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Minutes of the meeting
Friday 21st April SRFT

In attendance
GM Health & Social Care
Partnership team

Richard Preece

RPre

Rob Bellingham
Nigel Guest
Donal O’Donoghue
Andrew Bibby

RB
NG
DO
AB

Tracy Vell
Steven Pleasant
Darren Banks (for
Mike Deegan)
Ann Barnes
Fiona Noden ( for
Roger Spencer)
Roger Prudham (for
Jack Sharp)
Nabila Farooq
David Makin
Donna Miller
Adrian Hackney

TV
SP
DB

Executive Lead for Quality, GMHSC
Partnership (Chair)
Director of Commissioning
Chief Clinical Officer, NHS Trafford CCG
Medical Director
Assistant Director of Specialised
Commissioning
GP, Chief Executive of Manchester LMC
Chief Executive
Director of Strategy

ABa
FN

Chief Executive
Chief Operating Officer

RPru

Deputy Medical Director

Andy Ennis

AE

Cheryl Lenney

CL

Transformation Unit representative
Cancer Board Secretariat

Leila Williams
Claire O’Rourke

LW
COR

Macmillan User Involvement Team
Strategic Clinical Network
Visitors

Lucie Francis
Peter Elton

LF
Macmillan User Involvement Team Leader
PE
Clinical Director, GM&EC SCN
observers

Lead CCG
GM AHSM
NHS England
Primary care providers
Tameside Metropolitan Borough
Provider trusts Central
Manchester
Stockport
The Christie
Salford/Pennine
Acute
People affected by cancer
People affected by cancer
BHA
Director of Commissioning – GM
Cancer Services
Chair of Trust Directors of
Operations Group
Nursing Lead

Colleen Nolan (CN), Patient User representative
Saeed Shakibai (SS), Patient User representative

NF
DM
DMi
AH

Associate Director of policy and Development
Director of Commissioning – GM Cancer
Services, NHS Trafford CCG
Chief Operating Officer, Bolton NHS FT
Chief Nurse, Central Manchester University
Hospitals
Chief Executive, NHS Transformation Unit
Senior Manager, Greater Manchester Cancer

Ryan Donaghey, Secretariat, GM NHS Provider
Federation board
Catherine O’Hara (COH) Vanguard Office

Dr Neil Bayman, Pathway Director, GM lung pathway

1. Welcome and apologies
RPre welcomed members and apologies were noted. CL requested a review of the actions
regarding CNS review in previous minutes, to review expectations of this. COR to liaise with CL.
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2. Minutes of the last meeting
The board approved the minutes of the meeting on 24th March 2017.

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

4. Update from GM Cancer User Involvement Steering Group
DM/ NF discussed the report attached (paper 3) detailing the GM cancer User Involvement
strategy for the last 12 months in conjunction with Macmillan programme of work and the plan
going forward. He reinforced that People affected by Cancer (PaBC) should be involved at the start
and throughout the process of any service redesign
Key points noted/ raised:
-All GM clinical pathway boards now all have a minimum of 2 patient representatives on them and
have established 8 small communities, which in the future needs to be established for all clinical
pathway boards.
- Several achievements of the user involvement programme within the past year
- The board heard about the structure of the User Involvement Programme (detailed in
presentation) noting how people affected by cancer are involved at all levels across GM Cancer,
the importance of feeding in the wider views of patients and carers and the role of the Steering
Group in monitoring, supporting and evaluating the levels of user involvement within the system.
CN highlighted her experiences of supporting TYA (teenage and young adults) small community
and as a Service User Representative for the psychological and emotional support group. CN gave
a compelling presentation of her experience as a cancer patient and she described the impact of
having limited psychological support for cancer patients and the significant impact this can have on
living with and beyond Cancer. The newly formed GM cancer Psychology board has recognised
there is a need to improve education and support for GP and health care professionals in this area.
SS began his presentation discussing his journey as a cancer patient through the Christie for his
cancer treatment and he has heavily been involved in the vanguard innovation programme of work
and the user involvement team and a number of other key projects. Due to his experience of being
diagnosed incorrectly three times, he wanted to be involved in GP education and the vanguard
gateway C programme. SS also supported CN comments that the psychological impact of cancer
must not be underestimated and support is needed through GM on this.
NF discussed the User Involvement structure further and the need to ensure the involvement of
voluntary sector and community Groups and those not directly involved in cancer care.
DM, NF, CQ and SS concluded by presenting 4 key asks from people affected by cancer to the
Board:
 Greater engagement from clinical pathway boards key to this being strong leadership and
accountability from pathway director and clear work streams and an end to the disparity
between pathway boards. A new gold standard across all boards as demonstrated in lung
Cancer pathway board for example.
 Highlighting the importance of psychological support for patients and family across all
clinical pathway boards.
 Accountability for more standardisation and provider trusts to report back on listening to
staff within hospitals, i,e holistic needs assessment should not just be a paper exercise or
tick box
 Better collection of data to allow patients to have their say and to show improvements but
also inequity of services. It is important that both primary and secondary cancers are
considered in all aspects of data collection.
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-Board members asked about training for professionals around the engagement of people affected
by cancer. LF noted the training programme which has already been delivered to clinical pathway
board directors and the team will be rolling this out further over the next year to the Vanguard team
as well as commissioning teams and wider Board members.
-CH noted that she would welcome more user involvement in the development of the education
strategy and for individuals to contact her should they wish to get involved.
-ABn discussed it would be helpful to know from the user involvement team what ‘good’ looks like,
in order to develop a plan to work going forward. NF will take this back to steering group
-DMi discussed the need to work collaboratively with VSE and collect information on experience
and she can take this back to the reference group.
-DB highlighted that CMFT often report patient stories and felt User involvement team videos
would be an excellent way to get the consistency of the message and could be provided as
education and training for providers/ primary care and as the discussions were powerful.
-RPr thanked all the User Involvement team and patients effected by cancer for their excellent
presentation. RPr asked the board members to reflect on discussion and asked board members for
any points raised on through the discussions and in the User Involvement paper to be send to the
User Involvement team
(via LF) and RPr highlighted it was a privilege to have user
representatives telling their stories to the board.
ACTION: RPre requested board members to reflect on discussions and provide feedback on
User Involvement paper. RPre would review the list of actions for the board and work with
DS and senior team in GM cancer to assess what can be achieved and delivered. Key to this
will be the review of the pathway director posts in early May. Paper requested to summarise
outcomes of this.

5. Greater Manchester Cancer Pathway Director reflections: Dr Neil Bayman.
NB discussed has role as a pathway Director for GM lung Cancer in a presentation (to be sent to
GM cancer board members).
Key points:
-Having a Board clear vision was pivotal and the Director is instrumental in this
-In lung, steps were taken to define the problem in lung cancer, collaborate, (where lung cancer
services were fragmented), sectorisation of the MDT (from the previous 10 to 4) and assurance
and improvement.
-The MDT reforms to a sector solution was the pivotal step in recent reforms as “the MDT is the
command centre for the lung cancer pathway” – now all lung cancer GM MDTs have 100%
attendance from surgery and oncology
-NB discussed the wide degree of engagement with stakeholders that is necessary
-Successful applications for additional funding have been very useful in driving innovation including
from NHSE through ACE, the Vanguard funded ‘Gateway C’ project and the Macmillan funded
LWBC innovation fund
-Clinical web portal tool has been very useful in the NW sector at giving data on process and
outcomes from the MDT.
-NB also felt that Pathway Directors should have access to training in leadership and that fully
engaging with user involvement involved in the board is critical. The lung board has 3 patients and
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they have had significant impact on the decisions of the board and gave one example of a chance
in the patient experience survey as a direct result of user feedback.
NB went on to discuss the challenges he has faced as Pathway Director
-Being able to coordinate an operational plan across organisations continues to be a challenge and
a stronger link with the Director of Operations group, commissioning and cancer managers is likely
to be helpful
-The provision and variation of access to diagnostics such as PET CT, have had an impact on the
provision of services.
-Feeling that it has at times been difficult to prioritise where to put the board’s energies into, and a
clear GM plan can only help here - Pathway Directors need to know where the priorities are.
On a final note, NB highlighted that the GM Tobacco plan due out May/ June 2017 and the
screening programme would put GM in a very good place going forwards. Critical areas of future
focus were improving the 62d pathway and delivering the GM “optimal lung pathway”.
RPre thanked NB for the leadership and for ensuring the lung board has delivered such great work
so far and this momentum must not be lost.
LW asked if NB what could we do to change the role of the Pathway directors and how do we do
the implementation?
-NB stated that Pathway boards cannot just be clinicians, it must be cross organisational
representation, and key is the link with the director of Ops, to feedback on key plans such as on
optimal pathway.
TV discussed that the implementation and delivery that NB discussed related to the key themes
2&3 in the plan. TV highlighted that there appears to be so much work going on, and this needs to
be coordinated
NG asked NB if the pathway boards and leads attend any learn and share event to share best
practice and innovation. These have happened but not in recent months and NB suggested these
need to be reinvigorated now.
DB raised the issue that the GM cancer Board should be aware of and if necessary input into the
annual work programmed for the pathway directors. RP request DS to review this through pathway
director recruitment programme and bring this back to the board. An update on pathway director
recruitment process will be presented at the next board meeting.
ACTION: Action: FN informed the board that the lung Cancer work will be discussed at DOO
meeting in May with NB and COR presenting the optimal pathway.
ACTION: DS to ensure that Pathway Directors are allowed a regular forum to learn and
share, must be discussed at Pathway director recruitments process. DS and COR to update
board members in May on recruitment of Pathway directors and what the work programme
may look like.

6. Cancer Performance and Cancer intelligence report
AH discussed the attached first report from the cancer intelligence team, which links systems,
performance, with outcomes and experience.
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-With regards to 62 day report, we are consistently achieving on aggregate. However key tumour
groups are struggling to achieve and significant work is required to breakdown the data and
information into meaningful reports to measure KPIs and standards. This will highlight tumour
specific pathway that are failing 62 and in what provider Trust.
-AH highlighted that more detail will be forthcoming in future Board meetings and AH will present a
dashboard at the board meeting in July 2017. AH requested Comments to be fed directly to the
team.
-AH discussed the need for further workshops to support teams to deliver this. RPr requested the
board support to take this board forward and requested a full implementation plan on this and
ensure stakeholder engagement.
-Discussion led by AH on the GM Cancer plan annexes (paper 5). Any feedback and comments
should be sent to AH requested this is reviewed by the board members and comments back to the
team. This will be reviewed by the GM cancer senior team against delivery and milestone reports
will be produced as required.
ACTION: all board members to review cancer intelligence report and feedback comments.
AH to produce report for July’s pathway board.
Cancer Annexes will be reported by exception in a milestone summary report, risk rated.
7. Greater Manchester Cancer: Vanguard Innovation update
The board noted the update paper provided.
8. Papers for information RPe noted thanks to Matt Graham for the work on the surgical
oncology paper and highlighted the education strategy, doodle poll for feedback to CH.
9. AOB: skin Cancer Risk and 62 day Risk.
AE discussed the national shortage of consultant for dermatology and cancer services and raised
at DOO and provider through provider organisations and CCG have been made aware of the risk
to 62 day. ABa informed the board that she worked with CCG to provide a partnership
arrangement with SRFT a number of years ago in a partnership arrangement. SRFT are managing
the service but patients attend in Stockport, patients see no difference. AE significant risk to 62 day
and this will be worked through at DOO.
ACTION: RPr required AE and DOO team work on a solution for this risk between the
organisations reporting difficulties and keep the board informed of any progress. Pathway
Director of Skin in GM cancer (John Lear) tasked with supporting this process.
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Prepared for the 19 May 2017 meeting of the board

ACTION
AGREED ON
FN to bring lung pathway board to DOO
21st April 2017
meeting in May 2017
DS to provide a forum for supporting
21st April 2017
pathway directors and produce a paper
summarising the recruitment process on the
3-5 May 2017
RPr to review actions from Patient User
21st April 2017
involvement presentation and COR and LF
to draw up action plan following next patient
steering group May 2017 and feedback
from pathway director recruitment process
in May 2017
21st April 2017
AH to gather feedback on cancer
intelligence report and produce final
implementation plan in July 2017

STATUS
completed
Paper for May Board

Paper for July board

Paper for July Board
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Greater Manchester Cancer
Commissioning Programme

Business Case for the use of Adjuvant Bisphosphonates to Reduce Risk
of Breast Cancer Mortality
Introduction:
This paper has been developed by the Greater Manchester Bisphosphonates Task & Finish Group
 Adrian Hackney (Chair), Director of Commissioning, Greater Manchester Cancer
 Darren Griffiths, Associate Director of Finance, Greater Manchester Cancer
 Anne Armstrong, Consultant Medical Oncologist, Christie Hospital
 Andrew Wardley, Consultant Medical Oncologist, Christie Hospital
 Faye Coe, Lead Pharmacist, Christie Hospital
 Liesl Hacker, Business Manager, Christie Hospital
 Leigh Lord, Lead Pharmacist, NHS Trafford CCG
 Nabila Farooq, Greater Manchester Cancer Patient Engagement Steering Group
 Amanda Myerscough, Primary Care representative, Manchester CCG
 Michelle Leach, Greater Manchester Cancer Patient Engagement Manager
 Coral Higgins, Senior Cancer Commissioning Programme Manager
This paper asks the Greater Manchester Cancer Board to consider and approve the use of adjuvant
bisphosphonates for postmenopausal women diagnosed with breast cancer to reduce the risk of
secondary breast cancer and recurrent bone disease.







