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Executive summary 
 

 Colorectal cancer is a common condition. There are approximately 2000 newly 
diagnosed cases a year in Greater Manchester and Cheshire with over 1200 surgical 
resections a year. Despite the frequency of the condition and public awareness 
campaigns, diagnosis is often at a late stage when surgical resection is less likely to 
be curative. Moreover, emergency presentation of colorectal cancer has remained 
stable at around 21% for several years and emergency surgery is associated with 
higher rates of perioperative morbidity and mortality compared to elective surgery. 

 

 Colorectal services exist in all hospitals in the region and are organised into Peer 
review compliant MDTs with named lead clinicians. The previous Greater Manchester 
and Cheshire Cancer Network Site Specific Group led development of regional 
guidelines and audits to improve services effectively. 

 

 Manchester Cancer Colorectal Pathway Board intends to build on and progress the 
work undertaken by the GMCCN NSSG. The Pathway Board will consist of 2 groups – 
a Board group representing the whole patient pathway including single 
representatives from each trust and a Clinical Subgroup with several representatives 
from all secondary care sites. This will allow continued engagement with secondary 
care clinicians and different forums to focus on strategy and secondary care issues. 

 

 The aims of the Colorectal Pathway Board are to improve survival and outcomes 
from colorectal cancer and to improve patient experience of care. Improvement in 
survival and outcomes can be achieved by reduction in emergency presentation, 
earlier diagnosis and increased uptake of bowel screening across Greater Manchester 
and Cheshire. To improve patient experience, service development within the 
framework of the National Cancer Survivorship Initiative will be considered and the 
ability of patients to participate in research will be promoted. 

 
Work of the Colorectal Pathway Board to date: 

 A Pathway Board and Clinical Subgroup has been established and four meetings 
held.  

 Regular agenda items include data review of available national data reflecting 
the   

 Colorectal patient pathway and a research update including availability of trials 
and regional recruitment.  

 Topics discussed have included a review of regional stoma rate data and an 
update  on the rectal cancer complete response database.  

 New clinical guidelines have been developed  

 Work is on-going to review and update GMCCN  guidelines.  

 Baseline surveys are being undertaken into the management of early rectal 
cancer and survivorship across the region.  
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 A survey into current indications and contraindications for laparoscopic surgery 
is planned to inform the update of the laparoscopic surgery guidelines.  

 A pilot project with NHS England, the three regional Bowel Cancer Screening 
Centres and Bowel Screening QA is in development; the aim is to involve 
General Practitioners in encouraging re-engagement with the screening process 
of patients who test positive on faecal occult blood testing but fail to complete 
screening with colonoscopy. This pilot project will also collect qualitative 
information from General Practitioners about the most effective methods used 
to encourage re-engagement, which may provide useful information to feed 
back into the National Screening Programme.  

 
 
Challenges that the Colorectal Pathway Board faces and anticipates: 
 
Effective patient participation and involvement on the Pathway Board  

 Limited available contemporaneous data to monitor the patient pathway 

 Maintaining clinician involvement, participation and enthusiasm 

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

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

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

 Meet the requirements of the National Cancer Peer Review Programme 

 Be openly published on the external facing website. 
 
 

2. General overview  
 

Incidence and Prevalence  
 
Data from Cancer Registration Statistics for England 2012 (ONS 2014) highlights that 
colorectal cancer remains within the three most common cancers for both men and women.  
In England, there were 19,286 registrations for men representing 13.4% of total 
malignancies.  For women, colorectal cancer was the third most common cancer following 
breast and trachea, bronchus and lung with 15,036 registrations making up 10.9% of 
malignancies.  The ONS indicates that the age standardised incidence rate for colorectal 
cancer has remained fairly stable and the biggest risk factors for colorectal cancer are age 
and family history.  Nationally in 2012, 71% of newly diagnosed cases in men and 73% of 
those in women were amongst those aged 65 and older. 
 
In the North West the incidence of colorectal cancer is higher than the national average. The 
North West has significantly higher age-standardised registration rates for men than the 
national average and the highest regional registration rate for women (Table 1).                                 
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Table1. Directly age-standardised¹ registration rates per 100‚000 population of newly diagnosed cases of cancer: 

site‚ sex and region of residence‚ England, 2012 
      

  
                      

Site 
description 

 
England 

 Region   

 North 
East 

North 
West 

Yorkshire 
and The 
Humber 

East 
Midlands 

West 
Midlands 

East London 
South 

East 
South 
West 

  

 
  

 
  

Malignant 
neoplasm of        M 90.6 98.9 98.2 93.0 91.1 93.1 88.3 78.7 88.1 90.9   

colon and 
rectum             F 57.6 59.2 60.2 55.2 56.9 56.8 59.5 50.6 59.1 60.0   

 

 
Mortality data  
 
Data from Cancer Research UK, identifies colorectal cancer as the second most common 
cause of cancer death in the UK (2011), accounting for around 10% of all cancer deaths. 
Following prostate and lung cancer, colorectal cancer is the third most common cause of 
cancer death among men in the UK (2011), accounting for 10% of all male deaths from 
cancer.  Among women in the UK, colorectal cancer is also the third most common cause of 
cancer death (2011), with breast and lung cancer first and second, responsible for 9% of all 
female cancer deaths. 

In 2011, there were 15,659 deaths from colorectal cancer in the UK 8,520 (54%) in men and 
7,139 (46%) in women, giving a male: female ratio of 12:10.  The crude mortality rate shows 
that there are 27 colorectal cancer deaths for every 100,000 males in the UK and 22 for 
every 100,000 females. 

Around 6 out of 10 (62%) of all colorectal cancer deaths are due to cancers of the colon 
(9,723) and over one-third (38%) are deaths from rectal cancer (5,936). More rectal cancer 
deaths occur in men (2,369 or 64% males), while colon cancer deaths are similar between 
men and women (4,980 or 51% male). 

The European age-standardised mortality rates are significantly lower in England and Wales 
compared with Scotland.  Rates do not differ significantly between the other constituent 
countries of the UK for either sex (Table 2). 

 

 

 

 

 
 

 

http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Twenty
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Twenty
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Top
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Top
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Top3
http://info.cancerresearchuk.org/cancerstats/mortality/cancerdeaths/#Top3
javascript:void(0);
javascript:void(0);
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  Table 2. Number of colorectal cancer deaths, Crude and European Age-Standardised  
Mortality Rates per 100,000 Population, UK 2011 

 
 

    
England Wales Scotland 

Northern 
Ireland 

UK 

 

Male 

Deaths 6,974 489 824 233 8,520 
 Crude Rate 26.7 32.5 32.3 26.2 27.4 
 AS Rate 19.8 21.5 23.9 22.5 20.3 
 

Female 

Deaths 5,897 361 702 179 7,139 
 Crude Rate 21.9 23.2 25.9 19.4 22.2 
 AS Rate 12.3 12.3 14.9 12.8 12.6 
 

Persons 

Deaths 12,871 850 1,526 412 15,659 
 Crude Rate 24.2 27.7 29 22.7 24.8 
 AS Rate 15.7 16.4 18.7 16.9 16 
  

 

A north-south divide in colorectal cancer mortality rates has existed across the UK since at 
least the 1990’s and the latest analysis of colorectal cancer mortality rates throughout the 
UK reports significant variation for males, with the highest mortality rates in the North of 
England and the lowest in parts of London and the South. 

Latest data from the NCIN website highlights the variance in age standardised mortality rates 
for colorectal cancer across Strategic Clinical Network (SCN) areas (Figure 1).  It identifies the 
number of people registered with this cause of death in 2012 per 100,000 population, the 
England average rate is shown at 36 per 100,000 (dotted line).  Greater Manchester exceeds 
the national average with a mortality rate of 42.7. The rate for London was 31.9 while 
Northern England and the South West Coast had rates of 36.5 and 34.2 respectively.    
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Figure 1. Age standardised mortality rates for all age groups by SCN area for colorectal 
cancer 2012 

Greater Manchester  Northern England  South West Coast  London   
 
 
National Guidance 
 
Secondary care services to support patients with colorectal cancer are commissioned locally 
via Clinical Commissioning Groups (CCGs).   The Improving Outcomes Guidance for Colorectal 
Cancers (NICE 2004) highlighted key recommendations for service delivery.  More up to date 
guidance is provided in the documents below.  
 
a)The Guidelines for the Management of Colorectal Cancer (2007) were originally published 
in 1996, following a request from the Department of Health to the Association of 
Coloproctology of Great Britain to produce clinical practice guidelines for the purpose of 
assisting clinicians in clinical decision-making and practice by removing uncertainty in areas 
where it was possible to do so.  In addition, they described the gold standard of good clinical 
care and were proscriptive of unacceptable clinical standards. These guidelines are currently 
being updated. 
 
b) The NICE guidelines on colorectal management (2011), offers best practice advice on the 
care of patients with colorectal cancer, including investigation, diagnosis and staging, 
management of local and metastatic disease as well as best practice for providing on-going 
care and support. It also offers quality standards against which practice can be assessed. 
 
c) Manual for Cancer Standards – Peer Review Programme was developed in 2001, at which 
point it covered only four tumour sites.  Since this time the Peer Review programme has 
developed and refined its aims to reflect changes in national strategy and healthcare 
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organisation and continues to seek to improve care for people with cancer and their families 
by: 
 

 ensuring services are as safe as possible; 

 improving the quality and effectiveness of care; 

 improving the patient and carer experience; 

 undertaking independent, fair reviews of services; 

 providing development and learning for all involved; 

 encouraging the dissemination of good practice. 
 

The revised Manual for Cancer Services – Colorectal Measures (2014) now incorporates 
sections for both Network groups and colorectal MDT’s. 
 
Specialised Commissioning 

NHS England is working with a range of stakeholders at a national level to determine the 
outcomes expected for specialised services. This will be achieved through the development 
of clinical strategies set out within five national Programmes of Care (PoC) which group 
together the prescribed (nationally agreed range of) specialised services. These strategies 
will enable the commissioning of services to be based on clear evidence and ensure that 
they are cost effective and patient focused. 

Specialist colorectal services require a critical mass of expertise in surgery, medicine, 
radiology, pathology and nursing. This is possible only in units large enough to allow 
specialisation in all of these disciplines, and it is only in units receiving referrals from a wide 
geographical area that sufficient experience is gained in dealing with the more difficult and 
complex cases. 

There are 2 National service specifications for colorectal cancer; distal sacrectomy and 
transanal endoscopic microsurgery (TEMs).  There is also a National service specification for 
anal cancer.  They have been developed by specialised clinicians, commissioners, expert 
patients and public health representatives to describe core and developmental service 
standards. Core standards are those that any reasonable provider of safe and effective 
services should be able to demonstrate, with developmental standards being those that 
stretch services over time to provide excellence in the field. 
 

