk
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APPENDIX 3 

 

Guardian online article 

 

 

 

 

 

 

 

 

 

Rachel Pugh 
Wednesday 1 February 2017 07.45 GMT 

Security guard Gilbert Morgan will stop at nothing to talk to other black men like 

himself about cancer screening. He once defused a late-night fight in a Manchester 

club by asking five scuffling men whether they had had their prostate tested. 

“It was like I had a magic wand that lowered their aggression,” laughs Morgan. “They 

stopped in their tracks and put their fists down. Two of them said their fathers had 

prostate cancer and another’s uncle had it. We ended up sitting round the table 

talking about their fears of having their privates looked at.” 

The success of this 51-year-old six footer in communicating the risk of cancer is being 

harnessed by health chiefs in Greater Manchester as part of the launch of a social 

movement to sign up 20,000 people as cancer champions. 

The idea, led by Greater Manchester Cancer Vanguard Innovation, (part of Greater 

Manchester Cancer – the cancer programme of Greater Manchester’s devolved 

health and social care partnership), is to use people power to create a cultural shift in 

one of the UK’s cancer hot spots, and make it normal to talk about screening, 

healthier lifestyle options and catching symptoms early. 

Working with the voluntary sector, the aim is to sign up 5,000 cancer champions by 

autumn 2017, and to reach 20,000 by 2019. Mobilising this cancer army is one of a 

series of measures to cut premature cancer deaths in the area by 1,300 by 2021. 

 

https://www.theguardian.com/profile/rachel-pugh
https://www.theguardian.com/society/cancer
https://www.theguardian.com/healthcare-network/2017/feb/01/lets-talk-about-cancer-the-manchester-project-that-aims-to-save-lives#img-2
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Gilbert Morgan developed prostate cancer in his 40s and couldn’t find anyone to talk 

to about it. Photograph: Karen Wright 

The cancer death rate in Greater Manchester is 10% higher than the national average, 

according to Cancer Research UK figures. Manchester comes bottom out of 150 local 

authorities for premature deaths (under 75 years). Cancer experts reckon that 

around 40% of cancer deaths could have been prevented by screening or lifestyle 

changes, the potential for saving lives in Greater Manchester is great, since 6,700 

people died of the disease in 2013. 

Cancer champions programme director, Jenny Scott, explains: “By creating 

champions we will create support for active lifestyle changes. We need to engender 

people’s interest and then it will spread like a wave. I hope that people will soon be 

chatting about what they can do – whether it be at the bus stop or a football match.” 

This radical approach is the result of a realisation that health systems are not having 

an impact in many sectors of society. 

Morgan’s story underlines this. He developed prostate cancer in his 40s and could 

not find anyone to talk to about it. He volunteered with the Manchester-based 

Black Health Agency to highlight the heightened risk of the disease in the African-

Caribbean community. As his experience shows,  

Morgan says: “Doctor does not always know best, because some men never go to the 

doctor. I will speak to men anywhere – at a street corner or a bus stop. I am not 

embarrassed about talking about it, because if I can save one life I have done my job.” 

He joins 1,000 plus existing volunteers willing to become cancer champions. More 

will be recruited through formal links between local authorities, Action Together and 

Voluntary Sector North West. Interested individuals will be put in touch with 

voluntary organisations across the 10 local authority areas, and receive advice and 

training. Workshops and publicity campaigns are planned. A web platform is also 

being built where people can become a champion and share their experience. 

https://www.theguardian.com/healthcare-network/2017/feb/01/lets-talk-about-cancer-the-manchester-project-that-aims-to-save-lives#img-2
https://www.theguardian.com/healthcare-network/2017/feb/01/lets-talk-about-cancer-the-manchester-project-that-aims-to-save-lives#img-2
http://www.manchester.ac.uk/discover/news/cancer-deaths-higher-in-greater-manchester-compared-to-rest-of-uk
https://www.theguardian.com/society/health
http://www.vsnw.org.uk/cancer-matters-movement
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The rewards of volunteering are rich according to cancer champion Zoe Ashworth, a 

29-year-old single parent from Stockport. She spends around three hours a fortnight 

at a nearby GP surgery in a deprived area calling people who have not returned their 

bowel cancer screening kits. 