Evidence from the Early Breast cancer Trials Group in 2015 recommends the use of
bisphosphonates for post-menopausal with early breast cancer to reduce the risk secondary breast
cancer
1800 women in GM would be suitable for this treatment. Up to 40% could develop secondary
disease (720 patients per year)
Bisphosphonates have been shown to reduce the incidence of distant recurrence by 18% (130
fewer patients affected per year, with reduced demand for treatments)
Overall gain in breast cancer survival is 3.4% of 1800, which equates to 61 fewer breast cancer
deaths, comparable to established chemotherapy regimens currently in use
Ongoing costs of the service of £1.2m outweighed by the savings of £1.6m associated with the
reduction in treatment numbers for breast cancer

V0.6 12.05.17
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Background:
Following a presentation by Dr Andrew Wardley in December 2016, the Greater Manchester Cancer
Board has requested the development of a business case to support the commissioning and
implementation of the use of adjuvant bisphosphonates to reduce the risk of development of bone
metastases in patients with early breast cancer.
Breast cancer is the most common and successfully treated cancer in GM. There are approximately
2200 new cases of invasive breast cancer in GM and 80% of patients are still alive 10 years after
diagnosis. Approximately 1800 women are post-menopausal at diagnosis. Providing additional
evidence based preventative treatment for this large cohort of patients will reduce distant recurrence
rates by 18%, and improve breast cancer specific mortality by 14% in women who are post-menopausal
at the start of treatment.
The National Breast Cancer Clinical Reference Group draft service specification includes ensuring access
to adjuvant bisphosphonates for women with early breast cancer, but this has not yet been approved by
NHS England. The use of adjuvant bisphosphonates is also being considered by NICE for inclusion in the
revised breast cancer management guidelines. No date has been confirmed for publication of these
revised guidelines.
A recent survey performed by the UK Breast Cancer Group, the body that represents the non-surgical
breast cancer oncologists in the UK, has suggested that, despite the fact that the use of adjuvant
bisphosphonates is not nationally commissioned, 47% of respondents were implementing adjuvant
bisphosphonates within their local services. The Greater Manchester breast cancer clinical community
have reviewed the evidence and recommend the use of adjuvant bisphosphonates.
Clarification has been sought regarding funding arrangements for the use of adjuvant bisphosphonates
and the situation is still not clear. Currently NHS England Specialist Commissioning Team is responsible
for adjuvant treatment (systemic anti-cancer therapy and radiotherapy). NHS England statement
suggests that “Non-chemotherapeutic agents such as bisphosphonates and hormone therapies unless
specifically identified as excluded by the national tariff or by agreement with NHS England, are
considered in tariff”. Local CCGs may be reluctant to fund as the prophylactic use of bisphosphonates in
early breast cancer for prevention of bone disease is not currently licensed.
Despite the current complex / confusing funding arrangements, the view of the GMCB was to develop a
proposal for consideration, as the evidence suggests a strong case for our patients to receive this
treatment. The new funding arrangements within Greater Manchester, from the Devolution agenda,
should support the funding of this initiative as there will one commissioning organisation for cancer
services.

V0.6 12.05.17

Page 9

1. Rationale:
Despite recent improvements in survival, in the UK breast cancer remains the second leading cause of
cancer death among women. Whilst most women are diagnosed with early stage disease, a significant
proportion will ultimately develop secondary breast cancer and subsequently die of their disease.
Recent data from the Early Breast Cancer Trials Collaborative Group (EBCTCG) has demonstrated that
the risk of relapse for patients with estrogen receptor positive (ER+) breast cancer is probably life long,
with no flattening of survival curves even 20 years after diagnosis (see graph below). Data from EBCCTG
presented at ASCO 2016 show the cumulative risk of relapse even in small node negative breast cancer
is 14% at 20 years. New therapies to increase the cure rates after a diagnosis of early breast cancer are
therefore an important priority.

The most frequent site of first systemic relapse is the bone, occurring in approximately 30-40% of
patients and therefore strategies to target the bone microenvironment are appealing. Bisphosphonates,
widely used to prevent fractures in women with osteoporosis as well as patients with bone metastases,
have been more recently investigated in early breast cancer after the discovery that these drugs appear
to have direct anti-cancer effects (Winter et al 2008). This pre-clinical data has led to various trials
investigating the use of bisphosphonates in the adjuvant setting, i.e. after a diagnosis of early breast
cancer. The benefit of adjuvant bisphosphonates was confirmed in a recent meta-analysis performed by
EBCTCG (2015) with a highly significant reduction in risk of recurrence - 14% (RR 0.86 2p=0.002) and
breast cancer mortality – 18% (RR 0.82 2p=0.0003) seen in postmenopausal women with therapy.
Treatment had no obvious affect in outcome in women who were pre-menopausal at diagnosis.
The magnitude of benefit of bisphosphonates is similar to other strategies that have been widely
adopted for the systemic treatment of breast cancer. The absolute benefit in breast cancer mortality
for post-menopausal women of 3.4% is comparable to the gains seen with adjuvant chemotherapy.

V0.6 12.05.17
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Furthermore, unlike chemotherapy, there are relatively few side effects associated with intravenous
bisphosphonates; with a small risk of renal impairment and a risk of osteo-necrosis of the jaw in the
order of 1-2%. Oral daily bisphosphonates, are conversely, poorly tolerated and are not recommended
for widespread implementation by the Christie Breast Disease Group or the Greater Manchester Breast
Pathway Board.
To put the survival gains in context, in GM assuming 1800 patient are eligible for therapy and treated,
the absolute gain in breast cancer survival of 3.4% equates to 61 fewer breast cancer deaths each year
(3.4% of 1800). GM is currently behind the rest of the UK in implementing this therapy, with a recent
survey the UK Breast Cancer Group finding 47% of UK centres have access to adjuvant bisphosphonates
for their patient population. Furthermore, media interest and campaigning by Breast cancer Now has
made the use of adjuvant bisphosphonates a well-publicised issue. Patient expectation is that this
therapy will be offered to them to reduce the risk of their cancer coming back. The uncertainty around
commissioning arrangements of this treatment presents a major source of patient dissatisfaction and a
burden on consultation time.
Benefits to the system:
 Reduction in breast cancer recurrence by 18%
 Reduction in breast cancer mortality by 14%
 Reduction in treatments for metastatic / secondary disease and associated hospital outpatient
activity by 18%
 Reduce need for on-going bone health monitoring and scans (DEXA) in post-menopausal
patients
 Reduction in treatment for fractures or chronic bone disease (osteoporosis / osteopaenia)
 Equal access to this treatment regardless of GM postcode
 Increased survival rates for breast cancer (currently 86% at 5yrs in GM)

2. Evidence Base:
There are both strong pre-clinical and compelling clinical reasons to support the use of adjuvant
bisphosphonates in post-menopausal women with early breast cancer.
 There were highly significant reductions breast cancer recurrence – 18% and improvement in
breast cancer specific survival – 14% in the 11,800 postmenopausal women.
 The benefit is seen in all biological sub-types of breast cancer (oestrogen receptor status, HER-2
status, tumour grade or concomitant chemotherapy.
 The magnitude of benefit of bisphosphonates is similar to other strategies that have been
widely adopted for the systemic treatment of breast cancer, including successive incremental
benefits from different chemotherapy regimens.
 A small risk of renal impairment and a risk of osteonecrosis of the jaw in the order of 1% with
oral ibandronate or 6-monthly zoledronic acid.
Pre-clinical data has led to various trials investigating the use of adjuvant bisphosphonates with
improvements in survival seen with the use of oral ibandronate and intravenous zoledronic acid across
some but not all of the studies. A recent meta-analysis performed by the Early Breast Cancer Trials
V0.6 12.05.17
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Collaborative Group (EBCTCG 2015) has helped to clarify the data. The EBCTCG reviewed data on 18,000
women who were randomised in trials of adjuvant bisphosphonates. In the 11,800 postmenopausal
women there were highly significant reductions in risk of recurrence (RR 0.86 2p=0.002) and breast
cancer mortality (0.82, 2p=0.0003). Treatment had no obvious affect outcome in women who were premenopausal at diagnosis. There were no apparent differences in outcome by bisphosphonate class,
treatment schedule, oestrogen receptor status, tumour grade or concomitant chemotherapy.
The magnitude of benefit of bisphosphonates is similar to other strategies that have been widely
adopted for the systemic treatment of breast cancer. The absolute benefit in breast cancer mortality for
postmenopausal women of 3.4% at 10 years compares to the estimated absolute benefit of
anthracycline containing chemotherapy over CMF (cyclophosphamide, methotrexate and 5-fluorouracil)
of 3% at 5 years (EBCTCG 2005) and taxanes in addition to anthracycline chemotherapy regimens, a
3.2% gain at 8 years (EBCTCG, 2012). Furthermore, unlike chemotherapy, there are relatively few
adverse events associated with the treatment; with a small risk of renal impairment and a risk of
osteonecrosis of the jaw in the order of 1% with oral ibandronate or 6-monthly zoledronic acid.

Coleman Paper
PIIS0140673615609084.pdf

3. Treatment Population:
This paper recommends adjuvant bisphosphonates for all postmenopausal women diagnosed with early
breast cancer who are due to commence on adjuvant chemotherapy. Adjuvant bisphosphonates is also
recommended for all postmenopausal women not due to receive adjuvant chemotherapy but who have
a >12% risk of breast cancer death at 10 years as defined by Adjuvant!online, unless significant
comorbidities outweigh this risk. In the absence of Adjuvant!online this group can also be defined by
T2N0 or TxN1-4. The benefit from bisphosphonates is proportional to risk of bone disease, which in turn
is influence by the stage of disease at diagnosis and the tumour grade. Women who are premenopausal at diagnosis should not receive adjuvant bisphosphonates, but should receive
bisphosphonates as currently indicated and administered to maintain bone health (bone loss due to
suppression of ovarian function) [8].
Gains from bisphosphonates are seen in women who commence therapy within 6 months of diagnosis.
For women in follow-up, the benefits may well be smaller so adding therapy at a later time point is not
recommended. These women should receive bisphosphonates as currently indicated to maintain bone
health. Assumptions regarding the number of patients that may be suitable for bisphosphonate therapy
have been made, as it has not been possible to get a confirmed number of postmenopausal patients
with T2 cancers suitable for chemotherapy.

V0.6 12.05.17
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Table 1: New breast cancer diagnoses and age profiles
New Breast cancer diagnoses seen at Christie 2014 = 2305
Chemotherapy treatments on new patients 2014 = 2254
Age Profile
25-44
45-64*
65-84
85+

No
235
1102
882
86

Stage at Diagnosis
1
2
3
4
NK

No
997
808
266
89
145

www.cancerstats.nhs.uk
*assume 75% of these patients are 50+and post menopausal = 827
827 (age 50-64) + 882 (age 65-84) + 86 (age 85+) = 1795
We estimate that 1800 patients would be post-menopausal and suitable for adjuvant bisphosphonates
each year (150 per month across GM)

4. Clinical Protocol:
Options for delivery include:
1. Do nothing – do not prescribed adjuvant bisphosphonates, which is contrary to current evidence
2. Prescribe adjuvant bisphosphonates IV therapy for 3 years for all new T2 and post-menopausal
patients within 6months of diagnosis (this is the recommended option for GM)
3. Oral therapy 50mg daily for 3 years for all new patients T2 and post-menopausal within
6months of diagnosis, (this is the option for patients that do not want/ not appropriate for IV
therapy)
Due to previously reported issues with tolerance and compliance with oral ibandronate, IV therapy is
recommended as the standard GM treatment option to ensure benefit from compliance with. Oral
therapy will be available for those patients who choose not to have IV therapy. IV treatment will be as
per the GMMMG formulary.
Treatment Schedule
Chemotherapy patients:
 Zoledronic Acid 4mg IV alongside chemotherapy cycle 1, with calcium and vitamin D
supplements via primary care, - 1 infusion, followed by
 Zoledronic Acid 4mg IV at 6, 12, 18, 24, 30 and 36 months with calcium and vitamin D
supplements via primary care - further 6 infusions
Non-chemo patients: (due to oncotype or not fit for chemo)
 Zoledronic Acid 4mg iv q 6/12 at 0, 6, 12, 18, 24, 30 and 36 months with calcium and vitamin D
supplements via primary care – 7 infusions total
Oral therapy option:

V0.6 12.05.17
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Oral ibandronate 50mg daily with calcium and vitamin D supplements, initiated by secondary
care with on-going prescribing via primary care

CLINICAL MODEL for the Christie Bisphosphonate Service (overview)
Patient referred to consultant oncologist for information regarding bisphosphonates

Do nothing

Patient decides on treatment and either….

OUTCOMES
Patient refuses treatment

Patient wishes to consent

Follow up appointment (consultant or bisphosphonate service)
Consent patient in clinic
Intravenous treatment

Prescribe bisphosphonate with chemotherapy or as
monotherapy and refer to bisphosphonate service
Bisphosphonate service to co-ordinate appointments,
2+
dental check, monitor renal function & Ca ,
prescribe treatment (including Adcal D3 – further
supply through GP) and organise Letter to GP for
continuation of Adcal D3 prescription

Oral treatment

Prescribe bisphosphonate treatment
Patient gets prescription from Christie
outpatient pharmacy

Letter to GP for continuation of
prescription under SCP

Patient discharged to
GP

V0.6 12.05.17
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5. Delivery Model:
Options for location of delivery will be considered once principals of adjuvant therapy have been
approved. A new Christie Bisphosphonate Service would be needed to co-ordinate and oversee the
delivery of therapy, and monitor outcomes. This is similar to the Herceptin service that was established
in 2009. Staffing for this new service will need to be finalised, but would at the very least require a
pharmacist prescriber, a specialist nurse, and a co-ordinator.
A combination of the following delivery options may need to be available to support access for patients:
 Christie out patients facility – capacity issues and not necessary as peri/post infusion monitoring
not required
 Local chemotherapy units – Capacity issues but would provide improved access for patients
 Community IV therapy teams – treat in patients own home
 Bisphosphonates Bus – similar principal to the chemotherapy bus used to increase local access
NB: The costings shown in section 7 of this business case are based on the assumption that the
‘Bisphosphonates Bus’ will be the primary delivery model , but this may flex as the service develops.

Prescribing Issues
If approved by The Greater Manchester Cancer Board, and the Joint Commissioning Board, this business
case for Bisphosphonate treatment can be submitted to GMMMG to RAG rate the interventions and add
to the GMMMG formulary if required. The difficulty for the group in RAG rating the Zolendronic acid
will be where the service is delivered so there may need to be flexibility depending on the approach
taken by each CCG.
If a patient chooses to take oral Ibandronate, this will be initiated by the oncologist with ongoing
prescribing by Primary Care (shared care protocol). The same applies to the calcium and vitamin D
supplements. (Refer to GMMMG formulary for choice of calcium and vitamin D supplements)
Calcium and vitamin D supplements will be prescribed in Primary Care for 3 years during
bisphosphonate treatment.