3. Background to the pathway/cross-cutting area 
 
The Colorectal network group was a multi-professional group chaired by Mr C R Selvasekar – 
Consultant Colorectal and Laparoscopic surgeon at The Christie NHS Foundation Trust and 
previously by Mr A L Blower.    The core of this group was drawn from MDT lead clinicians 
from each specialist and local team and clinical support services involved in tumour 
management along the patient care pathway.    The purpose of the Network Site Specific 
Group (NSSG) was to ensure that services for patients with suspected or diagnosed 
colorectal cancer were being delivered in accordance with NICE Improving Outcomes 
Guidance and Peer Review Cancer Quality Measures. 



9 

 

 
Cancer Networks played a key role in reconfiguring cancer services since they were 
established in 2000, following the first cancer plan, with the result that both survival figures 
and patient experience have improved (Macmillan 2012). The last meeting of the colorectal 
network group was held on 13th March 2013.  Specific issues highlighted at this meeting 
included the emergency re-admission rates of some Trusts being higher than the 15% target 
and the straight to test pathway that had been drafted to reduce the numbers of breaches 
within the 62 day pathway.  The 2013/14 Peer Review Self-Assessment report outlined that 
the structure of colorectal services across the sector works well and there was a proactive 
clinical attendance at all MDT’s.  However, the report also highlighted that the 
reconfiguration of urgent care services was impacting on service delivery and there were 
concerns regarding the variances between hospitals in recruitment to randomised and non-
randomised trials. 
 
Most of the actions of the NSSG colorectal work programme (June 2013 –) have been 
achieved (Appendix 5).  Areas to note include the work undertaken to progress the adoption 
and development of enhanced recovery programmes, the uptake and spread of laparoscopic 
surgery, MDT training in low rectal cancer through the LOREC programme, along with the 
successful achievement of target numbers of patients for research trials throughout the 
region.  Regional audits, including complete clinical response after chemoradiotherapy has 
been particularly successful. Outstanding areas from the work programme will be developed 
within the Pathway Board.    
 
The NSSG also provided a complete list of guidelines within its network constitution 
including guidelines on data collection, GMCCN clinical guidelines, national guidelines, 
agreed pathways, patient surveys and research trials list. 
 

4. Configuration of services 
 
Manchester Cancer covers the area of Greater Manchester and East Cheshire with a 
population of just over 3 million. It is served by the following organisations: 
 
North West Sector 
Royal Bolton Hospital NHS Foundation Trust 
Salford Royal NHS Foundation Trust 
Wrightington, Wigan and Leigh NHS Trust 
 
North East Sector 
Pennine Acute Hospitals NHS Trust 
 
Central Sector 
Central Manchester University Hospitals NHS Foundation Trust 
Tameside Acute NHS Foundation Trust 
 
South Sector 
The Christie Hospital NHS Foundation Trust 
East Cheshire NHS Trust  
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Stockport Foundation Trust 
University Hospital of South Manchester NHS Foundation Trust 
 
Local Colorectal MDT’s provide local care for their own catchment area and have a full range 
of diagnostic services.  Patients will be treated in their own locality or at a specialist 
treatment centre, according to the decision of the MDT and nominally by the appropriate 
specialist member of the MDT.  
 
The following table details the hospitals which offer a colorectal diagnostic service and 
colorectal MDT treating both colonic and rectal cancer (Table 4).  
There is a single specialist MDT dealing with anal cancer which is based at The Christie NHS 
Foundation Trust which is led by Mr A Renehan. 
 
Table 3. Diagnostic Services 
 

Local Diagnostic 
Teams/MDT’s 

Diagnostic Lead 
Clinician 

Referring CCG Catchment population 

Royal Bolton NHS 
Foundation Trust 

Mr Paul Harris Bolton 296,800 

Central Manchester 
Hospitals NHS Foundation 
Trust 

Mr Rajeev Kushwaha Manchester Central 214,700 

East Cheshire NHS Trust Mr Usman Khan East Cheshire 
Vale Royal 
South Cheshire 
 

202,250 
102,200 
174,600 

Pennine Acute NHS Trust Mr Saad Salman 
 

Bury 
Heywood Middleton 
and Rochdale (HMR) 
Manchester North 
Oldham 

196,280 
224,170 
 
187,560 
241,000 

Salford Royal NHS 
Foundation Trust 

Mr Dominic Slade Salford 250,120 
 

Stockport NHS Foundation 
Trust 

Mr Edwin Clark Stockport 299,130 

Tameside Acute NHS Trust Mr Kamran Siddiqui Tameside and 
Glossop 

241,000 

University Hospital of 
South Manchester NHS 
Foundation Trust 

Mr Aswatha Ramesh Manchester South 166,900 

Wrightington, Wigan and 
Leigh NHS Foundation 
Trust 

Mr Marius Paraoan Wigan Borough 320,630 

The Christie Hospital NHS 
Foundation Trust 

Mr Malcolm Wilson   
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Diagnosis of colorectal cancer is supported by the NHS Bowel Cancer Screening Programme.  
Each screening assessment unit will carry out the diagnostic process for patients screened 
within their own catchment area (Table 4). After diagnosis, patients will be referred to the 
Colorectal MDT at their own local trust for ongoing treatment.  
 
Table 4 NHS Screening Assessment Units 

Assessment Unit Host Trust CCG’s in catchment 

Bolton Screening Centre Royal Bolton NHS Foundation 
Trust 

Bolton 
Wigan Borough 
Salford 

Pennine Screening Centre Pennine Acute Hospitals NHS 
Trust 

Bury 
Oldham 
HMR 

Cheshire Screening Centre Mid Cheshire Hospitals NHS 
Foundation Trust 

East Cheshire 
Vale Royal 
South Cheshire 

Withington Screening Centre Central Manchester 
Hospitals NHS Foundation 
Trust 

Trafford 
Stockport 
Tameside and Glossop 
Manchester Central and 
South 

 
 
The Christie Hospital Trust is the Tertiary Referral Centre for the Cancer Network.  
Radiotherapy is delivered at Christie Hospital and the satellite radiotherapy units based at 
Royal Oldham Hospital and Salford Royal   
 
Local chemotherapy is currently available at: 

 Wigan 

 Bolton 

 Oldham 

 East Cheshire 

 Mid Cheshire 
 
Some chemotherapy and clinical trials will be delivered from the Christie Hospital 
 
There are two specialist hepatopancreaticobiliary (HPB) MDT’s currently based at Pennine 
Acute Hospital Trust and Central Manchester University Hospitals Trust (Table 5). A planned 
merger of these units is due to take place in October 2014, at which point a single HPB MBT 
with cover the population of the region. 
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Table 5. Specialist HPB Teams 

Specialist HPB Cancer Teams SMDT Lead Clinician Referring MDTs 

Central Manchester University 
Hospitals NHS Foundation 
Trust 
 

Prof Ajith Siriwardena Bolton 
Central Manchester 
Stockport 
Tameside  
Trafford 

Pennine Acute Hospitals NHS 
Trust 
 

Mr Derek O’Reilly East Cheshire 
Pennine 
Salford 
South Manchester 
Wigan 

 

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

6. Clinical information and outcomes  
 
As already stated in this report, there is a high incidence of colorectal cancer which remains 
a significant public health problem. To support the development of services, significant data 
is available regarding this disease group and the pathways of care and patient experience.  
However, most of the data is out of date by the time of publication and cannot be accessed 
in a contemporaneous manner. Collectively, the Pathway Board have agreed a number of 
key measures that they would like collect on a quarterly basis. These include: 

 Research clinical trials activity 

 2 week waits, 31-day and 62 day patient pathway  

 Screening coverage by CCG 
 

In the long-term, the ambition will be to collect further data on outcomes when this 
becomes available contemporaneously.  These include:  

 Emergency presentation (cancer services profile) 

 Re-admission rates (CSP, NBOCAP) 

 LOS (CSP) 

 Survival  

 1-yr, 2yr and 5yr mortality rates benchmarked against national averages 

https://web.nhs.net/OWA/redir.aspx?C=5QbiXDqjrkyiIgtoyjH54ylh6J7GetFITZknJ2-fVvS-dAJeEqQTPXHVWacjF4nUXHT-SEhGwQk.&URL=http%3a%2f%2fwww.gmccn.nhs.uk%2f
https://web.nhs.net/OWA/redir.aspx?C=5QbiXDqjrkyiIgtoyjH54ylh6J7GetFITZknJ2-fVvS-dAJeEqQTPXHVWacjF4nUXHT-SEhGwQk.&URL=http%3a%2f%2fwww.manchestercancer.org%2f
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Data captured on the NCIN e-atlas provides data on incidence and mortality for the old PCT 
health boundaries in 2 year aggregates.  
 
Table 6. Incidence and Mortality data by PCT boundaries 
 

  
Colorectal  
ICD10 C18-C20 

Colorectal 
ICD10 C18-C20 

Colorectal  
ICD10 C18-C20 

  

Persons Incidence 
(2008-2010) 

Male Incidence 
(2008-2010) 

Female Incidence 
(2008-2010) 

PCT area  

Average 
number 
of new 
cases 

per year 

ASR per 
100,000 

population 

Average 
number 
of new 
cases 

per year 

ASR per 
100,000 

population 

Average 
number of 
new cases 
per year 

ASR per 
100,000 

population 

Salford PCT 
           
134  48.3 

              
74  58.7 

                
60  37.9 

Stockport PCT 
           
193  46.3 

           
100  53.6 

                
93  39.0 

Ashton, Leigh 
and Wigan PCT 

           
188  45.9 

           
113  59.4 

                
75  32.4 

Bolton PCT 
           
158  44.8 

              
83  51.3 

                
75  38.4 

Oldham PCT 
           
134  49.4 

              
76  62.0 

                
58  36.9 

Bury PCT 
           
125  51.5 

              
71  64.0 

                
54  39.0 

Tameside and 
Glossop PCT 

           
151  47.3 

              
84  56.5 

                
67  38.1 

Central and 
Eastern Cheshire 
PCT 

           
299  42.4 

           
165  51.4 

              
133  33.5 

Heywood, 
Middleton and 
Rochdale PCT 

           
116  44.7 

              
70  58.6 

                
47  30.9 

Trafford PCT 
           
141  48.6 

              
78  59.0 

                
63  38.1 

Manchester PCT 
           
211  50.0 

           
117  60.1 

                
94  39.9 

England 32,986 46.5 18,378 56.8 14,608 35.9 
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Colorectal  
ICD10 C18-C20 

Colorectal  
ICD10 C18-C20 

Colorectal  
ICD10 C18-C20 

  
Persons Mortality 
(2009-2011) 