“Volunteering gives me real personal satisfaction,” says Ashworth. “Of all the people 

I have called, every single one has agreed to receive a screening kit. My friends will 

not listen to anybody else, but they can’t get away from me!” 

Findings from the cancer champions project, will be combined with other data and 

public health information, to create a national dashboard to help prevent avoidable 

deaths across the rest of the UK. It will also be shared with cancer alliances being set 

up all round the country. 

Leading Greater Manchester’s social movement projects, Ben Gilchrist, sees the 

cancer champion work in the context of a step change in society, in which many 

people no longer take their health messages from a health system. 

He is clear that volunteering is not a replacement for NHS and public services, or a 

cost-cutting measure but the “right thing to do” to empower communities. 

Join the Healthcare Professionals Network to read more about issues 

like this. And follow us on Twitter (@GdnHealthcare) to keep up with the 

latest healthcare news and views. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

https://www.theguardian.com/society/nhs
https://register.theguardian.com/healthcare-professionals/?CMP=dis-166
https://twitter.com/GdnHealthcare
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APPENDIX 4 

 

Pharma Times article 

 
 

 

 

 

NHS Cancer Vanguard partners with Amgen, Sandoz 

26th January 2017 

 
  
bySelina McKee 

The NHS' Cancer Vanguard is partnering with Amgen and Sandoz to improve the provision of cancer 

medicines to NHS patients. 

The Cancer Vanguard programme, part of the NHS new care models programme, was set up in 2015 

to assess and fast-track innovative methods of delivering cancer services in London and Greater 

Manchester, developing transformational new models of care that can be replicated nationally. 

Under its Pharma Challenge programme, pharmaceutical companies were invited to submit proposals 

to improve the availability and delivery of cancer drugs. Thirty-nine different proposals were put 

forward by companies, of which the first two have now been chosen to go forward. 

http://www.pharmatimes.com/search?fmo=on&form=site&query=!null&meta_a=Selina%20McKee
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The Amgen project aims to map out and measure the most efficient out-of-hospital administration of 

Xgeva (denosumab), which is used in patients with advanced breast cancer. This idea is to push 

treatment closer to patients' homes and help health professionals determine the best treatment 

'pathway' for each patient.  

 

Sandoz has proposed an education and engagement programme with healthcare professionals across 

the Cancer Vanguard about the use of biosimilar medicines, which are highly similar copies of 

biologic medicines but offer significant potential savings. The firm is hoping that its programme will 

improve healthcare professionals' understanding of biosimilars and help them to better inform patients 

about their use and assist in their timely introduction when appropriate. 

The Cancer Vanguard is continuing to assess a number of further projects proposed through the 

Pharma Challenge and anticipates signing more agreements in the near future. Companies are 

expected to meet the full cost of the projects themselves and demonstrate their wider benefit to the 

NHS. 

"My colleagues and I were very impressed by the variety of companies and ideas that were submitted. 

We knew that the pharma industry had the best knowledge of how their medicines are used both in the 

UK and across the world, and were delighted that so many offered time and resource to drive forward 

innovative projects," Rob Duncombe, director of Pharmacy at The Christie and chair of the vanguard's 

joint medicines optimisation group. 

"Through better use of cancer medicines, the potential to improve patient outcomes and experience, 

while saving the NHS money, is tremendous". 