V0.6 12.05.17
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DELIVERY MODEL for the IV Christie Bisphosphonate Service
REFERRED TO ONCOLOGIST

Patient given information regarding oral bisphosphonate therapy

Patient decides to have treatment

With chemotherapy

Monotherapy

Appointment with THE BISPHOSPHONATE SERVICE

Appointment with oncologist
Consent patient

Consent patient
Prescribe bisphosphonate with chemotherapy at Cycle 1, then 6 monthly
up to 36 months. Refer to bisphosphonate service
THE BISPHOSPHONATE SERVICE

Co-ordinator
1. Books patient chair at either:

- Chemo mobile unit

THE PATIENT JOURNEY
Patient receives appointment card in the
post including reminder for bloods

- Outreach
- Christie

2. Checks patient has had a dental check, bloods & vitamin D (if
applicable)
Co-coordinator sends patient appointment card in post with the MONTH, YEAR &
LOCATION of each treatment

Patient gets Urea & Electrolytes
and Calcium blood test at GP

Co-ordinator liaises with prescriber
Prescriber to prescribe 6 monthly bisphosphonate until 36 months (if not already done so)

Patient attends treatment appointment
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DELIVERY MODEL for the PO Christie Bisphosphonate Service
Nurse checks bloods against protocol. If out of range contact prescriber

Patient discharged after 36
months

REFERRED TO ONCOLOGIST
Patient given information regarding oral bisphosphonate therapy

With chemotherapy
Appointment with oncologist

Monotherapy

Patient decides to have treatment

Appointment with THE BISPHOSPHONATE
SERVICE

Consent patient
Consent patient
Organise blood check (Vit D, U&E) and
dental check.
Prescribe bisphosphonate alongside
chemotherapy at Cycle 1 for 4/52

Organise blood check (Vit D, U&E) and
dental check.
Prescribe 4/52 bisphosphonate
treatment

Letter to GP for continuation of prescription under SCP

Patient gets prescription from Christie outpatient pharmacy

6. Costs and benefits:
Appendix 1 shows the full breakdown of anticipated costs of establishing and resourcing a
Bisphosphonates Service based on the assumption that the primary delivery model will be the use of a
mobile unit, the ‘Bisphosphonates Bus’. It is likely that costs could be reduced in the medium term
through the purchase of the mobile unit rather than renting the ‘Bus’, but given the timescales and
logistics involved in the purchase, costs are on a ‘worst case scenario’ which assumes ongoing rental
costs.
The staffing model for each of the first three years of operation flexes according to the calculated
number of infusions required until stability is reached in year four. Costs for each of the first four years
are estimated to be:
Year 1 £993,476
Year 2 £1,095,288
Year 3 £1,247,607
Year 4 £1,197,215
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These costs include staffing, the costs of the drugs and the rental of the mobile unit. Costs from year
four onwards are stable (subject to normal inflationary increases) as the number of infusions reaches a
regular pattern.
In respect of benefits, the primary benefit is of course the estimated 61 fewer breast cancer deaths per
annum in GM. However, in addition to that it is forecast that there will be a reduction in the incidence
of distant recurrence by 130 per annum. There is no up to date estimate of the total costs of a breast
cancer patient to the NHS. The best estimate currently available is £12,500, and this, from 2004, is likely
to be a gross under-estimate. However, even using this figure, the reduction in costs would be
£1,625,000, but of course this would take time to realise.
In addition to these costs and benefits, there would likely be a reduction in the demand for Dexa scans
and treatment for Osteoporosis, but there is a 1% risk of renal impairment associated with the use of
Bisphosphonates that may give rise to some marginal additional costs. Whilst it is not possible at this
stage to calculate the impact of these factors, the levels of activity would be monitored as part of the
implementation and review of this proposal to identify any further savings or resource requirements.
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Page 18

7. Summary







Evidence from the Early Breast cancer Trials Group in 2015 recommends the use of
bisphosphonates for post-menopausal with early breast cancer to reduce the risk secondary breast
cancer
1800 women in GM would be suitable for this treatment. Up to 40% could develop secondary
disease (720 patients per year)
Bisphosphonates have been shown to reduce the incidence of distant recurrence by 18% (130
fewer patients affected per year, with reduced demand for treatments)
Overall gain in breast cancer survival is 3.4% of 1800, which equates to 61 fewer breast cancer
deaths, comparable to established chemotherapy regimens currently in use
Ongoing costs of the service of £1.2m outweighed by the savings of £1.6m associated with the
reduction in treatment numbers for breast cancer
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Appendix 1
Bisphosphonates service

Year 1

Year 2

Year 3

Year 4 and
recurrently

No. of
infusions

4,500

8,100

13,500

12,600

WTE

£

WTE

£

WTE

£

WTE

£

Pay
Specialist Nurse
(Band 7)
Administrator/Coor
dinator (Band 3)
Nurses (Band 5)
Pharmacist
Prescriber (Band 8a)
Medical Oncologist
(Consultant)

1.00
0.50
2.00
1.00
1.00

52,43
6
12,16
0
71,44
2
61,06
0
116,8
99

1.00
1.00
3.00
1.00
1.00

52,43
6
24,32
0
107,1
63
61,06
0
116,8
99

1.00
1.00
5.00
1.00
1.00

52,43
6
24,32
0
178,6
05
61,06
0
116,8
99

1.00
1.00
4.00
1.00
1.00

52,43
6
24,32
0
142,8
84
61,06
0
116,8
99

Non pay
Non pay cost per
patient
Zolendronic acid
Biochem monitoring
Mobile unit
Overheads (5%)

Total
Total
excluding
drug cost
Per infusion excluding drug cost

39,55
5
14,31
0
7,488
570,8
18
47,30
8

71,19
9
25,75
8
13,47
8
570,8
18
52,15
7

118,6
65
42,93
0
22,46
4
570,8
18
59,41
0

110,7
54
40,06
8
20,96
6
570,8
18
57,01
0

993,4
76

1,095,
288

1,247,
607

1,197
,215

979,1
66
217.5
9

1,069,
530
132.0
4

1,204,
677

1,157
,147

89.24

91.84

Notes
Costing is based on 12 month periods and would be reworked to arrive at prices by financial
year once a start date for the service was confirmed.
It may be possible to purchase a mobile unit, however due to the timescales and logistics invovled in establishing
the service this costing assumes the mobile unit would be rented.
Costings do not include inflation.
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Paper
number

Greater Manchester Cancer

4
Systemic anti-cancer therapy (SACT) delivery in Greater
Manchester
Background
1. Systemic anti-cancer therapy (SACT) is the treatment of solid tumour and haematological
cancers through the systemic delivery of agents that have anti-tumour effects.
2. This used to be, in the main, chemotherapy but the development of new monoclonal
antibodies and targeted therapies has broadened treatment options & improved survival for
patients
3. The increased use of all forms of SACT with the added focus on trying to deliver these
treatments safely and closer to home where possible, has put pressure on the service in
terms of capacity and also continuing to offer (and expand) the research offering to
patients.
4. The survival of patients with cancer is improving in part because of the increasing number
of therapeutic SACT options available for patients. This expansion in treatment regimens
for our patients mandates greater capacity to deliver care across the region. Over the last 5
years The Christie NHS Foundation Trust and associated Trusts have sought to establish
and deliver treatment in centres and units that are closer to the patient’s home. The
Christie’s 2011 strategic plan, to deliver 80% of suitable solid tumour regimens within 20
minutes’ drive of the patient’s home, was achieved ahead of schedule.
5. In 2015 the SACT Pathway board and The Christie NHS Foundation Trust agreed a new
strategic plan to extend and maintain equitable and high standards of care throughout GM,
whilst improving recruitment to phase II/III clinical trials, and the ability to deliver treatment
in these trials at sites away from the Withington base.
6. This Strategy is based around Solid Tumour SACT delivery only, however close links with
Haematology will continue to deliver safe and effective treatments closer to home for all
disease groups.
7. Given the current variation in access to trials and local delivery of SACT, a strategic refresh
of the SACT plan is to be completed in 2017. This forms part of the GM Cancer plan.
Implicit in this is a broader system agreement on the plan, understanding the variation and
growth of the service in more detail and clarifying clear objectives and ambitions for SACT.
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Current service provision
Hospital Sites
8. The Christie NHS Foundation Trust has established working relationships with the Trusts
delivering SACT services to Christie patients with service level agreements (SLA’s) in place
with Macclesfield, Leighton, Bolton, Oldham and Stockport. Each is delivering consultant
led services.
9. During 2012/13 an agreement was reached with Wrightington, Wigan and Leigh FT (WWL)
to develop a Christie@Wigan SACT service in a new, purpose built, unit to open in January
2015. This model has since been replicated at Tameside NHS FT.

Community Based Services
10. Areas where selected chemotherapy treatments by a team of experienced nurses, and as a
result, nurse led services were set up in Bury Townside and Ashton Primary Care Centre’s
one day a week. Arrangements were also made to rent available space at Salford Royal
NHS Foundation Trust. An outreach team of nurses was established to travel to these
areas and deliver the treatments.
Mobile Chemotherapy Unit
11. In October 2013 The Christie chemotherapy mobile unit started treating patients in 5
different sites throughout the network, delivering treatments in Rochdale, Trafford, Hyde,
Chadderton and Bolton. Agreements were set up with 4 supermarket sites and Bolton
Royal Infirmary to set the unit up to enable easy access to treatments for local patients.
The SACT strategy 2015-2020
12. With this strategy the Christie NHS FT and GM Cancer SACT board agreed to deliver
chemotherapy according to 3 core quality indicators. These are:


Wider access to treatment closer to home, under a single governance
arrangement with the ultimate aim of improving survival rates.



Improve access to Phase II/III clinical trials.



Improve patient experience, maintaining equitable care, Quality and Safety
across all sites.

13. By 2020 the aim of the strategy is to provide a safe, effective and efficient service for all
patients receiving treatment for all solid tumour cancers under a single governance
arrangement, offering excellent quality of care, improving patient outcomes and survival.

22

Greater Manchester Cancer
14. Based on a target to deliver 80% of clinically suitable treatments and an anticipation that
activity will increase by an average of 3% each year, the plan is to increase the capacity to
treat more patients closer to home to enable the service to manage the increasing number
of required treatments in a safe effective way.

15. However the plan for delivery of treatments in facilities other than The Christie site is
entirely dependent on the implementation of the Strategy at each of the sites and increased
capacity in each of the sectors.
60,000
50,000
40,000
30,000
20,000
10,000
0
2012/13

2013/14

2014/15

Clinically appropriate for local delivery

2015/16

2016/17

2017/18

80% target plan

2018/19

2019/20

Actual delivery

Figure 1 - Plan for increase in local delivery of treatments

16. Whilst the providers in Wigan NHS FT and Tameside General Hospital have increased their
capacity and improved the patient experience by establishing a partnership arrangement
with the Christie NHS FT, the opportunity to develop similar projects with the remaining
providers remains.
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Risks and issues to delivery of the plan
17. There are a number of risks and issues to the successful delivery of the SACT 5 year plan,
chief amongst these are


Demand is exceeding capacity



Service coverage is uneven across the conurbation



Access to and co-operation from partner organisations is inconsistent



Investment in facilities and staff varies between providers



Increasing SACT delivery within organisations is low impact, when competing for
resources

Recommendations to the Board
18. The Cancer Board is asked to contribute to the development of the forthcoming SACT
strategy and action plan and endorse that:
a. All providers work with the Christie NHS FT to develop and deliver the agreed plan
including particular focus on maximising local capacity and the patient experience
within sites
b. That a review of workforce is undertaken to assess the number of staff required to
meet the demand for the delivery of therapies locally and increase the availability to
clinical trials in local sites
c. To help remove barriers to local access of clinical trials and provide a central
governance structure, a “hub & spoke” model is established for clinical trial
management , which mirrors the service provision and enables equitable access to
trials across GM.

Actions for the Cancer Board
19. The Board are asked to support the recommendations above.
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Pathway Director Recruitment
Paper
number

May 2017

5
Introduction
1. It was agreed at the February GM cancer board that all GM cancer pathway directors would
have a formal progress review/ interview process in early May 2017 consisting of a panel
which reflects members of the cancer board.
2. There were a number of pathway director who had resigned from post during this time,
therefore interviews were required for the following pathways:


Haemato-oncology



Psychology and mental health support



Lung



Colorectal

3. The review process of the pathway Directors and recruitment to vacant posts took place on
the 3-5th May 2017. The panel include representation from primary care, secondary care,
the GMHSCP, commissioning and People affected by Cancer.
4. The review & interviews both encompassed a formal presentation from the Director/
Applicant Director and then a panel interview.
5. The below details the outcome of this interview and review process and current pathway
boards that require re-advertisement.

Review/
interview date

name

Pathway

outcome

Planning
Meeting

COMPLETED

COMMENTS

03/05/2017

Sajal Rai

Colorectal

Recruited at
interview

11/05/2017

yes

Work plan
agreed

04/05/2017

Satish Maddineni

Urology

Review
achieved

12/05/2017

yes

Work plan
agreed

04/05/2017

Susannah Penney

Head & Neck

Review
achieved

15/05/2017
15/05/2017

04/05/2017

Carole Mula

Supportive Care

Review
achieved

04/05/2017

Andrew Wardley

SACT
(chemotherapy)

Review
achieved

15/05/2017

03/05/2017

Matthew Evison

Lung

Recruited at
interview

16/05/2017

Breast

Review
achieved

17/05/2017

04/05/2017

Mohammad Absar.
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04/05/2017

Claire Mitchell

Acute oncology

Review
achieved

22/05/2017

03/05/2017

Eleni Tholouli

haematology

Recruited at
interview

26/05/2017

Pod McDonnell

Psychology

Review
achieved

26/05/2017

04/05/2017

John Vickers

Oesophageal
Gastro

Review
achieved

06/06/2017

04/05/2017

Lisa Barraclough

Gynaecology

Review
achieved

08/06/2017

04/05/2017

Catherine
MacBain

Brain

Review
achieved

18/05/2017

03/05/2017

John Lear

skin

Review
achieved

08/06/2017
13/06/2017
Date to be
confirmed

03/05/2017

04/05/2017

Derek O’Reilly

HPB

Review
achieved

04/05/2017

Bernadette
Brennan

children’s

Review
achieved

29/06/2017

TBC

Teenage Young
Adults (TYA)

Adverts to
posted 19/05/17

29/06/2017

TBC

sarcoma

Adverts posted
19/05/17

6. Structured feedback from the panel was gathered after the review process and a full team
debriefing was held to agree key priorities for each pathway board
7.

A series of planning meetings (currently on-going) with the Directors was arranged to
discuss detailed feedback and agree the key objectives (aligning fully with the GM Cancer
Plan 2017-21) that will be delivered over the next 12 months. These planning meetings will
include the pathway director and the medical director of GM cancer, the commissioning
team and the pathway manager(s). All planning meetings will be completed by the 16th
June 2017.