Male Mortality 
(2009-2011) 

Female Mortality 
(2009-2011) 

PCT area  Average 
number 

of 
deaths 

per 
year 

ASR per 
100,000 

population 

Average 
number 

of 
deaths 

per 
year 

ASR per 
100,000 

population 

Average 
number 

of 
deaths 

per year 

ASR per 
100,000 

population 

Salford PCT               
52  17.0 

              
28  20.7 

                
24  13.3 

Stockport PCT               
74  16.7 

              
41  21.1 

                
33  12.3 

Ashton, Leigh 
and Wigan PCT 

              
76  17.6 

              
44  22.8 

                
32  12.5 

Bolton PCT               
67  18.0 

              
37  22.5 

                
30  13.4 

Oldham PCT               
52  17.7 

              
29  22.7 

                
22  12.7 

Bury PCT               
41  15.1 

              
22  18.7 

                
19  11.4 

Tameside and 
Glossop PCT 

              
54  15.5 

              
26  16.9 

                
28  14.0 

Central and 
Eastern Cheshire 
PCT 

           
121  16.3 

              
64  19.4 

                
57  13.2 

Heywood, 
Middleton and 
Rochdale PCT 

              
43  1.2 

              
24  19.9 

                
19  12.4 

Trafford PCT               
48  15.8 

              
28  20.2 

                
20  11.4 

Manchester PCT 

          83  17.8 
              
41  20.3 

                
42  15.3 

 
 
England 12,822 16.6 6,974 20.3 5,849 12.5 

 
This year, there has been a particular challenge in acquiring data on colorectal clinical lines 
of enquiry, normally provided within the colorectal service profile.  The colorectal profile has 
a number of indicators which have not yet been populated by NHS England.  This is due to 
the data controllers, the Health and Social Care Information Centre (HSCIC) reviewing its 
internal data release policies.  Despite this, the Colorectal Pathway Board has been able to 
review some service profile data on performance, specifically related to the 2 week wait, 31 
day and 62 day pathways (Figures 2 and 3). 
 
The same issues of data access have affected the National Bowel Cancer Audit Report 2014 
which has only been released in interim form (July 2014). Lack of access to hospital episode 
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statistics (HES) and inability to link audit data with HES has meant inability to perform case 
ascertainment and any form of risk adjustment. A final report is due later in the year. 
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Figure 2. Colorectal 31 day Pathway data Q2 & Q3 &Q4 2013 -14 
 
 

               

92.00%
93.00%
94.00%
95.00%
96.00%
97.00%
98.00%
99.00%

100.00%
101.00%

31 day wait for 1st treatment
Q2

31 day wait for 1st treatment
Q3

31 day wait for 1st treatment
Q4
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Figure 3. Colorectal 62 day Pathway data Q2 & Q3 & Q4 2013-14 
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Bowel cancer screening uptake is considered low nationally and rates of uptake across Greater 
Manchester are even lower.  Bowel cancer screening is offered to men and women aged 60 – 69 
every 2 years.  An upper age extension that will increase eligibility up to the age of 75 is being 
rolled out nationally. 
 
 
Table 7. Uptake and positivity rates by Greater Manchester CCG’s January – December 2013 
 

CGG Uptake rate Positivity rate 

Bolton 51.42% 1.53% 

Bury 54.14% 1.57% 

Central Manchester  37.44% 2.64% 

Heywood Midd & Roch 51.22% 1.69% 

North Manchester 40.05% 2.22% 

Oldham 51.33% 1.65% 

Salford 49.42% 1.92% 

South Manchester  42.50% 2.09% 

Stockport  54.10% 1.53% 

Tameside and Glossup 50.61% 1.65% 

Trafford 54.99% 1.47% 

Wigan Borough 52.33% 1.51% 

North West  52.44% 1.59% 

England  55.30% 1.82% 
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Figure 4. Quarterly Bowel Screening uptake rates January – December 2013 
 

 
 
 
Figure 5. Quarterly Positivity rates  January – December 2013 
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7. Patient experience  
 
Understanding the patient experience is important to the Pathway Board and National Cancer 
Patient Experience Survey (NCPES) data will be brought to the attention of the Board regularly.  
The 2013 NCPES data was discussed at the Pathway Board meeting on 16th July 2013.  In general, 
the data highlights a positive experience of colorectal cancer care from patients in Greater 
Manchester.  Both Salford Royal and East Cheshire Trusts had particularly strong responses from 
patients, with large numbers of items scoring above the national average. Certain items in the 
survey were discussed in the meeting where the national results seemed to be low, to try to 
identify areas for improvement. For example, Question 26 referred to patients being given 
information about the impact of the disease on work and education, the discussion in the Pathway 
Board suggested there could be improvement in information given to the patients and the 
possibility of standardising this across the area. 
 
Figure 6. NCPES (2013 response to Q19) 
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Figure 7. NCPES (2013) response to Q26 

 
 
 
Figure 8. NCPES (2013) response to Q68 

 
 
 
On the whole patient responses from most Trusts within Greater Manchester are within 10% of 
the national average and there are several questions where many Trusts responses are 
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significantly better than the national average.   Comprehensively, it is clear from question 70 that 
most patients had a positive experience of care. 
 
 
Figure 9. NCPES (2013) response to Q70 

 
 
The 2014 NCPES should be available in August 2014. The results will be discussed again, comparing 
with previous years to identify any recurring themes.  
 

8. Research and clinical trials  
 
Research is a high priority for the Colorectal Pathway Board and will be a regular agenda item at 
both the Pathway Board and the Clinical Subgroup.  Dr Michael Braun is the Research Lead for the 
Pathway Board and included in this role is highlighting research activity across the region and 
identifying new research opportunities.    Research reports have been reviewed at each meeting 
by the Pathway Board and Clinical Subgroup. These show that the Research Network was 
performing well by national comparators in 2nd place for RCT recruitment and 6th place for non 
RCT recruitment in 2013-14 and  exceeded its targets for research activity locally in 2013-2014.  
Projected data for this year indicates that recruitment at previous performance levels may be a 
challenge due to the trials available this year. 
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Figure 10. Number of Colorectal Cancer/Pre-Malignant Patients Recruited to NIHR Cancer 
Studies by Year 
 

 
 
 

9. Innovation in clinical practice 
 
Innovative activity occurs across the region from the adoption of Transanal Endoscopic 
Microsurgery (TEM) and Transanal Minimally Invasive Surgery (TAMIS) in several units, to robotic 
pelvic surgery at the Christie. 
Initially, the North West lagged behind other regions in the adoption of laparoscopic colorectal 
surgery but all the MDT’s now offer laparoscopic surgery.  The National Bowel Audit Programme 
report (2013) demonstrates the increased uptake across the region.   
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10. The Pathway Board  
 
10.1 Formation of the Board  
The principle of Manchester Cancer Pathway Boards is that they should be professionally and 
institutionally representative, yet small and manageable in size. To help Pathway Clinical Directors 
form institutionally representative Boards the Manchester Cancer central team sought 
nominations from trusts for their representative(s) on 16 of the 20 Pathway Boards. Nominations 
were not sought for Children’s, Sarcoma, Palliative Care and Early Diagnosis as alternative 
arrangements were necessary in these areas.  
 
For each Pathway Board trusts were asked to provide up to three nominations from a range of 
professions from which the trust representative(s) could be chosen. The team asked that 
nominations included a brief statement of the individual’s suitability for membership of the 
relevant Pathway Board. 
 
Nominations were passed to Pathway Clinical Directors who took them into account when forming 
their Boards. Trusts were informed during this process that Directors would not be obliged to 
accept all trust nominations but that, if a Pathway Clinical Director wished to appoint a trust 
representative that had not been nominated by their organisation, then this would be discussed 
with the Trust Cancer Clinical Lead. 
 
The GMCCN NSSG for Colorectal Cancer had been a functional and effective group with strong 
clinical representation from all trusts and had made significant achievements. It was primarily 
focussed on secondary care with strong surgical representation. As colorectal cancer is a common 
condition, with MDTs in all the trusts, multiple professionals are involved in the patient pathway 
and had been involved in the previous NSSG.  Limiting representation to a single individual from 
each trust onto the Pathway Board ran the risk of alienating clinicians and destroying clinical 
engagement and enthusiasm. Consequently, the decision was made for this tumour group, to 
create 2 overlapping groups – a Pathway Board group, to represent all specialities involved in 
patient care across the pathway including a single representative from each trust and a Clinical 
Subgroup, with up to 3 individuals per trust (one of whom would also be the Pathway Board 
representative). This had the advantage of allowed the Clinical Subgroup to focus on issues mainly 
relating to secondary care and the Pathway Board to have a more strategic focus. The meetings 
alternate between the Pathway Board and Clinical Subgroup and the minutes of each are 
circulated to the whole group. The Terms of Reference for the Pathway Board can be found in 
appendix 1. 
 
10.2 Membership  
 
The membership of the Pathway Board and the Clinical Subgroup is attached below, however the 
Pathway Board still requires patient representation.  This will be supported by Manchester Cancer 
who have been working with Macmillan Cancer Support to develop its approach to the 
involvement of people affected by cancer in its work.  The outcome of this will be the 
development of a framework of the involvement of people affected by cancer which will be 
produced later in the summer. 
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Table 8.  Manchester Cancer Colorectal Pathway Board Members  
 

(PB=pathway board, CSG= clinical subgroup) 

Clinical Director: Mrs Sarah Duff, Colorectal Surgeon, UHSM 

GP: Dr Sarah Taylor, Macmillan GP 

Screening: Dr Alistair Makin, Consultant Gastroenterologist, CMFT 

NW Screening QA/Public Health England: Ms Billie Moores 

Trust Representatives: 

Bolton 
Mr Paul Harris, Colorectal Surgeon (PB/CSG) 
Dr David Bisset, Consultant Histopathologist (CSG) 
Dr Rubeena Razzaq, Consultant Radiologist (CSG) 
 
Christie 
Mr Malcolm Wilson, Colorectal Surgeon (PB/CSG) 
Mr Scott Brown, Clinical Nurse Specialist (CSG) 
Chelliah Selvasekar, Colorectal Surgeon (CSG) 
 
CMFT 
Rajeev Kushwaha (PB/CSG) 
Deborah Hitchen, Clinical Nurse Specialist (CSG) 
Margaret Parker, Clinical Nurse Specialist (CSG) 
 
East Cheshire  
Mr Usman Khan, Colorectal Surgeon (PB/CSG) 
Mrs Angela Jeff, Clinical Nurse Specialist (CSG) 
Mr Simon Ward, Colorectal Surgeon (CSG) 
 