The Cancer Vanguard is led by The Christie NHS Foundation Trust and the wider system of cancer 

services in Greater Manchester, The Royal Marsden NHS Foundation Trust, and University College 

London Hospitals NHS Foundation Trust. The three hospital trusts' spend on cancer medicines alone 

exceeds £120 million annually. 
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Greater Manchester Cancer 

 
Patient and Carer involvement in the transformation of specialist cancer 

surgery  

1. Introduction and Context 

Since August 2015, the NHS Transformation Unit, NHS England Specialised Commissioning Team 

and NHS Trafford CCG (acting as lead commissioner for cancer services on behalf of the 12 

Greater Manchester CCGS) have undertaken significant patient engagement work to co-design 

specialised Oesophago-Gastric (OG) and Urology (Bladder, Kidney and Prostate) cancer services 

that are fit for the future. The transformation process for OG and Urology cancer services aims to 

“develop and implement a robust transformation of OG and Urology cancer surgical services 

across Greater Manchester in order to achieve world-class standards and patient outcomes”.  

 

The transformation process has been standards based and co-designed, involving ongoing 

engagement with patients, clinicians and other key stakeholders. Engagement and involvement 

has been embedded into every stage of the process to ensure that patient views and experiences 

are heard so that any decision making process about service developments is both fair and 

equitable across Greater Manchester.  It is important that the transformation is owned by patients 

themselves and that they can see where their insight has made a difference and where they have 

made an impact. 

 

This paper outlines how patients have influenced the transformation process and gives examples 

of the types of engagement activity undertaken and the numbers of patients involved in this 

process.  

2. The Transformation Process 

The transformation process undertaken to commission the GM specialised services for OG and 
Urology Cancer surgical services has been robust, supported throughout by clinical and patient 
engagement and involvement, and has been assured at every step by a range of external experts, 
bodies and groups. 

 
The transformation process has been informed by patient and carer experience, world-class 
clinical practice and clinical advice. A number of key steps, identified in figure one, have been 
undertaken to support the transformation which included the development of:  

 

 A Case for Change 

 Clinical Standards 

 Patient Experience Standards 

 Patient and Clinical Engagement and Involvement 

 Service Access Requirements (Clinical Co-dependencies) 

 Future Model of Care 

 Service Specification 

Paper 
number 

9 



 

41 
 

 

 

Figure 1: The Transformation Process 

 

 

The engagement approach was designed to involve patients and carers at every step of the 

transformation process and provided opportunities for patients to work with clinicians to identify 

what is best for the population of Greater Manchester. By using people’s experiences and their 

insight, the process truly reflected patient needs. Table one illustrates the engagement activity that 

was undertaken at each stage, and how many patients were engaged in the process.  
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Table One: Engagement activity at each transformation stage  

Transformation Stage Engagement Activity Numbers Engaged 

1) Why change is needed 
Identification of stakeholders 

through robust stakeholder analysis 

via existing and emerging 

networks.  

Development of transformation 

process in plain English with key 

messages communicated to 

stakeholders i.e. email bulletin, 

briefing sheet, 1:1 meetings with 

patient groups.  

Communication to communications 

and engagement colleagues across 

providers to outline transformation 

and work that will be undertaken. 

200 individuals 

contacted  

2) What does best care look 

like? Meeting with patient groups 

identified in stakeholder analysis to 

undertake interactive workshop in 

order to gather views on “best care” 

and current service through a 

creative medium. 

Waiting room discussions onsite 

over coffee to gather first-hand 

experience and insight to best care.  

Online survey developed to 

encourage feedback on best care 

for patients, written by patients. 

26 patients 

3) A GM Clinical Summit 
Joint event with clinicians, patients 

and carers. Interactive workshop 

with discussion tables.  

Report write-up to identify exactly 

where their insight is evidenced 

through the standards. 

 

 

 

85 individuals 

including patients, 

clinicians, 

commissioners and 

Healthwatch 

representatives 
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Transformation Stage Engagement Activity Numbers Engaged 

4) What does the current 

OG and Urology service 

look like? 

Identification of insight and 

experience from feedback 

mechanisms such as:  

a) I want Great Care 

b) Patient Opinion 

c) NHS Choices 

d) NHS Citizen platform 

Liaison with PALs within providers 

to identify any complaints trends in 

relation to OG and Urology Cancer 

surgery service. 