8. In addition to the pathway-specific actions set out in the GM cancer plan, all pathway
Directors will be expected to deliver the objectives below:
Objective against the plan

When

1

Develop, deliver and monitor system-wide pathways to diagnosis and By December 2017
treatment that achieve as an absolute minimum the national waiting
time standards for all services with a focus on streamlining the patient
journey.

2

Review the pathway MDT processes and standardise the approach to By December 2017
streamline the MDT discussions in routine cases and create more time
for complex case discussion. Explore sector based and GM based MDT
approaches.

3

Review all existing network clinical guidelines and make them openly By October 2017
available on the Greater Manchester Cancer website.
and then every two
years

4

Work with commissioners, hospital providers, people affected by cancer To a timetable to be
and other stakeholders to develop and agree an optimal Greater set
by
Greater
Manchester specification for their tumour type.
Manchester Cancer
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5

Review and agree system-wide follow-up protocols and create a By September 2017
timetable for offering stratified follow up arrangements dependent on risk.

6

Support the implementation of the Recovery Package through:


A contribution to the development of a standard Greater
Manchester approach, and



The agreement of the pathway-specific content of its elements.

By March 2018

7

Work with the LWBC implementation group to map the potential long- By June 2017
term consequences of treatment associated with the tumour type and
map the local expertise available to support patients with these.

8

Ensure that all available outcomes, experience, research recruitment By May 2017
and operational data relating to the pathway is transparently reviewed
as part of normal board process, with a focus on sharing data and
reducing unnecessary variation.

9

Maintain oversight and facilitate recruitment to the 100,000 Genome From March 2017
Project in appropriate eligible pathways.

10

Develop a detailed pathway board delivery plan; to include the board’s By October 2017
contribution to the delivery of the cancer plans 6 key objectives.

11

Provide a pathway board educational plan, to include how the board By September 2017
will work with Cancer Education Manchester to develop the primary care
platform Gateway-C.

9. After completion of all planning meetings with pathway directors, a report will be drawn up
to detail the individual board contributions expected over the next 12 months. This will be
outlined in a paper which will be brought to the GM cancer Board in July 2017.

27

Paper
number

6

Greater Manchester Cancer
Greater Manchester Cancer Board

Date: 19 May 2017
Title: Greater Manchester Tobacco Control Strategy
From: Jane Pilkington, Deputy Director Population Health
Andrea Crossfield, Strategic Lead Tobacco

Purpose of paper
The attached paper (provided in a separate word document) sets out the final draft of the
tobacco control strategy for Greater Manchester, taking into account the Greater Manchester
cancer strategy, Achieving world-class cancer outcomes: taking charge in Greater Manchester
2017-2021, national cancer strategy Achieving World-Class Cancer Outcomes and Taking Charge
in Greater Manchester and the Greater Manchester Population Health Plan.
The development of the strategy has been led by the Population Health Transformation team of the
Greater Manchester Health and Social Care Partnership on behalf of the Greater Manchester
Cancer Board, and has been co-produced with input from Public Health England, Directors of
Public Health, and many system and subject matter experts. This follows on from work undertaken
with the Greater Manchester Tobacco Control Leaders’ Network, starting in December 2015, led by
Steven Pleasant and coordinated by Healthier Futures.
The strategy has been informed by the best international and GM evidence and has been subject
to an extensive consultation and engagement period running from November 2016 to March 2017
including an expert stakeholder development group and a key leaders workshop. The following
groups and bodies have been involved in its development/ are part of its sign off: Action on
Smoking and Health; Association Governing Group of CCGs; Cancer Education Manchester;
Cancer Research UK; Directors of Public Health Group; Greater Manchester Health & Social Care
Partnership; Greater Manchester Combined Authority Executive; Greater Manchester Population
Health Programme Board; Greater Manchester Cancer VCSE Advisory Group; Greater
Manchester VCSE Devolution Reference Group; Greater Manchester LGBT Foundation; Greater
Manchester Fire and Rescue Service; Greater Manchester Tobacco Control Commissioners
Group; Fresh Smokefree North East; HMRC; Healthier Futures CIC; Joint Commissioning Board
Executive; Joint Commissioning Board; Trading Standards North West; Wider Leadership Team.
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The changes underway under Taking Charge create a golden opportunity for a new and focussed
approach to tackling tobacco harms across GM. The tobacco control strategy graphically illustrates
the human and financial costs incurred by a product which kills half of long-term users and
debilitates many more.

A new tobacco control programme supports the aims of the GM Cancer Plan and the wider
Population Health Plan, as well as contributing to the far wider public service reform agendas such
as creating a wealthier and healthier GM.

To turn this strategy into action, a delivery plan for the potential initiatives outlined in section 4.1 to
4.7 will be developed in sufficient detail to enable a stakeholder supported and implementable
programme of work. Further stakeholder consultation and engagement is planned to facilitate this
during May-July. A transformation funding proposal will also be developed over the summer
including full cost benefit analysis and matched/alternative funding considerations.

A shortened public friendly version of this strategy is being produced, alongside a professionally
produced version of this document for Strategic Programme Board Executive (SPBE) on 12th June,
subject to final Strategic Programme Board (SPB) approval on 30th June.
Recommendation
The Greater Manchester Cancer Board is asked to:
1.

Approve the final draft tobacco control strategy subject to any suggested final
amendments

Contact
Andrea Crossfield
e: a.crossfield@icloud.com
m: 07825309759
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Greater Manchester Health and Social Care Partnership
DRAFT Tobacco Control Strategy for Greater Manchester 2017 – 2021
Version 12.0

1.0

Introduction

Greater Manchester is leading the way for tobacco control in the UK, by setting an unprecedented
ambition to reduce smoking prevalence levels at a pace and scale greater than any other major
global city. If we can reduce smoking prevalence by a third by the end of 2020, adult smoking
prevalence will be 13% - that is, a reduction of 150,000 smokers. This is a key part of delivering
our commitment to achieving the greatest and fastest improvement to the health, wealth and
wellbeing of the 2.8 million people who live here.

The GM Population Health Plan, published in January 2017, set out our approach to delivering a
radical upgrade in population health and our focus on developing whole system innovative
approaches to our major health risks such as smoking, in ways that fully harness the positive
potential health impacts of local government, the NHS, the third sector, employers and local
communities themselves.

Smoking is still by far the greatest cause of ill-health and early death in Greater Manchester. For
many people smoking is a chronic and relapsing addiction, which generally begins in childhood,
and is not a lifestyle choice. We do not underestimate the magnitude of what we want to achieve,
but we know that most smokers want to stop smoking, and if they do not one in two will die early
from tobacco-related diseases. For these reasons setting an ambitious target makes sense and
provides extra focus and stretch for our evidence-based approach across a wide range of partners
in GM.

Despite good progress in recent years GM still has much higher smoking rates than the England
average. Between 2012 and 2014 there were c13,500 smoking attributable deaths in GM amongst
those aged over 35i. While smoking uptake amongst the young has fallen markedly it is estimated
that every hour in GM another child starts to smoke, equating to another classroom of smokers per
day.
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But like the challenge the opportunity is huge. Devolution has provided Greater Manchester with a
unique and extraordinary chance to deliver real sustainable change. The ability to reform our
public services, create a new sustainable health and social care system, to broker a new
relationship with the public, use community assets and to combine our investment and
commissioning capability creates a basis for fresh thinking and new ways of tackling complex
entrenched health and social problems. Significantly reducing smoking prevalence at a far faster
rate than at present can contribute to this agenda through: improving health outcomes, poverty
reduction, higher productivity, giving babies a better start in life, reducing health and social care
costs and cutting crime by dealing with the illegal tobacco trade.

Alongside these plans a new GM Cancer Board and collaborative partnership has been
established to greatly improve the outcomes that the NHS delivers as part of achieving world-class
cancer outcomes.ii iii As stopping smoking is by far the biggest single behaviour change to reduce
the risks of canceriv (as illustrated in the Cancer Research UK infographic below: Infographic 1) the
Health and Social Care Partnership and the Greater Manchester Cancer Board has committed to a
joint ambition to support renewed efforts to reduce smoking rates in our city region.

Infographic 1: Cancer Research UK. Lifestyle changes to reduce cancer risks

Tobacco control works. It is a cost effective evidenced based approach which will reduce smoking
rates and saves lives. This strategy describes our vision and sets new powerful and ambitious
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targets, and challenges all stakeholders in tobacco control to increase their efforts and accelerate
the rate of decline of smoking prevalence over the next four years and in the longer term.
1.1

New ambitions for tobacco control in GM

We hold and believe in our very ambitious target of bringing down adult smoking prevalence by
around a third, from the current c20% to 13% by the end of 2020, and to 5% by 2035. These are in
line with the targets set out in the national ‘Achieving World Class Cancer Outcomes’ strategy.
Achieving this in GM would mean c150,000 fewer smokers by the end of 2020 as shown in
infographic 2.
Infographic 2. Number of quits needed to achieve 13% prevalence

On current trajectories achieving this level of quits would close the gap in prevalence between
Greater Manchester and the England average by the end of 2020, and lead to fundamental
improvements to the health and wellbeing of some of the poorest residents.

Other GM proposed targets to contribute to this overall ambition will include:


Reducing smoking rates in routine and manual workers to 21% by 2020 (now c30%).



Reducing smoking rates in pregnancy to 8% by 2021 (now 12.9%).



Reducing regular and occasional smoking in 15 year olds to 5% by 2021 (now c8%).



Increasing stop smoking attempts to 40% (now c30%).



Sustaining short-term quit success at 20%.



The Greater Manchester Combined Authority’s (GMCA) leadership, including the new
Mayor to be elected in May 2017, considering actions to work towards a ‘Tobacco Free
Greater Manchester’. This could include byelaws to make parks and other family friendly
public spaces smokefree, providing a positive example for children; banning smoking

32

around public building entrances; fewer opportunities for smokers to smoke; less litter;
greener and more pleasant places for us to come together for better health.
1.2.

Achieving the ambitions

Reducing smoking prevalence at this pace and scale is unprecedented in the UK but expert
analysis as detailed below demonstrates that it is achievable with sufficient focus, resource and
funding. It requires at least a tripling of the current reduction of c0.5% a year – in other words
smoking in GM needs to fall by at least c1.5 percentage points every year to stay on track towards
the 13% overarching ambition. Progress needs to be continually tracked to ensure that actions are
delivering against targets and amended if necessary during implementation.

Modelling by Professor Robert West, a world-expert in stopping smoking, plots the projected
progress using the Smoking Toolkit Study North West data as a proxy for GM (Table 1 below). A
boosted GM sample for the Smoking Toolkit Study will support tracking of actual progress
alongside other data sets including the Annual Population Survey (APS).

Table 1: estimated reduction in smoking prevalence to 2025

Analysis by Professor West from many years of studying smoking behaviour suggests that the
main components to upscale the level of prevalence reduction needed are as set out in Table 2
below.
Table 2: key actions needed to achieve faster reduction in prevalence
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Increasing quit rates and success and
stopping starting
Policy

Potential contribution to
prevalence reduction1

Comment

Increase real cost of tobacco

¯ 0.2%

Amplify tax increases with improved
interdiction, tackle illicit supply and
demand

Run regional mass media
campaigns

¯ 0.2%

Amplify national campaigns and run
GM campaigns

Implement Very Brief Advice in
Primary care

¯ 0.2%

Offer support to 50% of smokers

Introduce Stop-Smoking+
model of support, and extend
Secondary care provision

¯ 0.2%

Ensure that all smokers have access
to appropriate support to stop
smoking

Reduce access to tobacco

¯ 0.1%

Restricting outlets, extending smokefree, age of sale

1Over

and above the existing 0.5%pa prevalence reduction

2

2.0 The smoking context in Greater Manchester

2.1 The current burden of smoking

Despite good progress made in recent years there are still c423,000 adult smokers amongst the
city region’s 2.8m population.v This equates to c63,500 more smokers than if GM prevalence was
at England average. Currently, 19.9% of the adult population in Greater Manchester smokes
compared to 16.9% nationally.vi

Although there is a downward trend across most of GM, there is a difference of nearly 8% between
the borough with the highest prevalence (Manchester: 22.7%) and lowest smoking rate (Stockport:
15.1%).

Smoking is the biggest single driver of health inequalities and disproportionately affects poorer
communitiesvii. Those on low income, with mental health conditions, in social isolation, in the
criminal justice system, looked after children and LGBT groups are far more likely to smoke than
the general population so efforts to reduce smoking need to be targeted.
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In GM, for example, c30% of routine and manual (R&M) workers currently smoke compared
to 26.5% in the country as a whole so R&M groups need particular focus. However, as we target
these groups we need to take great care not to stigmatise people who smoke and recognise that
smoking is an addiction and not a lifestyle choice.

The drivers of smoking are complex and need multi-faceted approaches, including recognition in
and cross-references to strategies to reduce poverty and worklessness and improve mental health.
Focus, though still needs to be maintained on tobacco control and smoking cessation as stated in
a recent (June 2016) ASH briefing on the relationship with health inequalities: ‘Improving social
conditions is not a sufficient strategy to reduce smoking prevalence in more disadvantaged groups.
The specific drivers of smoking uptake and tobacco addiction must also be addressed’.

There is also scope to include measures to tackle tobacco harms in locality work on, for instance,
health and social inclusion policies. In Salford the local policy states that building development
control should ‘avoid possible adverse impacts on health’ including ‘facilities that could encourage
smoking’.

Digital support as part of a new stop smoking offer to empower people to quit will sit as part of a
broader GM health and wellbeing offer which recognises the complexity of people’s lives and their
wider needs. These could be, for instance, advice around debt management or accessing mental
health services or housing support.

Youth smoking rates are now at national average prevalence for GM as a whole reflecting
changing social norms driven by tobacco policy and legislation. Over the last decade a range of
measures have reduced youth smoking rates nationally and in GM. These include a raised age of
sale, graphic health warnings, proxy purchase regulations, and bans on cigarette vending
machines and displays, smoking in public places and cars with children. The introduction of
standardised packaging in May this year which was championed by GMCA and GM communities
will further drive down rates over time.
Beyond such measures, sustained reductions in youth smoking will delivered by tackling adult
smoking because children who live with smokers are up to three to four times more likely to
become smokers themselves than children of non-smoking householdsviii. Opportunities also exist
to work with GM schools and colleges to engage young people as part of an integrated school and
community approach.