Mid Cheshire 
Mrs Caroline Bruce, Colorectal Surgeon (PB/CSG) 
Mrs Heather Hughes, Macmillan Colorectal Clinical Nurse 
Specialist (CSG) 
Dr Ming Tee, Consultant Radiologist (CSG)/ Dr De Anirban, 
Consultant Radiologist (CSG) 
 
Pennine 
Mr Saad Salman, Colorectal Surgeon (PB/CSG) 
Mr Peter Byrne, Colorectal Surgeon (CSG) 
Mr Zahirul Huq, Colorectal Surgeon (CSG) 
 

Salford 
Ms Amanda Ogden, Clinical Nurse Specialist (PB/CSG) 
Mr Dominic Slade, Colorectal Surgeon (CSG) 
Ms Vicky Kenyon, Clinical Nurse Specialist (CSG) 
 
Stockport 
Mr Edwin Clark, Colorectal Surgeon (PB/CSG) 
Mr Sajal Rai, Colorectal Surgeon (CSG) 
Ms Rebecca Costello, Clinical Nurse Specialist (CSG) 
 
Tameside 
Mr Kamran Siddiqui, Colorectal Surgeon (PB/CSG) 
 
UHSM 
Dr Anna Davenport, Consultant Histopathologist (PB/CSG) 
Mr Aswatha Ramesh, Colorectal Surgeon (CSG) 
Dr Rudralingam, Consultant Radiologist (CSG) 
 
Wigan 
Mr Marius Paraoan, Colorectal Surgeon (PB/CSG) 
Ms Yvonne Chantler, Colorectal Clinical Nurse Specialist 
(CSG) 

 

HPB: Mr Rahul Despande, Consultant HPB Surgeon, Pennine 

Medical oncology/research: Dr Michael Braun, Medical Oncologist, Christie 

Clinical oncology: Dr Mark Saunders, Clinical Oncologist, Christie; Dr Vivek Misra, Clinical Oncologist, 
Christie 

Stoma care: Ms Sheila Dolan, Lead Stoma Nurse, Stoma Services 

Radiotherapy paths/patient advocacy: Ms Lucy Davidson, Christie 

Palliative care: Dr Samantha Kay/Sr Gill Bulpin, Macmillan Nurse, UHSM 

Colorectal Specialist Nursing/palliative care/survivorship: Debbie West, CNS, UHSM 

Patient representative: TBC 
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10.3 Meetings  
 
To date there have been four meetings - two Pathway Board and two Clinical Subgroup meetings. 
Meetings are scheduled every 2 months and alternate between Pathway Board and Clinical 
Subgroup meetings. The approved minutes for both the Pathway Board and the Clinical Subgroup 
are included in the appendix 3. 
 
 

11. Progress and challenges to date  
Work on the Pathway Board began shortly after the recruitment of the Pathway Manager and to 
date there have been four meetings.  There has been significant progress to date which includes: 
 

 The development of new clinical guidelines  

 Creation of a  functioning Pathway Board and Clinical Subgroup 

 The development of a Bowel Cancer Screening project pilot together with NHS England and 
Bowel Cancer Screening QA 

 Scoping activity to benchmark regional performance in survivorship activity and early rectal 
cancer management 

 
 
Some of the challenges that have impacted on the work of both the Pathway Board and the 
Clinical Subgroup include: 
 

 Access to contemporaneous data and its limitations on modelling the pathway.  This has 
been recognised by Manchester Cancer and local solutions are being sought 

 Patient engagement onto the Pathway Board.  This will take place in conjunction with the 
framework developed by Manchester Cancer to ensure that patient representation is 
consistent and meaningful. 

 
 

12. Vision and objectives  
 
The Manchester Cancer Colorectal Pathway Board aims to improve survival and outcomes for 
colorectal cancer by reducing emergency admission, increasing early diagnosis and increasing 
uptake of bowel cancer screening. Improving patient experience of care with an increase in 
patient empowerment and knowledge through service development focussing on the National 
Cancer Survivorship Initiative framework will also be a priority. 
 
There are a range of projects that the Pathway Board and Clinical Subgroup will undertake to 
improve colorectal cancer services within the region.  The annual plan (which can be found in 
appendix 4) identifies the work that will be undertaken to support this in the next year. 
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13. Appendix 1 – Pathway Board Terms of Reference 
 

Colorectal Cancer Pathway Board 
Terms of Reference 
 
These terms of reference were agreed on 19th March 2014 by Sarah Duff, Pathway Clinical Director 
for Colorectal Cancer, and Mr David Shackley, Medical Director of Greater Manchester Cancer 
Services, on behalf of the Greater Manchester Cancer Services Provider Board. The terms of 
reference will be subject to future review.   

1. The Pathway Board 

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

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

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

2. Greater Manchester Cancer Services Provider Board 

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

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

 Bolton NHS Foundation Trust 

 Central Manchester University Hospitals NHS Foundation Trust 

 East Cheshire NHS Trust 

 Pennine Acute NHS Trust 

 Salford Royal NHS Foundation Trust 

 Stockport NHS Foundation Trust 

 Tameside Hospital NHS Foundation Trust 

 The Christie NHS Foundation Trust 

 University Hospital of South Manchester NHS Foundation Trust;  

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

3. Purpose of the Pathway Board 

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

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

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

4. Role of the Pathway Board 

The role of the Colorectal Cancer Pathway Board is to: 

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

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

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

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

Ensure that diagnosis and treatment guidelines are agreed and followed by all teams in provider 
trusts, and are annually reviewed. 

Ensure that all providers working within the pathway collect the pathway dataset measures to a 
high standard of data quality and that this data is shared transparently amongst the Pathway 
Board and beyond. 
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Promote and develop research and innovation in the pathway, and have agreed objectives in this 
area. 

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

Escalate any clinical concerns through provider trusts. 

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

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

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

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

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

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

5. Membership principles 

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

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

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

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

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

The Board will have named leads for:  

 Early diagnosis  

 Pathology  

 Radiology 

 Surgery 

 Oncology 

 Specialist nursing  



Manchester Cancer 
 

 

 Living with and beyond cancer (‘survivorship’) 

 Research 

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

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

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

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

A register of attendance will be kept: members should aim to attend at least 2of the 3 Pathway 
Board meetings annually and an individual’s membership of the Pathway Board will be reviewed in 
the event of frequent non-attendance. Each member will have a named deputy who will attend on 
the rare occasions that the member of the Board cannot.  

6. Frequency of meetings 

Both the Colorectal Cancer Pathway Board and the Clinical Subgroup will meet every four months. 

7. Quorum 

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

8. Communication and engagement 

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

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

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

 An annual engagement event to account for its progress against its work programme 
objectives and to obtain input and feedback from the local professional community 

 

 An annual educational event for wider pathway professionals and interested others to 
allow new developments and learning to be disseminated across the system 
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Representatives from all sections of the Greater Manchester Cancer Services professional body 
will be invited to these events, as well as patient and public representatives and voluntary sector 
partners. 

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

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

9. Administrative support  

Administrative support will be provided by the relevant Pathway Manager with the support of the 
Greater Manchester Cancer Services core team. Over the course of a year, an average of one day 
per week administrative support will be provided. 
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ATTENDANCE - PATHWAY BOARD MEETING 

 
COLORECTAL 
 

 
 
 
 

 NAME ROLE TRUST 19/03/2014 16/07/2014 

Paul Harris Colorectal Surgeon Bolton     

Mark Saunders Clinical Oncologist 

Christie  

    

Vivek Misra Clinical Oncologist     

Michael Braun Medical Oncologist     

Lucy Davidson 
Radiotherapy 
Pathways     

Alistair Makin 
Consultant 
Gastroenterologist CMFT     

Rajeev Kushwaha Colorectal Surgeon 
Deputy 
attended 

 

Usman Khan Colorectal Surgeon 
East 
Cheshire   

 Saad Salman Colorectal Surgeon 
Pennine 

    

Rahul Deshpande HPB      

Amanda Ogden CNS SRFT     

Mr Edwin Clark Colorectal Surgeon 
Stockport 

  
 Kamran Siddiqui Colorectal Surgeon Tameside     
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Anna Davenport 
Consultant 
Histopathologist  

UHSM 

    

Samantha Kay/Gill 
Bulpin     

 Deputy 
attended 

Debbie West 
CNS and Palliative 
Care      

Marius Paraoan Colorectal Surgeon WWL     

Caroline Whitaker Stoma Care Nurse 
Other 

    

Sarah Taylor GP   
 Billie Moores NW Screening QA Other   
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ATTENDANCE - COLORECTAL SUBGROUP  MEETING

NAME ROLE TRUST 26/02/2014 14/05/2014

Mr Paul Harris Colorectal Surgeon

David Bisset Consultant 

Histapathologist

Bolton

Rubeena Razaaq Consultant Radiologist 

Malcolm Wilson Colorectal Surgeon

Scott Brown Clinical Nurse Specialist The Christie

Chelliah Selvasekar Colorectal Surgeon

Rajeev Kushwaha Colorectal Surgeon

Deborah Hitchen Clinical Nurse Specialist CMFT

Margaret Parker Clinical Nurse Specialist

Usman Khan Colorectal Surgeon

Angela Jeff Clinical Nurse Specialist East Cheshire

Simon Ward Colorectal Surgeon

Caroline Bruce Colorectal Surgeon

Heather Hughes Macmillan Colorectal 

Clinical Nurse Specialist

Mid Cheshire

Ming Tee/De Anirban Consultant Radiologist 

Saad Salman Colorectal Surgeon

Peter Byrne Colorectal Surgeon Pennine

Zahirul Huq Colorectal Surgeon

Amanda Ogden Clinical Nurse Specialist

Dominic Slade Colorectal Surgeon Salford

Vicky Kenyon Clinical Nurse Specialist

Edwin Clark Colorectal Surgeon

Sajal Rai Colorectal Surgeon Stockport

Rebecca Costello Clinical Nurse Specialist

Mr Kamran Siddiqui Colorectal Surgeon Tameside 

Anna Davenport Consultant 

Histapathologist

Aswatha Ramesh Colorectal Surgeon UHSM

 Dr Rudralingam Consultant Radiologist 

Marius Paraoan Colorectal Surgeon WWL

Yvonne Chantler Clinical Nurse Specialist

COLORECTAL
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Colorectal Pathway Meeting minutes 
Wednesday 19th March, 2 pm – 4 pm  
Nightingale Lecture Theatre, UHSM 

 

Attendance: 
 