Liaison with GM Healthwatch 

organisations to identify patient 

stories in relation to OG and 

Urology cancer services. 

15 patient stories 

heard  

5) Design new model of 

care Development of patient focused 

case for change document in line 

with NHS Information Standard1 in 

partnership with patients and 

carers. 

Engagement checkpoint to “test” 

with patient groups where they can 

identify patient experience through 

the case for change document. 

9 patients 

 

 

9 patients 

6) Engagement with Health 

Overview and Scrutiny 

Committee 

Decision paper to endorse the 

approach of continued engagement 

rather than a full consultation.  

Attendance at GM Overview and 

Scrutiny Committee. 

Briefing documents sent to 

individual Chairs / members of local 

OSC to detail transformation steps 

and process evidencing where 

patients have been engaged. 

6 members  

Transformation Stage Engagement Activity Numbers Engaged 

                                                           
1
 The NHS Information Standard is a certification programme for organisations producing evidence based health and 

care information for the public  
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7) Public Discussion 
Coffee morning sessions. 

1:1 interviews. 

Use of visual minutes from GM 

Cancer summit to stimulate debate. 

199 patients split as 

follows:  

150 through Local 

cancer networks such 

as Macmillan Cancer 

10 through Prostate 

Cancer North West 

1 Chair of Pennine 

Patient User Group 

6 retired Clinical Nurse 

Specialists 

3 patients through 1:1 

interview process 

19 through Salford 

Royal’s patient support 

user group 

8) Commissioning process 

and options appraisal – 

decision on best options 

for GM patients 

Feedback sessions with patient 

groups “you told us, this is what 

you have influenced”. 

Model of care developed from 

patient perspective / narrative to 

illustrate patient centred 

commissioning to support Five 

Year Forward View. 

Same numbers 

engaged as stage 7 

 

3. Development of patient experience standards 

The establishment of the Greater Manchester Health and Social Care Partnership as part of GM 

Devolution brings new impetus for the improvement of services in the conurbation. It provides the 

opportunity to set ambitious standards for GM which go beyond the current NHS England national 

service specifications.  

Clinicians from across Greater Manchester were involved in the development of bespoke clinical 

standards for both services. Alongside this piece of work, the NHS Transformation Unit worked 

with patients through a variety of mechanisms illustrated in table one to utilise their experience, 

ideas and insight to inform and influence the future service.  

Patient experience standards are a set of expectations and service principles that have been 

developed to set out the ambition for the future delivery of OG and Urology surgical cancer 

services to achieve world-class outcomes for patients, carers and their relatives.  
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The initial development of the patient experience standards built upon the work undertaken by 

Manchester Cancer and Macmillan Cancer in 2012. This has been further developed with 

engagement sessions with patients, carers and clinicians as articulated in table one to develop a 

set of standards that reflect people’s experiences and ambitions for Greater Manchester.  

Work to develop the patient experience standards, articulated in table two commenced in 

September 2015, which included the following engagement and development across Greater 

Manchester:  

 Sessions with patient groups 

 Hospital drop-in sessions 

 Listening events with patients and carers 

 Input from clinicians and managers at the OG and Urology Cancer GM Summit 

 A desktop review of complaints and patient experience feedback.  

The development of the patient experience standards has been an iterative process, and patients 

have been involved and informed of progress throughout. The standards are themed into areas 

which were deemed to be important to patients, carers and their families and are also articulated in 

Plain English which has been tested with patients and Plain English guidelines.  

The Patient experience standards were assured in May 2016 and have been incorporated into the 

service specifications for both OG and Urology cancer services.  