The estimated numbers of smokers across the 10 Greater Manchester conurbations are
highlighted below. (NB: minor variations with other data sets reflect sample sizes, confidence
intervals, roundings etc.)ix
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Table 3: number and % of smokers by borough (Annual Population Survey 2015 data)
Local authority
Bolton
Bury
Manchester
Oldham
Rochdale
Salford
Stockport
Tameside
Trafford
Wigan
Greater Manchester

Estimated numbers
of smokers (age 18+)
39,855
28,131
93,795
38,350
35,855
42,866
34,347
37,554
29,456
47,514
424,926

% of smokers (age 18+)
18.5%
19.4%
22.7%
22.2%
22.0%
22.4%
15.1%
21.7%
16.4%
18.7%
19.9%

Greater Manchester’s smokers incur estimated annual system costs of c£760m - £785m (equating
to c£1,800 per smoker).x This includes increased costs of health and social care, lost productivity,
and house fires caused by cigarettes, as illustrated in infographic 3.
Infographic 3: estimated system costs of smoking in GM

Based on the current smoking trends Greater Manchester will fail to close the gap with the England
average until 2036 if significant and sustained investment into an ambitious and comprehensive
tobacco control programme is not implemented. A radical new approach to tobacco control, with
commensurate levels of funding, will have the greatest impact on health inequalities and reduce
systems costs.
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Cutting smoking rates also has the potential to financially aid some of Greater Manchester’s
poorest families. The Institute of Fiscal Studies has estimated that people in the lowest income
group spend almost twice as much of their income on tobacco and alcohol than those in the
richest.xi The Institute of Economic Affairs estimates that the average smoker from the poorest fifth
of households spends between 18 and 22 per cent of their disposable income on cigarettes.xii

Research by ASH indicates that there are 87,782 Greater Manchester households which include a
smoker that fall below the poverty line. If these smokers were empowered to quit, 34,131
households and 62,133 people, including 21,110 children could be lifted out of poverty if the costs
of smoking were taken out of the household budget as shown in infographic 4xiii
Infographic 4: smoking and poverty

Demonstrating the economic benefits of stopping smoking at an individual and family level
needs to be connected to broader work to reduce poverty and the burdens of debt throughout GM.
This could be through third sector activity such as that being undertaken by the Citizens Advice
organisations or asset based community development initiatives such as those led through social
housing providers to help tenants with issues like food poverty that impact family health and
wellbeing.
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2.2 An opportunity to close the gap
Around two thirds of smokers in GM want to quit their addiction and only 10% say they don’t want
to stop smoking.xiv Swift action to support far more of those who would like to stop would not only
close the gap with England prevalence but also result in significant system wide cost saving
benefits in GM as shown below.xv

Estimated
prevalence

Estimated
number
smokers

System cost *

c423,000

£756,000,000

c359,000

£642,000,000

£114,000,000

c276,000

£493,000,000

£149,000,000

Cost difference

Current GM
#

prevalence (19.9%)
England prevalence
(16.9%)
13%

#

5%
£190,000,000
c106,000
Table 4: estimated systems cost savings by reducing prevalence

£303,000,000

# based on APS estimates
* based on estimated £1,789 system cost per smoker (ASH Ready Reckoner)
An estimated 13,500 people in GM died from a smoking-related illness in GM between 2012 and
2014. That equates to nearly 13 deaths every single day. Many, many more are living with
debilitating ill-health caused by their addiction. Improving quit rates and encouraging people not to
start smoking has a major impact on keeping people healthy, and improving the health of current
‘sick smokers’ such as those with some long term conditions (LTCs). A focussed approach to
known smokers with LTCs through primary care would significantly reduce demand for primary
care appointments, medications, home visits and secondary care interventions.

Reducing smoking also contributes greatly to achieving health improvements such as reducing the
incidence of a wide range of cancers, vascular dementia and stroke, the risks of cardiovascular
disease and levels of stillbirth. Infographic 5 below, produced by ASH, is a stark reminder of the
health impacts.
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Infographic 5: Mortality impacts of smoking

3.0 Benefits of a comprehensive evidenced based tobacco control programme for Greater
Manchester
Tobacco control is cost effective and an area of public health that has a very strong and consistent
evidence base. A strategic partnership approach, such as the MPOWER model detailed later in
this document, will save lives, reduce ill health and disability, close the gap in inequalities and
provide substantial savings to local, city region and national economiesxvi

Having a coordinated and comprehensive approach to tobacco control makes smoking less
accessible, acceptable and desirable, driving successful quitting and stopping young people
starting to smoke. It can:


Cut costs to local businesses, healthcare and public services



Support NHS sustainability and transformation agendas



Support wider public service reform agendas such as employment and economic growth



Protect children and young people from multiple harms



Boost the disposable income of the poorest in Greater Manchester



Drive improvements across key measures of population health

The delivery of a broad package of measures will require the involvement of multiple stakeholders
including government, local authorities, the NHS, housing, voluntary, community, social enterprise
sectors and others. A commitment from stakeholders to take ownership of different elements of
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the programme to support and engage those who smoke to quit, stop young people and adults
starting and change social norms around smoking is paramount to the success of achieving a
smoking prevalence of 13% by the end of 2020.

Multi-sector and focussed support for delivery of a new strategy would make possible the
significant increase needed from the current c0.5% p.a. prevalence reduction rate.
Reaching 13% prevalence by the end of 2020 can be achieved by:


Increasing the quit attempt rate from 30% to 40%



Sustaining short-term quit success rates at 20%



Reducing uptake of cigarette smoking from 0.4% to 0.3%

This would achieve a 1.47% prevalence reduction per year, nearly three times what is currently
being delivered. The actions needed by partners are outlined in the next section.
4.0 The MPOWER model – an evidence based framework for the GM Tobacco Plan

The World Health Organisation Framework Convention on Tobacco Control (WHO FTCT) provides
the foundation for countries to implement and manage tobacco control. In 2008 the internationally
recognised multi-strand MPOWER model was introduced to assist in the implementation of
effective interventions to reduce the demand for tobacco which has been advocated by the World
Bank and UK Government.xvii This approach advocates a comprehensive, multi component
approach to tackling tobacco. The six components of the MPOWER model are:
1. Monitor tobacco use and prevention policies
2. Protect people from tobacco smoke
3. Offer help to quit tobacco use
4. Warn about the dangers of tobacco
5. Enforce bans on tobacco advertising, promotion and sponsorship
6. Raise taxes on tobacco

Infographic 6: the MPOWER Model
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The following section examines the elements of the MPOWER model, with a specific adaptation of
the acronym to recognise the scale of change needed in GM.

4.1

Growing a social movement for a Tobacco Free Greater Manchester

Our approach to tobacco control will be badged GM-POWER, with the G standing for Growing a
social movement for a Tobacco Free Greater Manchester. Achieving a reduction in smoking in GM
at the pace and scale set out in this strategy will require a wide range of actions, not least the
mobilisation of widespread support and the creation of a social movement for change. As the GM
Population Health Plan states: ‘Social movements happen when people come together to fight for
their rights, solve problems, shift how people think, support each other and demand what they
need’.

In GM we already have some good examples of harnessing community engagement and
involvement in change programmes including ‘The Wigan Deal’ and ‘People Powered Health’ in
Stockport. More recently an NHS exemplar social movement programme linked to the GM Cancer
Vanguard work has been launched. This involves close working with the VCSE sector and a key
aim is to enrol 20,000 ‘cancer champions’ who will ‘use their experience, knowledge and passion to
support those at risk of developing cancer and those recently diagnosed with the disease’xviii. The
GM Cancer Board has a VCSE reference group
with wide representation and this, along with other VCSE networks and partners such as Cancer
Research UK, ASH and Macmillan Cancer Support could play a vital part in designing, promoting
and facilitating engagement and advocacy activities to help to grow this new social movement.

What and when
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(a) From Q1 2017/18 explore potential links with the GM Cancer Vanguard social movement
programme to see what opportunities exist to kick-start citizen-led involvement in and support for
the new tobacco control plan.
(b) From Q3 2017/18 develop a social movement conversation for GM. This could be led by the
new GM Mayor and will aim to involve and engage people across the city region in the health of
their families and communities and to galvanise social action to tackle one of the most pressing
population health challenges. There are great opportunities to attract high profile ‘quit
ambassadors’ from, for instance, sport and entertainment media and use a diverse range of
channels to reach and involve a wide range of audiences. Early activity could be modelled on the
GM ‘Big Drink Debate’ on alcohol harms which ran from 2008 utilising an up to date and effective
digital and local social engagement strategy.
4.2

Monitor tobacco use and prevention policies

Strategic intelligence and performance data are necessary to implement and evaluate effective
tobacco control policies. Regular monitoring and evaluation at local and city region levels, as
appropriate, will be a critical factor that influences the success of the other MPOWER measures
and support the ambitions of the tobacco control strategy and its links to wider public service
reform agendas. This surveillance will look for patterns, determinants and consequences of
programmes of work on health and social care outcomes to allocate tobacco control resources
where they are most needed and will be most effective.
Proposed metric measures include:
–

Adult prevalence (18+)

–

Adult prevalence (18 - 24)

–

Youth prevalence (15+)

–

Smoking at Time of Delivery (SATOD) and Smoking at Time of Booking (SATOB)

–

Prevalence amongst priority groups including mental health, (MH), long term conditions
(LTC), routine & manual (R&M), BME groups, LGBT

–

Quit attempts (%)

–

Quit success (%)

–

E-cigarette users

–

Shisha (water pipes) and other niche tobacco

–

Smoking prevalence within prisons until smokefree prison estate established

–

Low birthweight for gestational age babies

–

Hospital diagnosis (all diseases which can be caused by smoking)

–

Hospital diagnosis (All deaths caused by smoking)

–

Average smoker spend/smoking household spend on tobacco

–

Stop smoking medication prescribing
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The monitoring framework for the MPOWER model will be delivered in partnership with New
Economy and Public Health England and alongside key system leaders, including local authorities,
NHS Trusts and primary care. A boost to the Smoking Toolkit Study will be commissioned from
University College London. The GM digital wellness platform offers opportunities to significantly
improve data collection and collation about smoking quits.
What and when
(a) From Q1 2017/18 develop and maintain a robust data set on smoking prevalence, attitudes and
behaviours based on agreed metrics to monitor the impact of tobacco control policies. One GM
and local data set will be agreed to serve as a baseline and used to ensure an accurate and
consistent view over the lifetime of the programme. Given the current wide variation between the
localities with the highest and lowest adult smoking prevalence and investment, consideration
needs to be given to how contributions to achieving GM averages are assigned.
(b) From Q2 2017/18 commissioning a boosted GM sample for the Smoking Toolkit Study could
track GM smoking prevalence and cigarette consumption. Additional key variables will include:
amount paid for cigarettes/tobacco, motivation to stop smoking, the rate at which smokers are
trying to stop, the triggers to quit attempts, the receipt of advice to stop smoking from health
professionals, the methods used in quit attempts, the success of quit attempts, prevalence of
attempts to reduce smoking and use of aids to smoking reduction (particularly nicotine
products).Tracking these variables on an agreed and regular basis and linking changes to events,
campaigns and introduction of GM policies such as smokefree public spaces will support optimum
programme delivery.
(c) During 2017/18 explore monitoring opportunities created by the development of a GM wide
digital wellness platform. The new platform has the potential to greatly enhance the ability to collect
and collate data across GM in relation to smoking quits. It will revolutionise the way we engage and
connect with communities and provide a new “front door” to health and well-being services as
people increasingly use their smart phones, wearable technology and other digital devices to keep
themselves on track.
(d) During 2017/18 explore what measures could be included in provider contracts to incentivise
contributions towards achieving the prevalence reduction targets
(d) During 2017/18 explore the potential for data to be used ‘live’ in, for instance, public facing
campaigns e.g. ‘This month X people saved their life by stopping smoking’
4.3

Protect people from tobacco smoke
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There is no safe level of exposure to secondhand smoke. It contains more than 4,000 chemicals,
50 of which are known to cause cancer.xix Scientific evidence has established that exposure to
tobacco smoke causes death, disease and disability to non-smokers. Among new born babies
there is an increased risk of premature birth and low birth weight.xx Among children exposed to
secondhand smoke there is a much higher risk of acute respiratory illness and higher incidence of
ear infections and other development problems.xxi

Around 2 million children in the UK are routinely exposed to secondhand smoke which results in an
estimated 310,000 GP and hospital appointments.xxii Exposure to secondhand smoke imposes
economic burdens, both for costs of direct health care as well as indirect costs for reduced
productivity.

Effectively enforced smokefree legislation has been shown to reduce the prevalence of smoking
amongst young people and increase the probability of quit attempts among adults. The
introduction of smokefree legislation in 2007 was a great success and led to immediate
improvements in population health. National evidence has indicated a 2.4% reduction in hospital
admissions due to heart attacks resulting from smoking legislation. Going smokefree saves lives
and reduces smoking rates. Compliance with the legislation has been high and public support
increased from 72% of adults in 2007 to 83% in 2014.xxiii Crucially, there is now majority support
for smokefree among people who smoke (54% nationally)xxiv. Moreover, there is emerging
evidence that comprehensive smokefree laws lead to reductions of smoking in homes, including
homes with children.xxv

In the UK it is not illegal to use e-cigarettes in enclosed public spaces and Public Health England
has developed guidance to help organisations develop policies around their use. This advises
making a clear distinction between smoking and vaping, protecting young people while supporting
smokers to stop smoking tobacco. We believe that e cigarettes have the potential to make a
significant contribution to the achievement of our ambitious smoking prevalence target. Realising
this potential depends on fostering an environment in which e cigarettes can provide a route out of
smoking without providing a route into smoking for children or non-smokers.

Given the popularity of the 2007 laws there is now scope to extend smokefree environments
further with many local authorities, including some in GM, having already introduced voluntary
smokefree places in parks and playgrounds.

GMCA leadership, including the new GM Mayor, could lead the way on smokefree public spaces
through new byelaws for smokefree parks, entrances to public buildings, and family friendly spaces
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to create a healthier GM. Survey work in Greater Manchester in 2015 by Healthier Futures showed
there was good public support for such changes, as shown in Table 5 below.
Table 5: Levels of support in GM for extending smokefree spaces

There is consistent evidence that smoking by adults, be they parents, role models or media
personalities, normalises smoking and can influence the likelihood of young people starting to
smoke.xxvi The NHS should be an exemplar of smokefree policy yet most hospitals continue to
permit smoking within their grounds. NICE guidance on smoking cessation in secondary care
recommends ‘strong leadership and management to ensure secondary care premises remain
smokefree – to help to promote non-smoking as the norm for people using these services’.
Creating social and environmental smokefree spaces reduce the chances of young people viewing
smoking as a normal thing to do and taking it up and protects people from tobacco smoke.