Sarah Duff                  Clinical Director and Consultant Colorectal Surgeon, UHSM 
Lucy Davidson           Radiotherapy pathways and patient advocacy, Christie 
Alistair Makin            Consultant Gastroenterologist and Screening Representative, CMFT 
Amanda Ogden         Clinical Nurse Specialist and Trust Representative, Salford 
Edwin Clark                Colorectal Surgeon and Trust Representative, Stockport 
Anna Davenport        Consultant Histopathologist and Trust Representative, UHSM 
Samantha Kay            Palliative Care Representative, UHSM 
Caroline Whitaker     Stoma Care Nurse 
Sarah Taylor               Primary care Representative  
Debbie West              Clinical Nurse Specialist and Palliative Care Representative, UHSM 
Gill Bulpin                   Macmillan Palliative Care Clinical Nurse Specialist, UHSM 
Scott Brown               Clinical Nurse Specialist and Deputy Trust Representative, Christie 
Debbie Hitchen          Clinical Nurse Specialist and Deputy Trust Representative, CMFT 
 
Apologies: 
 
Paul Harris                   Colorectal Surgeon and Trust Representative, Bolton  
Rajeev Kushwaha       Colorectal Surgeon and Trust Representative, CMFT 
Michael Braun            Medical Oncologist and Research Representative, Christie 
Caroline Bruce            Colorectal Surgeon and Trust Representative, Mid Cheshire  
Usman Khan               Colorectal Surgeon and Trust Representative, East Cheshire 
Saad Salman               Colorectal Surgeon and Trust Representative, Pennine 
Kamran Siddiqui        Colorectal Surgeon and  Trust Representative, Tameside 
Marius Paraoan         Colorectal Surgeon and Trust Representative, Wigan  
Billie Moores              NW QA Screening Director, NHS Screening Programmes 
Mark Saunders           Clinical Oncologist and Trust Representative, Christie 
Rahul Deshpande      Hepato Pancreato Bilary Representative 
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Agenda Item Action 

1. Background to Greater Manchester Cancer and Pathway Boards 
 
SD explained the rationale for the development of Pathway Boards which included 
the gap in cancer mortality rates between Manchester and the rest of England.  
Bowel screening uptake is also lower than the England average and there is later 
presentation.  SD  provided an overview of Greater Manchester Cancer and the 
Provider Board and the set-up of the Colorectal Cancer Pathway Board comprising 
the Pathway Board and the Clinical Sub group which will alternate meetings,  agree a 
mutual annual work plan and report to the Provider Board as a single entity. 
 

 
 
 
 
 
 
 
 
 
 

2. Bowel Cancer Screening Programme – Dr Alistair Makin 
 

AM explained that there were 3 colon screening units within Greater Manchester 
based at Bolton, Pennine and UHSM.  The evidence for the implementation of the 
national screening programme came from 2 studies undertaken in Nottingham and 
Denmark.  Following a pilot screening programme undertaken in 5 health authorities 
in the UK, the national programme was launched for 60 – 74 year olds and is 
analysed centrally.  If a cancer is detected, the patient is referred back to their local 
MDT.  In the first year of the screening programme 85% of people screened had GI 
symptoms at time of faecal occult blood, this has since reduced to around 50%.  The 
problem in Greater Manchester is low uptake in some areas. Cancers detected 
through the screening programme are of lower stage. 
 
AM then described Flexible Sigmoidoscopy screening, which has been piloted in the 
UK and is due to be rolled out imminently across the country.  The programme will 
be rolled out to all 55 year olds who can defer their screening invite for up to 5 
years.  ST indicated that her colleagues in primary care had not yet been made 
aware of this programme.  AM explained it will be rolled-out on a postcode basis 
and publicity will precede commencement of the programme. AD asked if there was 
a risk that some of the screening population would take up the offer based on other 
symptoms and whether the programme would ensure that such patients are 
encouraged to present to their GP’s if necessary as the flexible sigmoidoscopy alone 
may not be an adequate test for these patients.  AM hoped that the symptomatic 
group would have been identified earlier via primary care and investigated 
appropriately but also  explained that all nurses undertaking the screening would 
have a clinical mentor. 
 
AM outlined that the programme would need to be fully up and running by 20th 
March 2016 which would require sufficient numbers of trained and accredited 
endoscopists.  A significant challenge would be ensuring there was adequate 
capacity to deal with the uptake and recognising that this may vary across the 
Greater Manchester region. 
 
SD thought it would be important to tackle some of the issues that the screening 
programmes present, namely provision of patient information and primary care 
engagement.  AM explained that the bowel screening programme flagged non-
responders to GP’s and that some football clubs within Greater Manchester had 
allowed bowel screening health promotion services , but this was not the case for 
the major clubs who had been resistant to this.  
 
SD asked if targeting non-responders could be more personalised via GP practices 
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and AM explained there are research funds to support this.  ST described a process 
her practice had initiated to target patients by letter and stated that since their 
computer systems were alerted to non-attenders, uptake by had increased by 7%.   
 
SD queried approaching Greater Manchester’s screening hub to identify ways in 
which the national flexible sigmoidoscopy programme could better communicate its 
intentions to the local primary care services regarding postcode selection for 
implementation of screening. 
 
ACTION:  SD to liaise with ST about specifics of how the screening programme 
provides information about non-responders to GPs, areas for potential 
improvement  and contact Billie Moores regarding these areas, including GP 
engagement and postcode selection for the upcoming flexible sigmoidoscopy 
screening. 

 
 
 
 
 
 
 
 
 

SD 

3. Research Update  
 

SD explained the changes to Greater Manchester and Cheshire Cancer Research 
Network, which will be merging into Clinical Research Networks.  SD also identified 
that the region had exceeded the recruitment targets for both RCT’s and overall 
studies.  There are no new RCT’s for colorectal cancer which may be a challenge to 
achieving recruitment targets going forward.  SD thought it would be useful to 
develop a list of trials and a named person for research and a named research nurse 
within each Trust.  This could be supported by a Pathway Board information leaflet 
to include a short summary of trials available. 
ACTION: SD to work with Trust representatives to identify named research 
leads/research nurses and R & D contacts at each trust. 

 
 
 
 
 
 
 
 
 

4. Proposed work plan for Colorectal Pathway Board 
 

SD outlined the Peer Review process and Pathway Board responsibilities.  SD 
identified that the National Peer Review team was expecting ‘local solutions’ to 
meet the requirements of Network Peer Review. The Strategic Clinical Network and 
GM Cancer Services Provider Board have not explained how this will happen yet.  SD 
explained that the Colorectal Peer Review would include revised measures and was 
due at the end of July but there is no external review for Colorectal Peer Review this 
year 

 
SD also discussed some further priorities of the Pathway Board which included 
mapping the patient pathway in order to improve certain areas.   This would 
hopefully improve outcomes and the patients’ experience. Areas for benchmarking 
across the region were discussed including perioperative assessment, management 
of early rectal cancer, follow-up and survivorship. 

 
AM suggested looking at the various ways symptomatic patients are accessing 
services and the need for clear guidelines on what is happening where, particularly 
when patients present or are referred via CATS services.  ST stated that she had 
audited  local 2WW referrals for lower GI and 60% had met NICE guidelines.   
EC wanted to focus on research as he felt that there was a lack of knowledge of the 
patients who should go forward for certain trials,  also the area of metastasis – who 
develops  metastasis, metastatic site and treatment given .   EC would also like 
information mortality across the region.  He thought it would be useful to provide 
this data to patients.   ST would like guidelines on ending chemotherapy for 
terminally ill patients.  AM thought it would be useful to understand what the 
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outcomes are in T1-T4 across Manchester. 
 
ACTION: SD to liaise with HBP and lung teams for to see whether there are 
local data sources for rates of metastasis resection/consideration for resection  
 
SD to develop questionnaires for benchmarking data and present at next CSG 
meeting for discussion 

 
 
 
 
SD 

5. A.O.B 
 

There was no other business 

 

6. Dates for next meetings 
 

 Clinical Sub-group – 20th May, 2 pm – 4 pm CTCCU Seminar Room 

 Colorectal Pathway Board – 16th July, 2 pm – 4 pm Nightingale Centre 
Lecture Theatre 
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Colorectal Clinical Subgroup minutes 
Wednesday 26rd February, 3pm – 5pm  

Seminar Room 7, ERC, UHSM 
 

Attendance: 
 
Sarah Duff                  Consultant Colorectal Surgeon, UHSM 
Michael Braun           Consultant  Medical Oncologist,  Christie 
Malcolm Wilson        Colorectal Lead Clinician,  Christie 
Saad Salman              Colorectal MDT Lead,  Pennine Acute 
Ramesh Aswatha      Consultant Surgeon and MDT Lead, UHSM 
Laura Morrison          Colorectal Audit Manager,  Christie 
Lee Malcomson         Audit Manager,  Christie  
Zoe Coombe              Cancer Research Network Manager,  Christie 
Melissa Wright          Pathway Manager, Greater Manchester Cancer Services 
Anne Usansky            Nurse Practitioner,  Christie 
Scott Brown               Colorectal Clinical Nurse Specialist,  Christie 
Karen Telford             Colorectal Consultant Surgeon, UHSM 
Chelliah Selvasekar   Colorectal Consultant Surgeon, UHSM 
Angela Jeff                  Colorectal Clinical Nurse Specialist, East Cheshire 
Usman Khan          Colorectal Lead Clinician, East Cheshire 
Kamran Siddiqu          Colorectal Lead Clinician, Tameside 
 
 
Apologies: 
 
Paul Harris, Bolton 
Caroline Bruce, Mid Cheshire 
Dominic Slade, Salford 
Nick Lees, Salford 
 
Felix Mazarelo, CMFT 
Edwin Clark, Stockport 
Andrew Renehan, Christie 
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Agenda Item Action  

1. Update – Manchester Cancer, Cancer Pathways, Colorectal Pathway 
Board  

SD welcomed everyone to the meeting.  SD provided some background to 
the cancer pathway structure and why she wanted the lead clinicians to 
meet.  It was explained that regionally, cancer mortality has reduced but 
the gap between the rest of England has not reduced.  Bowel screening 
uptake is also lower than England average and there is later presentation. 
 
SD then explained the Greater Manchester and Cheshire Cancer Services 
structure and its relationship with the Provider Board who would act as an 
Executive Committee. The aim is to achieve world-class outcomes and 
experience for patients in Greater Manchester. It was explained that the 
Colorectal Pathway Board should represent the whole pathway, from 
primary care through to survivorship and end of life care and include a 
patient representative.   
 
SD clarified that the Pathway Board would allow clinicians and other 
interested parties to work together to develop and improve pathways and 
services, ensure all patients have access to a similar level of service, which 
would be detailed in a project plan. 
 