Table Two: Patient Experience Standards 
 

Ref Patient Experience Standards  

Service aims and objectives 

PS001 Patients will be treated in a service that has a great reputation and by trusted 
clinicians giving the best treatment and attention 

PS002 Patients will be treated in a safe, clean and confidential environment 

PS003 Patients will be totally confident in their choice of surgeon, team and cancer 
hospital and are aware of the reputation of local hospital cancer services 

PS004 Patients will be treated with respect, dignity and a human being rather than their 
cancer condition 

PS005 Patients will feel well informed about their diagnosis 

PS006 Patients will be treated as a member of the cancer team to make decisions in 
partnership with the team 

PS007 There will be no decision about patients without patients 

Service Description and care pathway 

PS010 Patients will have access to a one-stop diagnostics testing clinic 

PS012 Patients will be given a copy of their cancer pathway with the opportunity to add 
their own comments, views and preferences to their cancer record 

Service Access Requirements 

PS013 Patients will be given a choice and flexible appointment time to suit their needs 

PS014 Patients will have access to telephone and skype consultations 

Service Access Requirements continued… 

PS015 Patients will have access to a longer appointment time when significant news is 
given 

PS016 All patients will have internet based access to information to enable patients to 
make the best choice 

PS017 Patients will be able to contact the nurse and can book a time to talk to their 
surgeon or other team member, seven days a week 

PS018 Patients will be given clear, accessible information about transport and travel 
options 
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PS019 Patients will be given all the information, time and space they require to make 
decisions about surgical procedures 

PS020 Patients and relatives will have access to a private area when significant news is 
given 

Aftercare and follow-up 

PS021 Post-treatment patients will have rapid access to the cancer team 

Patient access, experience and involvement in the service 

PS022 Patients will be given the names of the cancer team involved in their treatment, 
their cancer qualifications and cancer experience 

PS023 Patients will be given help with travel and parking costs 

PS024 The cancer team will advise patient on the availability of patient groups who can 
offer support and advice 

PS025 Patients are given clear information about their treatment and what is required of 
them, i.e. what to bring with them 

PS026 Patients will be given clear information about their diagnosis and who to contact 
with any questions 

PS027 Information for patients will be written by patients in line with NHS England’s 
Accessible Information Standard 

PS028 Letters written to patients will not have any medical jargon and will adhere to Plain 
English guidelines 

PS029 Patients will be encouraged to comment on their own experience throughout their 
cancer treatment at a time to suit them 

Standards to support people affected by cancer 

PS030 Patients will be given all the necessary information to fully understand their 
cancer, their chances of “beating it” and access to further information and support 

PS031 Care will be coordinated around the patients and professionals will work in 
partnership with one another and the patient 

PS032 Relatives and friends of the patient will be informed of their progress, with the 
patients consent 

Living with and beyond cancer 

PS033 At the end of life, relatives will not be rushed into any decision and will be given 
time to digest information 

PS034 Clinicians will work with local GP;s to enable patients to live beyond cancer 

 

4. Patient Engagement Involvement 

The previous sections of this paper demonstrate how work has been undertaken to ensure that 

patient engagement and involvement has been embedded throughout the process. As part of the 

process, a detailed engagement plan was developed and implemented and a detailed log was 

established and maintained. The plan detailed the different formal and informal approached which 

have been used to engage with patients, carers and other key stakeholder’s.  

The transformation of OG and Urology cancer surgery affects a relatively small number of patients 

but the outcomes will benefit the wider population of Greater Manchester. The process has been 

designed and implement on the basis of the following principles:  

 Ongoing patient, clinical and stakeholder engagement 

 Transparency and openness 

 Co-design of evidence-based standards  

 Collaboration and ongoing communication  
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These principles have ensured that patient voices and experiences have led the transformation 

process.  

 

5. Recommendation 

The Greater Manchester Cancer Board is asked to note the contents of this report which 

demonstrates how patients, carers and their families have influenced and led the co-designed 

transformation of OG and Urology cancer. 

 

Rebecca Patel 

Engagement Manager 

 

NHS Transformation Unit 

 

 
 

 

 