Given that between 20% and 25% of households in GM are in the social housing sector there is
also scope to explore opportunities with providers to increase the number of smokefree homes and
spaces. Table 6 belowxxvii shows that a far greater proportion of people on lower incomes (who are
known to be more likely to smoke) live in social housing or other rented property. Work needs to
happen to understand how best to motivate these tenants to go smokefree and, as experience
shows, increase the chances of more successful quits.

Table 6: Proportion of people in housing sectors by deprivation score
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Involving young people, schools and colleges in messaging around the benefits of smokefree
environments, not starting to smoke and quitting brings opportunities to contribute to the
achievement of the 13% prevalence target.
Smoking at age 15 in GM has fallen to c8%, and young people can be powerful ambassadors if
they are equipped with the confidence to address smoking in their families and social circles.
Healthy schools programmes and the work of the newly created GM Children’s Health and
Wellbeing Board could help to bring a more unified approach involving young people across the 10
localities.

Helping people to stop smoking also protects them from fire risk in their homes. Greater
Manchester Fire and Rescue Service (GMFRS) estimates that carelessly discarded smoking
materials cause almost 40% of accidental fire deaths. GMFRS staff have a key role in promoting
positive quit messages during home and workplace safety checks, and signposting people to stop
smoking support. Reducing fire risks also brings significant economic benefits, with smokingrelated fires estimated to cost c£20m p.a. in GM (see infographic 3).

What and when
(a) From Q1 2017/18 NHS Provider leaders in GM will fully mobilise delivering a truly ‘smokefree
NHS’ as set out in NICE Guidance PH48 (Smoking: acute, maternity and mental health
services)xxviii. Working with the Behavioural Insight Team North we will explore how innovative use
of behavioural insights can increase compliance.
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(b) From Q1 2017/18 social housing providers to identify opportunities to make more of their
estates smokefree, including schemes for smokefree homes, supporting and incentivising quitting
and smokefree outdoor spaces for children
(c) During 2017/18 a new GM tobacco control programme team and sector/ localities to scope
potential for smokefree homes campaign to protect children and families
(d) During 2017/18 support prisoners and prison staff to quit as prevalence in criminal justice
settings remains high Support the implementation of GM smokefree prison estate through the
Regional Oversight Group, due by March 2018
(e) During 2017/ 18 PHE to continue to support the implementation of smokefree mental health
trusts throughout GM, and support integration of primary and secondary care support for quitting
(f) Ongoing: local authority regulatory and other enforcement agencies to have sufficient resource
to ensure high levels of compliance with smokefree legislation, including cars
(g) From summer 2017 establish a working group to scope extension of smokefree spaces as
potential action for the new GM Mayor to provide a positive example for children; fewer
opportunities for smokers to smoke; less litter; cleaner, greener spaces for people in GM to come
together for better health
(h) From summer 2017 explore opportunities to work with Transport for Greater Manchester
(TFGM) to launch a campaign on smokefree spaces as part of a public engagement process
(i) Continue to work with Greater Manchester Fire and Rescue Service (GMFRS) to promote
smokefree homes, and quit support, during home fire and health checks.
(j) From summer 2017 develop policy and guidance for GMHSCP member organisations on the
use of e-cigarettes and other vaping devices. This should be based on PHE evidence reviews and
guidance indicating that using an e-cigarette is around 95% safer than smokingxxix and could also
include a GM-wide public messaging framework such as that agreed by partners in the North East
of England (Fresh) tobacco control programme.xxx This would require consensus that a ‘ditch or
switch’ harm reduction message helps to encourage people to move away from lethal tobacco
products that kill at least one in two long term smokers.
(k) Work with the new GM Children’s Health and Wellbeing Board to scope a more uniform
approach to involving young people across all localities in smokefree initiatives

This component of the MPOWER model will be delivered in partnership with system leaders,
including local government, enforcement teams, public wardens, town centre managers, traffic
police, transport providers, GMFRS, education leads, prison estates, Public Health England, NHS
Trusts, social housing, NICE, TFGM
4.4

Offer help to quit tobacco use
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For the NHS and wider public services the lifetime value of a person stopping smoking is huge so
GM needs to continue to invest in and support stop smoking services. They are proven to be a cost
effective and key component of tobacco control strategies because they offer smokers their best
chance of quitting.xxxi When informed of the risks, most tobacco users want to quit, and in fact the
vast majority of smokers quit without help or support. However, good quality evidenced based stop
smoking services that are accessible to all smokers, particularly those from lower socio economic
and priority groups, are essential and people are much more likely to quit long term with the right
information and advice. A new form of support offer is needed to help the great majority of smokers
who want to quit but don’t want to access a specialist face to face service. Many people would
benefit from information and guidance through digital and other self-support channels with the
option to self-refer into more specialist brief or intensive support if required. A re-designed wider
range of support available 24/7 would allow people to receive help appropriate to their needs and
help to overcome the current inconsistencies across GM, not least that in some localities stop
smoking support has been removed because of funding cuts. A standardised specification for
specialist support needs to be in place across GM with sufficient capacity commissioned to support
targeted priority groups as part of the new stop smoking service offer. All stop smoking support
should be e-cigarette friendly.

Programmes should include advice and medication and be incorporated into primary and
secondary care healthcare services so that patients with mental health conditions, pregnant
women, smokers with long term conditions and others receive stop smoking interventions as a
routine part of their treatment.

E-cigarettes do not contain the extensive cocktail of cancer-causing chemicals found in
combustible tobacco. While the long-term health consequences of e-cigarette use are uncertain,
short-term studies have suggested they may have only mild adverse effects and these may be
reduced compared to smoking. Evidence to date indicates they are far safer than tobacco
cigarettes given that tobacco is associated with more than one in four cancer deaths in the UKxxxii.
There is also growing evidence to suggest that e-cigarettes can work successfully as an aid to
cessation. Recent analysis of population trends in England showed a positive association between
the use of e-cigarettes and the success rate of quit attempts. This study suggested that ecigarettes may have contributed to an additional 18,000 long-term ex-smokers in England in
2015xxxiii.
This harm reduction approach could include ‘ditch or switch’ messaging as being used successfully
in the North East of England and other areas. ‘Ditch’ encourages people to say goodbye to all
tobacco for their own health and that of those around them. ‘Switch’ says to people not ready to
give up their nicotine habit that there are far safer alternatives to tobacco, including e-cigarettes.
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The ultimate aim, though, should be to help as many people as possible to overcome their nicotine
dependency as the long term effects of e-cigarettes are not yet fully understood, and there are
financial costs too for those using them.
Nationally it is estimated that 25% of patients in acute hospitals are smokers – a far higher rate
than national average of c17%.xxxiv For people accessing secondary care services there are
additional advantages of quitting, including shorter hospital stays, lower drug doses, fewer
complications, higher survival rates, decreased infections and fewer readmissions after surgery.
Addressing patients’ smoking, therefore, needs to be part of their treatment plan. Health and
social care professionals, including clinical leads, should provide strong leadership and
management and promote universal adherence to NICE guidance on tobacco, especially that on
brief interventions and referral for smoking cessation; smoking cessation in secondary care (acute,
maternity and mental health services); quitting smoking in pregnancy and following birth.

In secondary care, therefore, there are opportunities to contribute to achieving the overall 13%
target including:


The introduction of a systematic and widespread offer of help to all smokers attending
secondary care and throughout the patient journey



Smoking cessation training included within mandatory training



A ‘zero tolerance’ approach to create a truly ‘smokefree NHS’

Primary care providers are responsible for around 90% of people’s contacts with the NHSxxxv so
there is scope to review and improve how smoking cessation is woven into patient pathways and
these millions of conversations in GM. As well as non-routine and routine (e.g. health checks)
appointments, known smokers with long term conditions could be targeted with offers of quit
support.

There are other opportunities in primary care such as the annual check for people with learning
disabilities. Many primary care clinicians show patients how their risk of cardiovascular risk can be
reduced by showing them the calculation produced by QRISK and QCANCERxxxvi could be used in
a similar way.

The proportion of 16-24 year olds who have quit smoking is almost as many as those who are
current smokers. This indicates that young people have a higher rate of quitting early in their
smoking careerxxxvii and primary care should take the opportunities provided by their contact with
young people to encourage quit attempts.
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Smoking in pregnancy has major health impacts on two people - the mother and the baby. The
present practice of assessing smoking status by measuring the CO of all women attending antenatal care and having an opt-out approach to referral for smoking cessation will be augmented by
GM wide adoption of an evidence based smokefree pregnancy programme including babyClear
and an incentivisation scheme for those pregnant women most vulnerable to relapse to smoking.
This area of activity is already under development as part of an early years workstream.

There are also opportunities to scope what other incentive schemes could be amplified or rolled
out in GM apart from the evidence-based ‘supporting a smokefree pregnancy’ approach. Work is
already planned to test out the role of incentives in behaviour change as part of the emerging GM
Lifestyle and Wellness Hub. In addition there is also opportunity to work with social housing
providers to explore learnings from incentive schemes which have reduced rent arrears or
encouraged other mutually beneficial behaviour changes,

Work also needs to take place to ensure that drug and alcohol services are aware that quitting
smoking does not reduce the chance of recovery from drug and alcohol misuse and may improve
itxxxviii. Contracts with drug and alcohol services should include the provision of smoking cessation
support.

There is potential to better promote the benefits of stopping smoking to workplaces and the
development of organisational and employee incentives such as additional leave to reward
reduced sickness absence. This needs to be aligned to GMs emerging work and health
programme and workforce strategy.
What and when
(a) During 2017/18 implement a GM level evidenced based stop smoking model which provides
brief and self-support options, including a digital platform as part of a wider well-being offer,
accessible to all smokers, particularly those from routine and manual groups and other priority
groups. The self-support offer will also signpost access to locality stop smoking services to be
delivered in the following settings:
–

Primary care

–

Local Care Organisation

–

Secondary care including new smokefree pregnancy pathway

–

Mental health provision

–

Drug and alcohol treatment programmes

–

Community and other settings

(b) During 2017/18 a standardised service specification will be developed for GM stop smoking
services to include harm reduction approaches and e-cigarette friendly services. This will follow the
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‘Stop Smoking Plus’ three-tier model developed by professor Robert West and colleagues which
includes support ranging from face-to-face specialist advice to self-empowered quitting backed by
a digital channel for ‘how to quit’. Such support should include follow-up to increase the proportion
of quits that are sustained.
(c) During 2017/18 NHS Providers to carry out a cost-benefit analysis on visible, funded and
resourced hospital stop smoking services and making it mandatory to know the smoking status of
all patients (and potentially their relatives).
(d) During 2017/18 work with specialists such as National Centre for Smoking Cessation Training
to scope improvements to Very Brief Advice delivery across GM to maximise opportunities to
encourage quit attempts e.g. GPs, practice nurses, pharmacists, optometrists, dentists and other
staff groups (including those involved with ‘focused care’ delivery) with opportunities to ‘make
every contact count’ and recognise ‘teachable moments’ (that is, times when contacts are
amenable to receiving advice).
(e) Consult with GMHSCP partners on increasing Very Brief Advice training, including making this
mandatory for other staff groups such as in social housing and GMFRS.
(f) During 2017/18 explore opportunities to better promote to employers the benefits of
encouraging their workforce to stop smoking, including using potential incentive schemes in
behaviour change as part of the emerging GM Lifestyle and Wellness Hub.

This component of the MPOWER model will be delivered in partnership with system leaders,
including specialist stop smoking service providers, GP/pharmacy and other community settings,
NHS Trusts, mental health care providers, healthcare professionals, maternity services.
4.5

Warn about the dangers of tobacco

There are a number of strategies that can be used to educate the public about the harms of
tobacco and denormalise smoking. Mass media and social marketing campaigns have long been
an integral part of national and regional tobacco control programmes. They remain at the heart of
these programmes as they are known to be a cost effective way of educating large population
groups about the harms of smoking, changing attitudes and beliefs, increasing quit attempts, and
reducing both adult and youth smoking prevalence. Mass media and social marketing campaigns
should be targeted on lower socio economic groups and disadvantaged populations, and provide
adequate resources to ensure that reach, duration and frequency are in line with best practice.
They can also signpost stop smoking support and promote the benefits of enlisting help as
smokers are far more likely to succeed armed with the right information and support.

As an example, the regional tobacco programme for the North East (Fresh) has delivered several
successful mass media campaigns. In 2014 their ‘Don’t Be The 1’ TV campaign saw 170,000
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smokers more likely to quit as a result, around 188,000 more concerned, and 92,600 take quitting
actions. Live TV still has the greatest reach for C2DE audience, and watched media reaches an
estimated 99% of our target audience. Live radio is the second most effective channel, with
listened to communications reaching 91%. All C2DE consume media through at least one
channel, suggesting that multi-channel campaigns will be most effective.xxxix

Tailored communications need to be developed to reach groups of smokers with specific social or
life-stage circumstances or cultural needs. This includes pregnant women (a separate workstream
covering smoking in pregnancy is in development), LGBT groups and BME communities.

In some areas campaigns need to be developed to address particular harm issues. For instance,
evidence suggests the use of shisha (waterpipes) is relatively low among adults and appears to be
more popular among young people and localities with a higher demographic of Asian, mixed and
black ethnicities.xl Ongoing monitoring of this trend and opportunities to increase awareness
amongst young people should be tackled using appropriate and targeted messaging.