To ensure the work of the GMCCN Colorectal Site Specific Group was not 
lost and continued to allow comprehensive secondary care clinician 
engagement across the region, it was proposed that the Colorectal Pathway 
Board consist of 2 groups – a pathway board and a clinical subgroup. The 2 
groups would alternate meetings, have a joint work programme and report 
to the Provider Board as a single entity. There would be overlap between 
the groups, a single trust representative from each trust would sit on the 
Pathway Board and up to 3 representatives for the Clinical Subgroup.  
A question was asked regarding commissioning.  It was felt that this group 
will be critical to informing commissioning decisions.  SD thought that data 
collection to map the pathway would be important to identify any gaps in 
provision. 
 
It was noted that the previous GMCCN Colorectal SSG  had been more 
functional than other clinical specific groups which  will support the 
development of project plans.  SD requested that Lead Clinicians at the 
meeting nominate members for the Pathway Board in their own Trusts for 
SD to choose from to allow the Pathway Board to be truly multidisciplinary 
in its composition.  The first meeting will be taking place on 19th March.   
 
ACTION: All Lead Clinicians to nominate a member and deputy member 
for the Pathway Board 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SD/Lead 
Clinicians 

2. Research Update 
ZC explained that Cancer Research Networks will no longer exist in their 
current form but will be merging with the Clinical Research Networks.  
There will be six divisions to these networks and cancer will be in the first 
division. 
 
MB discussed the Greater Manchester and Cheshire colorectal cancer 
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research report and explained that Mid Cheshire would not be in the 
figures  due to overlap into adjacent regions.  He explained that the targets 
are being met and have already been exceeded for the year and the RCT 
component has increased through the efforts of surgeons and oncologists.  
MB also reported that Aristotle is up and running however Focus 4, which is 
a complex chemotherapy study, was yet to begin. 

3. Regional Audit Update 
LM went through the results of the audit into Utilisation of Adjuvant 
Chemotherapy in Colon Cancer.  LM explained the aims and objectives of 
the audit which collected data from 10 MDT’s from April 2013 to current 
date.  In regards to identifying which patients to include within the audit, 
LM looked at the indicators and case mix to identify those considered for 
adjuvant chemotherapy and those who had already started. 481 patients 
with colon cancer have been included in the audit to date. 
 
A question was asked regarding outcome measures and whether these 
were included in the audit.  LM identified that this will be looked at and 
data will be collected regarding this. 
 
A question was asked regarding surgical access techniques.  LM stated that 
she is asking for this data but the information is not always available.  SD 
asked if there was an easier way for trusts to contribute the data to LM for 
the audit. LM explained that having MDT minutes was very useful and she 
has links with all the MDT coordinators. 
 
LM then went on to talk about the outcomes of the Complete Response 
register which focuses on rectal cancer patients who have had long course 
chemotherapy.  LM clarified that there were 186 patients on this register, 
98 of whom were from Greater Manchester and Cheshire, the remainder 
from the other 3 participating regions. 127 of the 186 have had observation 
only, the recurrence rate appears to be 4% currently.   LM indicated that 
there was a need to look at disease-free survival at 3 years which Lee 
Malcomson will be working on and will continue to follow them up.  LM 
asked if members did have any appropriate patients, to send their details to 
the patient referral team 
 
ACTION: Lead Clinicians to forward all appropriate patients for Complete 
Response 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Lead Clinicians 

4. Regional Stoma rates 
SD explained that in March 2013, NBOCAP notified the region that18 month 
stoma rates for Greater Manchester and Cheshire were 62%  compared to 
the England average of 51%.  A decision was taken to ask the individual 
Trusts to analyse the data sent back from NBOCAP internally. Subsequently, 
GMCCN contacted NBOCAP to explain the internal audit that was to take 
place and NBOCAP decided that this was fine as a response and the 2013 
NBOCAP report was published.  
However, the regional data required assessment and that which had been 
returned  was presented by SD. Issues surrounding methodology were 
discussed. In GMCCN, there are more patients than average with high ASA, 
advanced tumours and comorbidity, all of which are associated with higher 
rates of non-closure. There were significant problems with the data with 
many trusts reporting inaccurate data and incomplete denominators. 
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16. Appendix 4 – Pathway Board Annual Plan 2014/15 
 

 

Colorectal Cancer Pathway Board Annual Plan 2014-15 

Pathway Clinical Director:  
 

Sarah Duff 

Pathway Board Members: 
 

MC_PB&CSG 
membership.doc

 
Pathway Manager:  
 

Melissa Wright 

Date agreed by Pathway Board:  16th July 2014 

SD re-enforced that going forward, NBOCAP submissions need careful 
checking (probably already happening because of surgeon-specific outcome 
reporting), need to think about whether early ileostomy closure could 
become a regional target. 
(3.3.14: Subsequent return of data from one of the largest trusts shows that 
the number of stomas at this trust in the NBOCAP data was so incorrect 
that the overall effect on the regional data will have altered it significantly. 
Correcting for this alone moves the regional rate to 52% ie. back to the 
average) 

 

5. Proposed Colorectal Pathway Board work programme 
SD discussed some of the challenges for the pathway board which included 
data and how this would be provided, screening issues, two week wait 
data, and Trust level data to understand the picture across the region.  SD 
was unclear of how to access data on metastasis/recurrence as this is not 
collected nationally, however it was recognised that HPB surgeons on 
MDT’s could support referral routes.  SD identified that the patients in the 
current regional audits could be monitored prospectively for development 
of recurrence.  SD also discussed the prospect of PROMS/LARS scores which 
could be developed. Involvement of patients in the Pathway Board would 
help guide the choice of patient outcome measures  
 
Regional surveys of patterns of care were discussed including follow-up and 
survivorship services, this would give a picture of how different patient 
experience is in different areas. Patient directed follow-up is topical but the 
patient has to remain the focus of care and it was discussed that changes in 
follow-up should not be simply due to financial pressures.   

 

6. A.O.B 
There was no other business 

 

7. Dates for next meetings 

 Colorectal Pathway Board – 19th March  

 Clinical Sub-group – 20th May 
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Date agreed by Medical Director: 
  

 

Review date:  
 

16th July 2015 

 

Summary of objectives  

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

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

 

No Objective Alignment with Provider Board 
objectives 

1 To increase screening uptake to above the 
national average 

1-year SURVIVAL 

2 To improve patients experience of care in line 
with the National Cancer Survivorship Initiative  

Patient EXPERIENCE 

3 Enhance recruitment of colorectal patients to 
clinical trials 

RESEARCH and INNOVATION 

4 To update network guidelines and develop new 
guidelines as required 

RESEARCH and INNOVATION 

5 To monitor, measure and assess colorectal 
cancer services across the region 

Patient EXPERIENCE 
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Objective 1: To increase screening uptake to above the national average 

Objective:  
 

To increase screening uptake to above the national average.   
The initial project will identify patients who have a positive FOB test through the 
NHS Bowel Screening Programme, but have not attended the local screening 
programme for a colonoscopy. 

Rationale:  
 
 
 

Screen detected cancers are diagnosed at an earlier stage than symptomatic 
cancers  and survival of screen detected cancers following surgery is higher 

By (date): 
 

August 2019 

Board 
measure(s):  

Screening uptake by CCG 

Risks to 
success:  
 

This project will only succeed if there is involvement and engagement of the 
required stakeholders.  Currently, this project will not be able to financially 
incentivise GP’s to support the delivery of the project.  Work will be undertaken at 
the start of the project to engage the right stakeholders including NHS England and 
local screening programme representatives.  There will also be consultation with the 
Colorectal Cancer GP representative to identify the best methods to engage GP’s in 
this pilot.   

Support 
required:  
 

What support does the Board need from Manchester Cancer to deliver its objectives 
and implement its vision? 
Manchester Cancer will need to communicate this objective with the lead 
commissioner for cancer.    

 
 

Work programme  

Action Resp.  By (date) 

Engage with NHS England PHE team and Regional Quality Assurance 
Team to discuss areas of mutual interest 

SD May 2014 

Plan GP project to increase screening uptake including pathway 
models to engage patients back into the local screening programme 

Pilot 
screening 
group 

July 2014 

Implementation meeting to finalise communication strategies to 
support the pilot 

Pilot 
screening 
group 

September 
2014 

Pilot to start Pilot 
screening 
group 

November 
2014 

Evaluation Pilot 
screening 
group, 
SD/MW 

April 2014 

Plan GP education event (with HPB and upper GI PB). Colorectal focus 
on BCSP and GP involvement 

SD/CDs 
of HPB 
and 
upper GI 
PB 

January 2015 

Plan ongoing projects with NHS England, BCSP and QA team, aiming Pilot November 
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to address earlier involvement with GPs encouraging patients to 
participate in screening 

screening 
group 

2014 

 

Work programme 

Task Resp.  
May-
June 

Jul-Aug Sep-
Oct 

Nov-
Dec 

Jan-
Feb 

Mar-
Apr 

May-
June 

Jul-Aug 

Engage with NHS 
England PHE team and 
Regional Quality 
Assurance Team to 
discuss areas of 
mutual interest 

SD         

Plan GP project to 
increase screening 
uptake including 
pathway models to 
engage patients back 
into the local 
screening programme 

Pilot 
screen
ing 
group 

        

Implementation 
meeting to finalise 
communication 
strategies to support 
the pilot 

Pilot 
screen
ing 
group 

        

Pilot to start Pilot 
screen
ing 
group 

        

Evaluation Pilot 
screen
ing 
group 

        

Plan GP education 
event (with HPB and 
upper GI PB). 
Colorectal focus on 
BCSP and GP 
involvement 

SD/CD
s of 
HPB 
and 
upper 
GI PB 

        

Plan ongoing projects 
with NHS England, 
BCSP and QA team, 
aiming to address 
earlier involvement 
with GPs encouraging 
patients to participate 
in screening 

Pilot 
screen
ing 
group 
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Objective 2: To improve patients’ experience of care in line with the National 
Cancer Survivorship Initiative 

Objective:  
 

To improve patients experience of care in line with the National Cancer Survivorship 
Initiative.  This will involve developing a benchmark of the current picture and 
evaluating the best method of developing this across the sector. 

Rationale:  
 

This objective will improve patient’s experience of care and their ability to self-
manage by interpreting national guidance to reflect local aspirations. 

By (date): 
 

August 2019 

Board 
measure(s):  

National Cancer Patient Experience Survey. 

Risks to 
success:  
 

Slow process to implement change across all Trusts as well the lack of patient 
representative on the Colorectal Pathway Board will impact on the progress of this 
objective.  Work will be undertaken to engage a patient representative following 
Manchester Cancers plans with Macmillan for effective patient partnership 

Support 
required:  
 

The development of a Manchester Cancer User Involvement Charter as well as 
support from the Living with and Beyond pathway to guide any proposed changes. 