In addition to the approaches that work in adults there are measures that reduce smoking in young
people such as peer education and appearance based messages. Secondary schools, sixth form
colleges and further education establishment could be given access to more resources to support
work in reducing the uptake of smoking, as well as being encouraged to use existing materials.
What and when
(a) From 2017 and throughout the life of the programme: Implement multi-channel mass media and
social marketing campaigns to drive quits and denormalise tobacco, with a focus on lower socio
economic and other priority groups. These need sufficient and sustained funding to drive the levels
of quits attempts and secure the quit success which will be necessary to achieve challenging
prevalence reductions each year, as well as supporting broader social norm change which stops
young people starting to smoke.
(b) Ongoing: Amplify national campaigns e.g. Stoptober/ New Year Health Harms/ No Smoking
Day to increase penetration.
(c) Ongoing: Develop proactive year round PR and social media activity to keep messages in
public consciousness.
(d) From 2017: Scope needs of specific groups and communities e.g. learning from the recent
‘Proud2BSmokefree’ research carried out on smoking amongst LGBT in GM
(e) Tackle shisha (waterpipes) and niche products in localities to educate and inform smokers and
businesses and use byelaws to enable premises to be better regulated and managed
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(f) Engage advocates and champions amongst residents and cross sector professionals to build
support for ‘Smokefree GM’. This would build on the ‘cancer champions’ and ‘local health
champions’ initiatives already underway in some areas
(g) Engage and consult with local authorities, the NHS and voluntary, community and social
enterprise to sign up to a new GM Declaration on tobacco control.
(h) Support education establishments to reduce the uptake of smoking and support existing young
smokers to quit

This component of the MPOWER model will be delivered in partnership with system leaders,
including GMCA /GMHSCP/ GM Cancer Board, CRUK, PHE, VCSE, enforcement, trading
standards, tobacco alliances, shisha/niche working group, GM Children’s Health and Wellbeing
Board.
4.6

Enforce bans on tobacco advertising, promotion and sponsorship

Each year, the tobacco industry internationally spends £ billions to market its products using
sophisticated and covert forms of tobacco advertising, promotion and sponsorship (TAPS). It is
vital to enact and enforce a comprehensive ban on all forms of TAPS as preventing such marketing
is effective in decreasing the consumption of tobacco products and reducing smoking uptake
among young people. In May 2017 standardised packaging legislation will be fully-implemented
making England the third country in the world to introduce non-branded packs. This will prevent
tobacco companies from aggressively marketing their tobacco products to children and young
people using graphics and clever gimmicks to initiate and maintain addiction.

Whilst most other forms of tobacco advertising are banned in this country because of effective
legislative changes, tobacco is still more subtly promoted across the entertainment media sector TV, films, music videos, video games, the internet, music videos and sporting events – with
glamourous and provocative tobacco imagery. There is a growing body of evidence that the
representation of smoking in films contributes to smoking uptake among young people.xli Evidence
for music videos and video games also suggests a clear dose response relationship: the more
exposure young people have to smoking on screen, the more likely they are to smoke.xlii xliii
Researchers at the University of Bristol found that 15 year olds who saw the most films showing
smoking were more like to try smoking than those exposed to the least films showing smoking.
Despite numerous efforts to engage the British Board of Film Classification and Ofcom there is little
evidence that the issue is taken seriously and public awareness of the impact on the behaviour of
young people is low. Anti-tobacco campaigners in the US have been particularly proactive on the
issue for several years yet the film industry remains largely unaffected.xliv In order to develop
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effective policy measures in this area, we need a clear strategy around how this exposure can be
reduced or mitigated.

GM could also take a lead on banning smoking on stage in theatres. This is currently allowed as an
exemption in England under the 2007 smokefree legislation if it is considered to be necessary for
artistic purposes. However fake cigarettes are a viable alternative if a smoking scene is judge to be
needed for reasons of dramatic value or historical accuracy.

Despite being a lethal drug, tobacco products can be sold by anyone in England. Local authorities
have powers, known as ‘negative licensing’, to shut down a tobacco retailer. However this requires
the local authority to take legal action against the retailer, which is time consuming and resource
intensive. In 2013/14, there were only 34 convictions in England for selling tobacco products to
young people, yet survey work shows that 44% of young people who smoked said they obtained
tobacco from shops.xlv A positive licensing scheme would enable local authorities to build more
proactive relationships with retailers, raising awareness of the law and promoting good practice. It
would also make it much easier for local authorities to stop retailers from selling tobacco if they find
evidence of underage or illicit sales on the premises. There is public support for a new tobacco
licensing scheme with 84% of adults, including 71% of smokers, agreeing that businesses should
have a valid license to sell tobacco which can be removed if they are caught more than once
selling to underage smokers.xlvi
What and when
(a) From May 2017: Ensure regulatory services enforce standardised tobacco packaging
(b) Ongoing: Enforce high levels of compliance with regulations relating to point of sale; age
restrictions on sales. Social housing providers who lease shop units within their estates can also
play a part in this through tenancy agreements.
(c) During 2017/18: Consider options for introducing a positive licensing for GM tobacco retailers
and wholesalers to enable local authorities to promote higher standards in the retail market and
clamp down on illicit sales. This could be an early action for the GMCA leadership/ GM Mayor after
the May 2017 election. Consider whether a licensing scheme may ultimately allow GM to move
towards raising the age of sale for tobacco from 18 to 21, and what other powers, including
taxation and a tobacco industry levy, could be adopted or campaigned for in GM to reduce the
tobacco market.
(d) During 2017/ 18: Consult on ways to reduce the access to and number of point of sale displays
in retail outlets.
(e) From 2017/18: Consult and engage on ways to introduce anti-smoking inoculation adverts to be
shown in GM cinemas before films with smoking imagery are viewed by under 18s unless
warranted (e.g. historical accuracy). Advocate nationally for this be extended to TV programmes,
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music videos, video games and internet. Consideration should also be given to banning the use of
real cigarettes during theatrical productions, with fake products being substituted when deemed to
be of dramatic necessity.

This component of the MPOWER model will be delivered in partnership with system leaders,
including local authority regulatory services, enforcement, GMCA, GM Mayor, GM Cancer Board,
CRUK, PHE, ASH, UK Centre for Tobacco and Alcohol Studies, British Board of Film
Classification, Ofcom.

4.7

Raise taxes on tobacco… and on tobacco industry profits?

Increasing the price of tobacco through taxation remains the single most effective way of reducing
smoking prevalence.xlvii As poorer and younger smokers are more sensitive to price increases than
wealthier smokers, this fiscal intervention can also help to reduce inequalities in smoking
prevalence.xlviii However, poor smokers who do not quit in response to price rises are
disproportionately disadvantaged by them, so this policy must be pursued in parallel with
investment in targeted stop smoking support and other measures.

Given the power of price on smoking behaviour, there is a strong case for the tobacco duty
escalator to be increased. This would ensure that cigarettes are increasingly perceived to be an
unaffordable personal cost. Over the last fifteen years, as prices have risen, there has been a
steady increase in the market share of hand rolled tobacco as it is a cheaper product than
manufactured cigarettes. This switching is incentivised by the tax differential between the two
products as hand rolled tobacco attracts a lower rate of duty. The removal of this tax differential
would eliminate the incentive.xlix

Sustained action is needed to reduce the supply of and demand for illegal tobacco, which is cheap
and unregulated. Its low price undermines high taxation which is key to encouraging cut-downs
and quits (the World Bank estimates a 10% price rise leads to c4% less consumption). The trade
also makes it easier for children to start and keep on smoking, and is linked to low level and
organised crime. As public spending on tackling illicit tobacco shows a return on investment of
about 10 to one, there is every reason to pursue a more ambitious course, investing for a future in
which illicit cigarettes and hand rolled tobacco are scarce in all communities.l The North West,
working with the North East and Yorkshire &
The Humber, spearheaded the world’s first co-ordinated regional programme to tackle illegal
tobacco. The North of England Tackling Illicit Tobacco Programme, made up of a range of
activities to address supply and demand, saw a fall of 23% over two years in the trade in the North
West.li Investment in a new programme is needed to continue this groundbreaking work.
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The new mayor could play a major role by convening a group including local authorities, GMP,
GMFRS, PCC, PHE, GMCA GMHSCP to coordinate action, map activity and share information.
The profits made by the industry are huge. It is reasonable therefore, to insist that the industry
meets the costs of the damage it causes – ‘make the polluter pay’. The money could be used to
help smokers quit and to discourage young people from starting to smoke. Its purpose is not to
pay for the current healthcare costs of past smoking behaviour, but to drive down smoking
prevalence. Nearly two thirds (63%) of adults support a policy of putting an additional 25% on a
packet of cigarettes with the money being used to help smokers quit and discourage young people
from taking up smoking. While the idea of an Industry levy has been proposed nationally, the
North/South divide in smoking prevalence supports the case for a North of England approach and
GM’s unique devolution position suggest it should spearhead this amongst its Northern
Powerhouse allies.
What and when
(a) From Q1 2017/18: The new GM Mayor could spearhead a crackdown on the trafficking and
selling of illegal tobacco. Action will be taken to tackle both supply and demand for illicit tobacco in
GM; new GM targets will be set for market share of illicit cigarettes and hand rolled tobacco.
Develop campaigns to reduce demand, with focus on harms to children and links to wider crime
(b) From 2017/18: Advocacy work to press government to raise the price of tobacco through
increasing duty escalator and harmonising hand rolling tobacco and cigarette tax rates, to
encourage more people to quit and generate ring-fenced taxes to pay for quit support and wider
tobacco control
(c) From 2017/18: Advocacy work to press government to introduce a new annual national levy on
tobacco industry profits to raise money to help smokers quit and discourage youth smoking. In
addition GM should investigate the option to pursue its own levy on tobacco industry profits for the
same purpose.

This component of the MPOWER model will be delivered in partnership with system leaders,
including trading standards, enforcement, HMRC, GMCA, GM Mayor, GMP and other key
agencies.

5.0

Additional measure for future consideration

The comprehensive package of measures identified make up the components of our GM-POWER
approach, based on the World Health Organisation’s evidenced based MPOWER model. Many of
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these measures are already in place but need to be adapted, strengthened and scaled. Some have
previously been delivered and subsequently cut or reduced, and this is particularly true of stop
smoking services to support smokers to quit.

There are a number of wider global initiatives which could help to further accelerate the decline of
smoking prevalence as identified by Cancer Research UK’s Endgame Reportlii. These include
restricting outlets near schools, raising the legal age of sale, prohibiting smoking in specific
neighbourhoods, and higher cigarette litter fines. The proposals within the report focus on best
practice from around the world and consideration could be given to whether any of the initiatives
could or should be adopted in GM as part of a wider evidenced based tobacco control programme.
6.0

Next Steps

The changes underway under Taking Charge create a golden opportunity for a new and focussed
approach to tackling tobacco harms across GM. This document graphically illustrates the human
and financial costs incurred by a product which kills half of long-term users and debilitates many
more.

A new tobacco control programme supports the aims of the GM Cancer Plan and the wider
Population Health Plan, as well as contributing to the far wider public service reform agendas such
as creating a wealthier and healthier GM.

Achieving 13% smoking prevalence by the end of 2020 is hugely ambitious. But with the right
range of actions by all partners at pace and scale not seen in the UK before Greater Manchester
can bring about a massive shift which brings with it many social and economic benefits.

To turn this strategy into action, the potential initiatives outlined in section 4.1 to 4.7 will be
developed in sufficient detail to enable a stakeholder supported and implementable programme of
work.
6.1
Developing this plan
This document has been developed by the Greater Manchester Cancer Board following on from
work undertaken with the Greater Manchester Tobacco Control Leaders’ Network, starting in
December 2015. It has been subject to a more recent consultation and

engagement period running from late November 2016 to March 2017. The following groups and
bodies have been involved in its development:
–

Greater Manchester Health & Social Care Partnership
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–

Joint Commissioning Board

–

Greater Manchester Combined Authority Executive

–

Joint Commissioning Board Executive

–

Association Governing Group of CCGs

–

Directors of Public Health Group

–

Greater Manchester Population Health Programme Board

–

Greater Manchester Cancer VCSE Advisory Group

–

Greater Manchester VCSE Devolution Reference Group

–

Greater Manchester LGBT Foundation

–

Cancer Education Manchester

–

Cancer Research UK

–

HMRC

–

Healthier Futures CIC

–

Action on Smoking and Health

–

Fresh Smokefree North East

–

Greater Manchester Fire and Rescue Service

–

Greater Manchester Tobacco Control Commissioners Group

–

Trading Standards North West

6.2
Implementation
Subject to approval by the Strategic Partnership Board of Greater Manchester Health and Social
Care Partnership this plan will be published in June 2017. It will be published alongside a shorter
more accessible version so that the people of Greater Manchester know how we plan to achieve
our targets, empower and support every smoker who wants to quit, and deliver a tobacco free
generation who never start smoking. A detailed implementation plan will be published in autumn
2017 following stakeholder and public engagement.
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number

Greater Manchester Cancer

7

Vanguard Innovation

GREATER MANCHESTER CANCER VANGUARD INNOVATION PROGRAMME
PROGRESS UPDATE MAY 2017
Work stream

Summary Progress

Involvement of
People Affected by
Cancer (PAbC)

Year two of Vanguard is providing new opportunities for people affected by
cancer to work in partnership with Vanguard projects to co-produce better
cancer services. The re-formed Rapid Investigation Units project has ensured
the patient experience is integral to how the units work by involving someone
affected by cancer at the project steering group. Simiarly, for both new projects,
Self Patient Referral and Digital Pathology, service users are also being involved
in the early project design stage.
Two people affected by cancer attended the
Gateway C preview event to talk about what
it means to them for GPs to be able to
confidentally spot the early signs of cancer.
In addition, the Early Diagnosis industry
challenge Evaluation Panel also included a
person affected by cancer from GM.

Prevention

Social marketing and Behavioural Change: The secondary desk research
exercise has been completed to identify and analyse the profile of the smoking
population of GM. This also included an audit identifying best practice examples
of historic, current and planned local, regional and national quit smoking
campaigns. This work has been used to inform the commissioning of primary
research which is due to be procured to identify qualitative insights into the GM
audience. This will test:
• In-depth national routine and manual findings to see if they are still relevant
to GM smokers
•

Further analysis of local reactions to e-cigarettes and vaping, and local
targets relationships with these products, especially in terms of quitting

•

Attitudes towards existing stop smoking support services and potential new
self-led digital quit support

•

Creative mass media and co-ordinated social marketing approaches

•

Understanding of how the local target market consumes media, and how
important/used/respected each channel is in conveying information

•

Understanding of secondary audiences in greater detail, specifically young
adults and LGBT, people with mental health issues and lone parents.

Discussions with the Public Health England Campaigns Team have begun to
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potentially link the GM smoking quits campaign with the national Stoptober
and/or New Year campaigns.
Citizen Led Social Movement: The recruitment of Cancer Champions
continues to increase and the project is on target to meet its aim to secure 5,000
Cancer Champions by August 2017.
Enhanced Screening: The six month breast screening invitation letter RCT is
on track and set to finish May 2017. The bowel risk prediction tool work is due to
commence imminently. The cervical invitation letter trial is continuing to be
developed with CAPITA and PHE.Showcase and learning workshop planned for
June with key stakeholders to share best practice on improving cancer
screening uptake.

Lifestyle Based Secondary Prevention: Workshop scheduled in June for
exercise referral providers and commissioners to establish GM-wide cancer
rehabilitation pathways across GM. Work is progressing on the co-design of the
GM digital platform focusing on lifestyle-based secondary prevention of cancer,
engaging with health care professionals, Cancer Champions, patients and
members of the public.