 

Work programme  

Action Resp.  By (date) 

Discussion around survivorship at Pathway Board SD July 2014 

Regional survey of current practice Lead 
Clinicians/CNS 

September 
2014 

Present findings to Board SD November 
2014 

 

Work programme 

Task Resp.  
May-
June 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

Mar-
Apr 

May-
June 

July-
Aug 

Discussion around 
survivorship at 
Pathway Board 

SD         

Regional survey of 
current practice 

Lead 
Clinicia
ns/CN
S 

        

Present findings to 
Board 

SD         
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Objective 3: Enhance recruitment of colorectal patients to clinical trials  

Objective:  
 

Enhance recruitment of colorectal patients to clinical trials by benchmarking this 
activity across the region. 

Rationale:  
 

All patients should be offered the opportunity to participate in clinical trials as this 
improves and enhances their treatment experience. 

By (date): 
 

August 2017 

Board 
measure(s):  

Regionally provided update figures on clinical trials 

Risks to 
success:  

Availability of appropriate trials across the region, adequate research nurse support 
within each trust 

Support 
required:  

Research Network to provide data on trial activity. If areas of low activity identified, 
research network may need to investigate and ensure support is available 

 
 

Work programme  

Action Resp.  By (date) 

Regular presentation of clinical trials data at meetings MB On-going 

Areas of low uptake to be discussed with lead clinicians SD On-going 

Work with the Research Network to reduce any identified regional 
imbalance 

SD/MW On-going 

 

Work programme 

Task Resp.  
May-
June 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

Mar-
Apr 

May-
June 

July-
Aug 

Regular presentation 
of clinical trials data at 
meetings 

MB         

Areas of low uptake to 
be discussed with lead 
clinicians 

SD         

Work with the 
Research Network to 
reduce any identified 
regional imbalance 

SD/M
W 
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Objective 4: To update network guidelines  

Objective:  
 

To update network guidelines and develop new guidelines as required. 

Rationale:  
 

To provide consistency and equity of service across the region. 

By (date): 
 

August 2016 
 

Board 
measure(s):  

N/A 

Risks to 
success:  
 

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

Support 
required:  

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

 

Work programme  

Action Resp.  By (date) 

Develop list of network guidelines requiring updating SD June 2014 

Prioritise guidelines for revision/update  SD August 2104 

Identify areas where new guidelines are required CSG/PB August 2014 

Form working groups for specific guideline updates SD/MW September 
2014 

Work undertaken to revise guidelines CSG/PB March 2015 

Present revised guidelines to PB SD May 2015 

Adoption and publication, once ratified on Manchester Cancer 
website 

MW June2015 

Assess progress at 1-year CSG/PB June 2015 

Revise work programme as necessary  CSG/PB July 2015 

 

Work programme 

Task Resp.  
May-
June 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

Mar-
Apr 

May-
June 

July-
Aug 

          

Develop list of 
network guidelines 
requiring updating 

SD         

Prioritise guidelines 
for revision/update  

SD         

Identify areas where 
new guidelines are 
required 

CSG/P
B 

        

Form working groups 
for specific guideline 
updates 

SD/M
W 
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Work undertaken to 
revise guidelines 

         

Present revised 
guidelines to PB 

SD         

Adoption and 
publication, once 
ratified on 
Manchester Cancer 
website 

MW         

Assess progress at 1-
year 

CSG/P
B 

        

Revise work 
programme as 
necessary  

CSG/P
B 
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Objective 5: To monitor, measure and assess colorectal cancer services across 
the region  

Objective:  
 

To explore the range of data available that will support the measurement of 
colorectal cancer services. 

Rationale:  
 

To understand the performance of colorectal cancer services across the region and 
identify and analyse any variations in performance. 

By (date): 
 

August 2016 

Board 
measure(s):  

2 week wait data, 31 and 62 patient pathway data. 

Risks to 
success:  

It is anticipated that more measures will be included to measure performance but 
this can only happen when there is significant improvement in the availability of 
data. 

Support 
required:  

A wider range of data important in evaluating the performance of colorectal cancer 
will need to be made available in a timely manner. 

 

Work programme  

Action Resp.  By (date) 

Data on performance is collated MW On-going 

Performance data is presented at CSG/PB meetings SD On-going 

Data is analysed to identify breaches and any patterns within breaches CSG/PB On-going 

Information regarding breaches is brought to the attention of cancer 
managers 

MW/SD On-going 

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

SD/MW On-going 

 

Work programme 

Task Resp.  
May-
June 

July-
Aug 

Sept-
Oct 

Nov-
Dec 

Jan-
Feb 

Mar-
Apr 

May-
June 

July-
Aug 

Data on performance 
is collated 

MW         

Performance data is 
presented at CSG/PB 
meetings 

SD         

Data is analysed to 
identify breaches and 
any patterns within 
breaches 

CSG/P
B 

        

Information regarding 
breaches is brought to 
the attention of 
cancer managers 

MW/S
D 

        

Additional data on 
performance is 

SD/M
W 

        



Manchester Cancer 
 

 

reviewed as/when it 
becomes available 
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17. Appendix 5 – Colorectal NSSG Work Programme 2013-14 
 

 
Colorectal Network Site Specific Group  

 
Work Programme for April 2013 – March 2014 

 
Measure 11-1C-102d & 11-1C-120d  

 

Work Programme Agreement 
 

Position Name Date Agreed 

Chair of Network Board 
 

Dr Mike Burrows – NHS Greater Manchester  

Chair of NSSG  
(on behalf of NSSG members) 

Mr Selvasekar – The Christie NHS Foundation Trust 13th June 2013 

CSG Lead Clinicians Mr Paul Harris – Royal Bolton NHS Foundation Trust 
Mr Rajeev Kushwaha – Central Manchester University Hospitals NHS Foundation Trust 
Mr Malcolm Wilson – The Christie NHS Foundation Trust 
Mr Usman Khan – East Cheshire NHS Trust 
Mr Arif Khan – Mid Cheshire Hospitals NHS Foundation Trust 
Mr Roger Brammer & Mr Saad Salman – Pennine Acute Hospitals NHS Trust 
Mr Dominic Slade – Salford Royal NHS Foundation Trust 
Mr Mohammed Saeed – Stockport NHS Foundation Trust 
Mr Kamran Siddiqui – Tameside Hospital NHS Foundation Trust 
Mr Felix Mazarelo – Trafford Division of Central Manchester University Hospitals NHS Foundation 
Trust 
Dr Susan Pritchard – University Hospital South Manchester NHS Foundation Trust 
Mr Marius Paraoan – Wrightington, Wigan & Leigh NHS Foundation Trust 

13th June 2013 

Clinical Lead for Research Network Prof Nigel Bundred  

 
 
Colorectal Clinical Sub Group 1C Measures and Tumour Specific Network Board 1A Measures - National Cancer Peer Review Internal Validation Report 4th 
September 2012 
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Action 

Number 

 
Key Questions / 

Concerns  

 
Peer Review Team Comments 

 
Action Plan Details 

 
Director / 
Clinician 

Responsible 

 
Key Milestones 

 
Target 
date 

 
Progress up 

to  
including date 
of completion 

Actions from 2012 Peer Review 

 
1 
 

 
Serious Concern 

There is no clinical oncology input to 4 
of the MDTs across the network and 
very low attendance at another. This 
prevents full MDT discussion & 
exploration of all the radiotherapy 
treatment options 

Complete a network wide review of 
oncology support 

Helen Barlow/ 
Chair 

 Collect data 
relating to non-
surgical oncology 
support to MDTs 

 All Trusts to 
validate data 
collected 

 Produce summary 
report & develop 
action plan to 
address issues 

Dec 2012 
 

The Acute 
Oncology 

Service project 
will be 

recruiting 
additional 

oncologists in 
the Network 

which will 
increase the 
level of cover 

 
2 
 

 
Serious Concern 

There are major problems reported in 
achieving the 62 day waiting times 
target for colorectal cancer patients 
across the network 

Complete review of the Colorectal 
pathway 
Design & implement optimum pathway 
across the network 

Brian 
Knowles/Chair 

 Establish working 
party to review 
existing pathway 
& make 
amendments 

June 2012 New pathway 
agreed & 

implemented 
Complete 

 
3 
 

 
Concern 

The presence of 2 liver MDTs within 
the network is contrary to the IOG, 
although the CSG assured the review 
team that they do not feel that this has 
any negative impact on patient care 

Continue discussions with the National 
Cancer Action Team 

Chair  April 2013 Discussions 
are ongoing 
with NHS Gtr 

Mcr 

 
4 
 

 
Concern 

There is a lack of network wide 
governance of colorectal stenting 
practice with reliance on individual 
Trusts to monitor their own service 

Review CSG stenting guidelines Chair/ 
Nick Lees 

 Complete review 
of existing 
guidelines 

 Draft revised 
guidelines for 
proposal to the 
CSG 

March 2012 
 

June 2012 
 
 
 

June 2012 
 

Revised 
Stenting 

guidelines 
agreed and 

implemented 
 
 

Complete 
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 Agree & sign off 
new guidelines 
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Clinical Lines of Enquiry in line with the Colorectal Service Profiles 
 
 

 
Action 

Number 

 
Key Areas 

 

 
Aim/Objective 

 
Milestones / Action Plan Details 

 
Director / 
Clinician 

Responsible 

 
Target Date 

 
Progress up to  
including date 
of completion 

Clinical Indicator: 

1 Size/Population 
covered by MDT 

To support the overall aims of Improving 
Outcomes: A Strategy for Cancer and keep 
in step with the commissioning function of 

cancer services 

Encourage, monitor and report progress of 
all MDTs staging and data completeness 

Chair/Lead 
Clinicians 

Ongoing 

Standing agenda 
items for 

discussion at 
CSG meetings 

and regular 
reporting of 

progress with 
staging, waiting 
times, patient 
satisfaction, 
enhanced 
recovery 

2 Demographics 

3 Specialist 
Team/Latest peer 
review assessment 

4 Throughput 

5 Waiting Times 

6 Clinical practice 

7 Outcomes & 
Recovery 

8 Patient Experience 

9 Proportion of newly 
diagnosed colorectal 
cancers being 
radiologically staged 
with CT scanning (and 
in the case of rectal 
cancer, with MR 
imaging of the pelvis) 
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Key Areas Aim / Objective Milestones / Action Plan Details Director / Clinician 

Responsible 
Target Date Progress up to  

including date of completion 

Service Improvement and Development – Implementation of IOG incorporating 3 year Service Delivery Plan 

Anal Cancer 
 
 

1. Establish centralised 
MR and PET CT 
staging. 

2. Lead centre for 
SeNSAR trial 
(sentinel node 
biopsy) 

3. Introduction of tissue 
HPV testing 

1. Updated guidelines agreed 
through CSG 

2. Outline application with HTA  
3. Awaiting national 

standardisation laboratory 
procedures 

Andrew Renehan/Chair 1. June 2012 
 

2. August 2012 
 

3.Late 2013 
 

 