Early diagnostics

‘Query Cancer’ – Since the approval to continue the project on 3 April the
project has now decided to focus on one site (UHSM) for the development of an
Multi-diciplinary Diagnostic Centre (MDC). The PAHT element of the project –
which was looking at the development of an MDC in the lung cancer pathway will
be progressed outside of the scope of this project. During April the operational
group at UHSM met a number of times in order to work up the pilot which will
take place at Withington Community Hospital, and a start date of 6 June has
been agreed with the Executive team and clinicians at UHSM. At that point
patients that have been referred in on a HSC205/2WW disease specific pathway
will be triaged in secondary care and if the patients meet the criteria of the clinic
then they will be seen within 7 days.
Faster Diagnosis – The direct to test colonoscopy service for suspected
colorectal cancer went live on 3 April. Patient feedback has been very positive,
in particular, highlighting the quick turnaround time from referral – procedure –
cancer diagnosis and feeling informed about the procedure. Referrals into the
service are lower than anticipated and there have been some issues with
regards to incorrect referrals and bowel prep not being prescribed correctly. RBH
FT and the CCG are continuing to undertake GP engagement to resolve these
issues and the situation is being closely monitored. The revised pathway for lung
x-ray and CT for suspected lung cancer has been drafted and new patient
information developed with service user representatives and is in the process of
being finalised for go live at the end of May. A more detailed update on Faster
Diagnosis will be outlined at the next Vanguard Showcase event on 16 May.
Patient self referral (React) –The project team met In April for the first time and
formed a steering group that will meet on a monthly basis to make sure that the
project meets its three objectives. The ethics approval has been submitted
ahead of schedule so that the focus groups can be recruited to early. There is
also concurrent activity looking at the engagement with community pharmacies
and the development of the online tool which will become the REACT model. A
showcase event will be held in July to promote the tool and engage ideas from a
wider audience. The team also met with Ben Gilchrist who is leading one of the
other Vanguard projects in the citizen led social movement (Cancer Champions)
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to look at ways in which the two projects can synergise.
Digital Pathology. This project focuses on introducing digital pathology
technology into a number of trust sites (between 3 and 7) to test out its
acceptability within the pathology clinical community / network. The Project
Group is working with Simon Worthington who is leading the GM review of digital
pathology and with the Royal College of Pathologists to ensure the Vanguard
Innovation pilot augments and informs other work in this area. The 7 Pathology
provider trusts have been asked whether they want to participate in the pilot and
a number of positive responses have been received. Additionally, two industry
partners are currently being evaluated with a view to selecting a partner to
provide the IT digital pathology software and capability.
The Cellular Digital Pathology pilot will run at the participating Trust sites
between June and the end of December 2017. The benefits of the pilot are
categorised into two high level areas - Patient Outcome benefits and the benefits
to the wider GM Cancer system / network. The benefits will be captured with
involvement from the SRO and Clinical lead for this project, the participating
pathologists, the Cellular Digital Pathology Supplier and the Cancer Vanguard
PMO.
The intention is to take the findings from the pilot and recommendations for
potential wider roll out through the GM Cancer Vanguard Innovation Oversight
Group, GM Pathology Partnership and GM Cancer Board in early 2018.
Industry Challenge. The Evaluation Panel, with representation from the 3
Vanguard partners and other subject matter exerts (including the AHSNs) met
on 26 April in London to consider the 5 shortlisted proposals. The panel decided
to sign-post two proposals elsewhere, to seek further clinical advice regarding
another, and to work with another company to develop their idea further with the
aim of confirming the proposal by the end of May.

Cancer Education
(Gateway-C)

Within the restrictions of purdah, Gateway-C is being promted in earnest to
primary care staff in GM and Eastern Cheshire, with three RCGP accredited
courses live and available in the Learning Zone for people to enrol. On 3 May we
held a preview event and a flier from this event is attached at Appendix 1.
We used the evening to enlist the support of CRUK Facilitators/ Cancer
Commissioning Managers and GP Cancer Leads and have furnished them with
a variety of marketing materials, promotional films and incentives gifts.
The team is also looking to make Gateway-C the go to place for links to other
cancer online courses, resources, face to face training and community support
groups and asking people to submitting links to be published on the website
using the forms available on the site.
Filming for two further modules for living with long term complications of
colorectal cancer and end of life care for lung cancer are also in progress and
will conclude on 22 May with learning activities to supplement the interactive
consultations produced thereafter.
The second period for data collection has now concluded and GM pilot GPs are
due to submit audited referral data by the end of this month.
The project group plan to share an evaluation report of the GM pilot with the
Cancer Board on 14 July 2017 and will target the next meeting after 30 October
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2017 to present an update on roll-out progress.

Timed Pathways

Living with and
beyond cancer

Work is progressing on the 4 agreed priority pathways to develop single national
best practice timed pathways:


Joint Lung Pathway. Relevant pathway work from all three sites has
been shared and presented in joint a poster at the National Cancer
Vanguard day. The three sites are each drawing up plans for delivering
the national optimal pathway that reflect the variances in their local
health economies.



Joint Colorectal Pathway. A working group has been established
including commissioning and patient representation. A face-face
meeting between the leads is to be held June/July to agree optimal
times pathway and best practice STT pathway.



Joint Prostate Pathway. The project group membership have held an
initial meeting on 28 April and have agreed the scope of the work and
begun to review the pathway. A subsequent meeting is scheduled for 25
May to continue this review.



Joint OG Pathway. The three Pathway group chairs have shared
current pathways.

Aftercare Pathways:


Colorectal aftercare: UHSM and Vanguard Innovation are continuing
work to stratify pathways of aftercare and supported self-management,
maximising use of the Macmillam Recovery Package. We are piloting a
supporting IT digital safety net solution (called Infoflex) which has now
been designed by the clinical workstream at UHSM for local use, and
will be tested and ready for use by the UHSM colorectal aftercare
pathway teams by end of May 2017. In addition, we are now utilising our
learning at UHSM by commencing implementation of Infoflex at PAT for
colorectal aftercare. Discussions are underway with clinical and
technical teams in order to begin implementation by early June, with the
system ready for use by September 2017 – ahead of our original
milestone.



Early breast cancer aftercare: Vanguard Innovation has agreed to
extend the existing Macmillan Cancer Improvement Partnership (MCIP)
breast aftercare pilots, to UHSM and Pennine, also supported by the IT
digital safety net solution Infoflex. Implementation will begin by the end
of May 2017, with the pilot beginning in August 2017 across the two
sites.



Prostate aftercare: The GM Cancer Urology Pathway Board approved
the new high level design of prostate aftercare for post-prostatectomy
patients and post-radiotherapy patients in early May 2017. This was
developed by the Vanguard Innovation prostate aftercare task group,
building on best practice in early breast and colorectal aftercare, and
with input from primary care. Further scoping work will now be
undertaken to develop the clinical protocols required for the new
aftercare pathway, Recovery Package elements, implications on
resources and plans for future pilot sites. This links to the Timed
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Pathways work on a best practice prostate pathway.
An Aftercare Event for GPs was held on 8 April. This was attended by a range of
service users, commissioners, providers and GPs and provided an opportunity to
share the work of this project group and receive feedback from GPs on what is
most important to them in providing ongoing support to people affected by
cancer.
Enhanced Patient Decision Making. This project is led by Prof Janelle Yorke
working with The Christie Patient Centred Research Centre, has achieved the
following to date:
 Literature reviews: i) Goals of Care (GOC); ii) Treatment-decisions
 Establishment of baseline – review of SACT data looking at patients being
rd
treated above 3 lines of anti-cancer treatment within the last 6 months of
their life.
 Development of the Goals of Care Initiative (GOCI) tool which consists of
two sections: i) Aims of treatment ii) Patients goals and values
o Early versions tested in Supportive Care Clinic
o Stakeholder interviews to finalise the tool and inform
implementation (14 Patients/Carers, 6 GPs, 12 Nurses and 13
Oncologists)
 Pilot testing of the GOC tool
o 3 oncology teams (Colorectal, HPB, and Lung) piloted the tool
with 30 patients
o Usability and implementation issues assessed
o Patient questionnaires/interviews were conducted to explore
experience and decision-making preferences. Clinician
questionnaires were completed to explore acceptability and
clinical utility/implementation

The pilot of the Goals of Care tool completed in February 2017 and work is now
continuing on the Enhanced Decision Making Package, for which the Goals of
Care tool will form a key part. This will be launched by June 2017 at a planned
stakeholder event.
Specialist Palliative Care. A number of face to face site visits are taking place
across the whole of Greater Manchester. These visits are supplementing the
information that has been collected by
the national survey in order to take
into account the nuances that occur in
the different localities which might
affect the data. The visits to each of
the localities in GM will be completed
by the end of May and, once the data
has been combined with the survey
data, the GM team will meet with our
LondonVanguard partners to discuss the findings and to agree the common
themes and trends in the data.
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Cancer
Intelligence
Service

The work of the cancer intelligence project is progressing well despite
unexpected setbacks around access to data. The project PID has been updated
to reflect the subsequent change of focus which is to be presented to the GM
Cancer Vanguard Innovation Steering Group on the 22 May.
PHE has confirmed that it is unable to renew the honorary contracts for GM
Analysts for year 2 and, consequently, the team has been pursuing other local
data sources and has recently received extracts of cancer waiting times data
from colleagues at NHS England. Applications for other data extracts from NHS
Digital and PHE are in preparation. We have also started to put in place the
appropriate legal framework for establishing a GM&EC cancer intelligence
dataset comprising data extracts from all of the GM&EC providers.
Work is underway on the next Cancer Board report (due July) that will expand
upon the Clinical and Performance metrics presented in April and will include indepth analysis around referrals and waiting times. A comprehensive report on
outcomes for cervical cancer patients referred to the south sector specialist
Gynae MDTs has been completed and shared with the MDT team and pathway
lead. An interim interactive dashboard incorporating all available data available
is now in development.
Accessing data on patient reported outcomes and patient experience is
progressing. The iWGC implementation phase has started with East Cheshire
Hospice, St Ann's Hospice and East Cheshire Trust fully signed up and on track
for launch on 1st June.
The team have been supporting the GM Health and Social Care Partnership
Team on the production of their GMS Outcomes dashboard.
Pan Vanguard Cancer Intelligence is continuing to be managed via quarterly
meetings of the respective Vanguard cancer intelligence and outcomes
teams. Pan Vanguard analysts are contnung to work together to influence PHE
around improving local data access and locally relevant cancer intelligence
reporting.

Medicines
Optimisation (MO)

Biosimilars adoption policy and education materials prepared through the
collaboration of the Cancer Vanguard and Sandoz have now been made
available on the National Cancer Vanguard website. The team are now working
on a joint position statement from the Chief Pharmacists and Medical Director
and a patient information leaflets.
http://cancervanguard.nhs.uk/biosimilars-adoption/
This aligns with the first cancer biosimilar product coming to market and will
support the transition by Trusts to use these medicines. GM Cancer Vanguard
Innovation has supported the development of these materials.
Twenty-five colorectal patients have now been recruited at The Christie to use a
new app (uMotif), which allows them to record their treatment experience over
the next few months. Anonymised data from the app will be analysed as part of a
broader project looking at unwarranted variation in colorectal cancer drugs
usage across the 3 Cancer Vanguard sites. The final analysis is expected to be
available in June 2017.
A sixth project initiation document was ratified by the Joint MO group and a joint
working agreement has now been signed between UCLH Cancer Collaborative
and Bristol Myers Squibb around adverse events.
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Commissioning
reform and testing
an Accountable
Cancer Network
(ACN)

Following detailed stakeholder interviews earlier in the year regarding the form
and function of an Accountable Cancer Network (ACN), an event will be held on
10 May, facilitated by KPMG, to consider next steps in this process. Initial
identification of CCG spend on Cancer services is complete and now subject to
review\clarification.

Communications
and engagement

A short film to highlight the successes of our first year of operation is now online
and will be promoted after purdah restrictions are lifted:
https://www.youtube.com/watch?v=Qe0isSPhoQo&t=2s
The next Showcase event will focus on Faster Diagnosis and takes place at the
education centre at The Christie on 16 May at 5pm
The June Showcase event will be held on 27 June at 5pm at Citylabs 1.0,
Nelson Street, Manchester M13 9NQ, and will focus on medicines optimisation.

National
Programme
Evaluation

The national Cancer Vanguard has appointed Optimity/Technopolis as its
evaluation partner. The evaluator is currently undertaking a number of 1:1
interviews in order to help inform and shape the production of the Evaluation
Framework which should be produced in draft by early June. The framework will
be presented to and signed off by the national Cancer Vanguard Oversight
Group in July 2017.

Appendix 1: Gateway-C flier
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Paper
number

Greater Manchester Cancer

8
Update on progress to Cancer arm of 100,000 Genomes Project
Lead Prof John Radford, Christie Hospital and University of Manchester
Recruitment to the 100,000 genomes project is now open at Christie Hospital, Central
Manchester (CMFT), Salford Royal (SRFT) and University Hospital South Manchester
(UHSM), with over 300 individuals screened in February and March. Plans are in place to
start recruitment at Tameside, Bolton and Stepping Hill within the next two months.
At each centre a surgical lead (Cancer Champion has been appointed):
 Prof Ajith Siriwardena - CMFT
 Mr Rajesh Shah - UHSM
 Mr Dave Shackley – SRFT
 Prof Sarah O’Dwyer - Christie
 Appointment of pathology lead– Dr Anshuman.Chaturvedi, UHSM
 Appointment of Haematology oncology lead – Dr Simon Watt, UHSM
In addition there has been a program of increasing awareness of the project through
presentations at MDTs and cancer boards across GM.
Success in past three months:







UHSM _ lung cancer team 10 recruits (20 samples) in April
Start of recruitment in childhood cancer at CMFT – 4 cases (8 samples) in past 2
weeks
Engagement with haematology oncology and setting in place for future recruitment
Collection of samples late in day and storage in fridge for processing next day
Standardization of pathology eligibility criteria – will mean less failure from screening
to final eligibility
Training program developments with Christie School of Oncology

Recruitment to date:



48 samples with consent provided (some samples awaiting dispatch to Genomics
England sequencing centre)
There has been a revision the recruitment trajectory – 50 samples/month in May to a
steady state of 120 samples per month from October 2017 in light of the fire involving
the Bio bank at the Christie site. The samples (prospectively collected and legacy
samples) relevant to the 100k project have not been damaged but the fire will have a
significant logistical impact.

Next steps:
To establish recruitment to haematology-oncology, hepatobiliary tumours & pseudomyxoma
and to ensure that all eligible samples are bio banked.
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