Continued prospective audit through 
established database 
Recruitment start in first half of 2013 
 
Testing rates 

“Beyond IOG” plan 
for locally recurrent 
rectal cancer & 
complex pelvic 
cancer 

- Understand the 
issues 

- Scope the need 
- Appraise options 

 

- Issues identified 
- Action plan in place 

 

GMCCN Director/Chair March 2015  

Enhanced Recovery 
 
 
 

Default service for colorectal 
cancer resections 

- Maintain reduction in LOS 
- Consistent patient 

satisfaction results 
- Increase in day of surgery 

admissions 

Dominic Slade/Chair March 2013 Colorectal expertise being utilised to 
spread ER into other specialties e.g. 
gynae, urology 

Laparoscopic 
Surgery 

Offer lap. colorectal resections 
to all patients fulfilling the 
criteria 

 Chair March 2015 3 LAPCO trainers in place, all units 
now offering lap. surgery 

Low Rectal Cancer 
 
 
 

1. To ensure patients with 
low rectal cancer receive 
the best possible 
outcomes with regard to 
local and systemic 
recurrence, survival, 
function and quality of 
life 

2. To comply with current 
and future IOGs relating 
to management of low 

1. All multidisciplinary teams to 
have received specialist training 
(LOREC or equivalent) that 
includes updated training on the 
role of pre-op MRI in option-
giving 

2. The minimum number of cases 
to be treated surgically by an 
MDT per year, required to attain 
and retain expertise, to be 
agreed by the CSG if not 

Chair March 2015 Salford Royal NHS Foundation Trust 
MDT attended LOREC, Leeds in June 
2011  
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rectal cancer determined nationally by future 
IOGs 

Follow Up 
 

To agree Network wide, 
evidence based follow-up 
guidelines 

 Chair June 2012 Nationally funded follow-
up/survivorship pilot nearing 
completion 

Pathways 
 
 

To improve waiting times for 
62day patients 

- Revise pathway 
- Breach analysis to identify 

areas of improvement 
- Track progress 
- Ongoing pathway reviews 
 

Chair June 2012 Revised pathway agreed & 
implemented. Breach analysis ongoing 

 
Key Areas 

 
Aim 

 

 
Milestones / Action Plan Details 

 
Director / Clinician 

Responsible 

 
Target Date 

 

Progress up to  
including date of completion 

Patient and Carer Feedback and Involvement 

 
Patient Involvement 
 

 
Ensure patients and carers 
views are represented at the 
CSG meetings and embedded 
into service development 
 
 
 
 

 
Identify new patient representative for 
the group 
 

 
Chair 

 
September 2012 

 
New representative identified and will 
be attending CSG meetings from 
September 2012 

 
Patient Experience 
 
 

 
Review findings from local MDT 
patient experience surveys and 
National Cancer Patient Survey 
 
 
 
 

 
Results from 2011 Patient Survey due 
Aug/Sept 2012 – to be discussed at 
December 2012 CSG meeting 

 
Chair 

 
December 2012 

 

 
Information 
Prescriptions 
 
 

 
For all Wave 3 Trusts to have 
effectively implemented 
Information Prescriptions by Dec 
2012 

 

 Obtain  over view of current 
practice, resources, IT support 
and training needs 

 Development and delivery of 

 
Chair/GMCCN Informations 

Prescriptions project 
manager 

 
May 2012 

 
 

July 2012 
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 training & agreement of individual 
Trust action plans 

 Implementation of IP’s across 
Wave 3 Trusts 

 
 

Dec 2012 

 
 

Key Areas 
 

 
Aim / Objective 

 
Milestones / Action Plan 

Details 

 
Director / Clinician 

Responsible 

 
 

Target Date 

 
Progress up to  

including date of completion 

Education 

Advanced 
Communication 
Skills 

Ensure all appropriate staff attend 
the course 

To ensure 100% of all Network 
core MDT clinicians have 
completed the training 

Individual Trust responsibility December 2012 75% of core MDT clinicians completed 
the training at June 2012 

Audit 

 
National Audit 
Projects 
 

Improve data submission and 
completeness into the National 
Bowel Cancer Audit 

Network audit lead to report on 
the current status of 
submission to the National 
audit at the CSG meetings 
CSG to draw up resultant 
action plan based on local 
MDT action plans 

GMCCN audit lead 
 
 
 
MDT leads 

Ongoing 
 
 
 
Ongoing 

 

 
Local Audit 
Projects 
 

a) Anal Cancer Management 
b) Complete Response 

Repository 
c) Management of patients with 

rectal cancer prior to definitive 
surgery (Supra Network Audit) 

d) Polyp cancers 
e) Enhanced Recovery 

 a) Lead clinician, Christie 
b) Lead clinician, Christie 
c) Lead clinician, Christie 
 
 
d) TBC 
e) TBC 

a) March 2012 
b) Ongoing 
c) March 2012 
 
 
d) Sept 2013 
e) Dec 2012 

 

Performance 

 
Monitor cancer 
waiting times data 

 
To improve waiting times for 
patients and reduce the number of 
breaches 

 
Quarterly CWT figures to be 
presented & discussed at CSG 
meetings 

 
Chair/Trust Chief Executives 

 
Ongoing  
Quarterly monitoring 

 
Revised pathway agreed & 
implemented by June 2012 

 
Monitor staging 

 
To ensure that 70% all patients 

 
Quarterly staging figures to be 

 
Chair/MDT Lead Clinicians 

 
Ongoing  

 
Increase to 75% for GMCCN by Dec 
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data 
 

staged at MDTs presented & discussed at CSG 
meetings 

Quarterly monitoring 2011 

Research 

 
Recruitment of 
patients into 
clinical trials (11-
1C-120d) 

 
To achieve 7.5% for RCT & 10% 
for non RCT 

 
Quarterly trial recruitment 
figures to be presented & 
discussed at CSG meetings 

 
Chair/Research Lead/Lead 

Clinicians 

 
Ongoing  
Quarterly monitoring 
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18.Appendix 6 – Network Guidelines 2013 – 14 
 

 
Colorectal Network Site Specific Group  

 
Network Guidelines for April 2013 – March 2014 

 
 

 
 

 
 

 
Network Guidelines Agreement 
 

Position Name Date Agreed 

Chair of Network Board 
 

Dr Mike Burrows – NHS Greater Manchester  

Chair of Colorectal NSSG  
(on behalf of NSSG members) 

Mr Selvasekar – The Christie NHS Foundation Trust 13
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The guidelines for the management and treatment of colorectal cancer can be found on the Greater Manchester & Cheshire Cancer 
Network Website at www.gmccn.nhs.uk. Please go to the pages relating to Colorectal NSSG via Network & Services/Network 
Groups/Network Site Specific Groups. 
 

The following guidelines have been reviewed and agreed by the Colorectal NSSG on 13th June 2013 and are due for review in June 2014: 
 

Data Collection 
 
Colorectal Network-wide Minimum Dataset (MDS) – Appendix A 
 
Network Policy for Collection of Colorectal Cancer MDS – Appendix B 
 
Royal College of Pathologists Colorectal Dataset – Appendix Y(i) 
 
Royal College of Pathologists Liver Dataset – Appendix Y(ii) 
 
 
GMCCN Clinical Guidelines 
 
Primary Care Referral Guidelines Multi Document – Appendix C 
 
Management Guidelines & Early Assessment Protocol for Rectal Cancer – Appendix D 
 
Referral & Management Guidelines for Patients with Anal Cancer – Appendix E 
 
Network Agreed Colorectal Cancer Investigation Protocol – Appendix F 
 
Network Policy on Named Medical Practitioner with Clinical Responsibility – Appendix G 
 
Network Agreed Onward Referral Policy – Appendix H 
 
Referrals for Patients Outside the Agreed Primary Care Referral Process – Appendix I 
 
Management of Patients with Known or Suspected Hepatic Metastases from Colorectal Cancer – Appendix J 
 

http://www.gmccn.nhs.uk/
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Non-Surgical Oncology Guidelines – Appendix K 
 
Referral Criteria for Peritoneal Tumours to the Peritoneal Tumour Service – Appendix L 
 
Network Agreed Guidelines for Surgical Emergencies – Appendix M 
 
Colorectal NSSG Stenting Guidelines – Appendix N 
 
Colorectal NSSG Laparoscopic Surgical Guidelines & Practitioners – Appendix O 
 
Colorectal Cancer Imaging Guidelines – Appendix P 
 
Network Guidelines for Enhanced Recovery After Surgery (ERAS) – Appendix Q 
 
Rectal Cancer Complete Response Guidelines – Appendix R 
 
Chemotherapy Treatment Algorithms – Appendix 8 
 
 
National Guidelines 
 
Guidelines for Resection of Colorectal Cancer Liver Metastases – Garden et al – Appendix S 
 
Association of Coloproctology Guidelines for the Management of Colorectal Cancer – Appendix T 
Guidelines for the Management of Colorectal Cancer (2007), The Association of Coloproctology of Great Britain & Ireland 
 

UK Guidelines for Colorectal Cancer Screening & Surveillance in High Risk Groups – Appendix U 
 
Guidelines for Implementation of Enhanced Recovery Protocols – Appendix V 
 
NICE Guidance for Colonoscopic Surveillance for Prevention of Colorectal Cancer – Appendix W (i) 
(in people with ulcerative colitis, crohn’s disease or adenomas guidelines) 
 

NICE – Colonoscopic Surveillance Guideline Consultation Comments May/June 2010 – Appendix W (ii) 
 
NICE – Colonoscopic Surveillance 2nd Consultation Comments Dec 2010/Jan 2011 – Appendix W (iii) 
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GUT Adenomatous Polyp Cancer Guidelines – Appendix X 
 
National Bowel Cancer Screening Programme Pathology Guidelines – Appendix 9 
 
Royal College of Pathologists – Tissue Pathways for Liver Biopsies for the Investigation of Medical Disease – Appendix Z 
 
Pathways 
 
Pathway for Skin Cancer of Anal & Perianal Area – Appendix 1 
 
Teenage & Young Adult (TYA) Patient Pathways GMCCN & LSCCN – Appendix 2 
 
Rehabilitation Care Pathway for Colorectal Tumour – Appendix 3 
 
 
Patient Surveys 
 
National Patient Survey for Colorectal NSSG 2010 – Appendix 4 
 
GMCCN Patient Survey for Colorectal 2011 – Appendix 5 
 
 
Research 
 
Colorectal NSSG Agreed Research Trials List 2013/2014 – Appendix 6 
 
 

 


