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Executive summary
The Gynaecology pathway board has only been in existence since its first meeting on the 2nd
May and has only met once more since then. The attached report and work plan reflects this
timescale.
The board has been responsive, positive and constructive and will look to build on this work
plan with over the next 12 months.
The board has faced a number of challenges in its first 4 months. The most significant being,
that it has been constituted at a time when there remained a significant lack of clarity on the
configuration of the service.
Also, currently there is no patient representative on the board. The board are keen that this
is resolved in the near future and will work with Manchester cancer to address this issue and
then put in place appropriate supportive measures for the patient representative.
However even with this short time period it has made good progress such as the following –







Started to develop a GP educational programme in collaboration with local CCGs.
Will support the commissioners by agreeing the clinical outcomes to be used to measure
the newly commissioned service.
Will establish sub groups with non-board members from the wider Gynaecology
stakeholder community to re-design the gynaecology pathway and standardise it across
greater Manchester and east Cheshire.
It has begun a review and refresh of all clinical guidelines
It has commenced its audit programme

As part of the on-going work plan the board will agree the outcome measures or outputs
that will be used to assess and monitor the patient and carer experience along the whole
pathway. This will be addressed as part of this year’s action plan.
As part of this it is also planning to support patients and carers better in living with and
beyond their disease by getting a deeper understanding of the non-surgical elements of the
pathway and designing appropriate supportive measures. It will also support the agenda of
the detection, prevention and awareness cross cutting group.
The board sees this as a key function and one that it looks forward to undertaking.
In the coming year the board has set 3 objectives and these are –




Optimise data collection to generate outcome measures
Develop agreed and standardised follow-up process
Improved uptake of HPV vaccination programme
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Introduction
2013/14 was a transitional year for cancer services in Greater Manchester and East Cheshire.
The Greater Manchester and Cheshire Cancer Network ceased to exist in March 2013 when
cancer networks nationally were amalgamated into strategic clinical networks as part of the
NHS reorganisation. In Greater Manchester this coincided with the creation of Manchester
Cancer, an integrated cancer system for Greater Manchester and East Cheshire.
Twenty Manchester Cancer Pathway Clinical Directors were appointed in late 2013 and took
up their roles on 1st January 2014. They spent the first months in post forming their Pathway
Boards, multi-professional clinical groups from across the region. These pathway Boards are
now formed and most had their first meeting in April/May of 2014.
As such, this is a transitional annual report. It outlines the current configuration of services,
the progress in forming the Pathway Board, the data on outcomes and experience that the
Board took into account when setting its objectives, and what those objectives are for
2014/15 and beyond. In July 2015 every Manchester Cancer Pathway Board will publish a full
annual report, outlining the work of its first full year and its progress against those
objectives.
This annual report is designed to:
 Provide a summary of the work programme, outcomes and progress of the Board –
alongside the minutes of its meetings, its action plan and it scorecard it is the key
document for the Board.
 Provide an overview to the hospital trust CEOs and other interested parties about the
current situation across Manchester Cancer in this particular cancer area
 Meet the requirements of the National Cancer Peer Review Programme
 Be openly published on the external facing website.

1. General overview
The Gynaecology pathway board replaces what was the Gynaecology Network Site Specific
Group (NSSG) of the previously constituted Greater Manchester and Cheshire Cancer
network (GMCCN).
This was a multi-professional group chaired by Mr Brett Winter-Roach, who is a Consultant
Gynaecology surgeon and is now based at Christie NHS Foundation Trust and also a member
of the Manchester Cancer pathway board.
The Gynaecology multi-disciplinary Team members are expected to operate according to the
following standards, all of which this policy is based on:
Improving Outcomes Guidance in Gynaecology cancer, NICE 2006
Manual for Cancer Service Standards, Gynaecology measures, January 2014
National specifications
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2. Background to the pathway
The purpose of the board is to ensure that services for patients with suspected or diagnosed
gynaecology cancers are being delivered in accordance with NICE Improving Outcomes
Guidance and peer review cancer quality measures, as well as further developing the
standards of care for those patients in a post treatment phase of the pathway.
In principle, the basis of the pathway board is the same as the old NSSG with members
drawn from referring acute trusts and the four constituent MDTs, as well as the clinical
support services involved in cancer management along the entire patient care pathway.
The old NSSG functioned very well and made the pathway as efficient as possible, with wellconstructed guidelines and referral processes. The new pathway board will benefit from this
experience as the majority of the pathway board made up of previous members of the NSSG.
The chair has been replaced and Dr Lisa Barraclough is now the pathway director.
The NSSG had a work plan and service delivery programme to cover the period 2013 – 2014
and this has been adopted for delivery by the pathway board.
The named local diagnostic gynaecology teams carry out the diagnostic process for patients
from their own catchment, referring patients to the specialist gynaecology cancer teams for
specialist care.
Low risk endometrial cancer may be managed by individual surgeons from the diagnostic
teams provided that they are named as a member of the diagnostic service, and they attend
the specialist MDT as a core member.
Previously three specialist gynaecology multi-disciplinary teams (SMDT) were in existence
(UHSM, SRFT and CMFT), however due to an on-going reconfiguration of services there are
now two SMDTs to cover Greater Manchester and East Cheshire. These SMDTs are at CMFT
and The Christie NHS FT.

3. Configuration of services
The Greater Manchester and Cheshire Cancer Network is the largest Cancer Network in the
country covering a population just over 3 million. For gynaecology cancer the population has
been geographically organised into the following organisational sectors.
North West Sector:
Wrightington Wigan and Leigh NHS Trust
Royal Bolton Hospital NHS Foundation Trust
Salford Royal NHS Foundation Trust
North East Sector:
Pennine Acute Hospitals NHS Trust (Bury, North Manchester, Oldham, Rochdale)
Central Manchester University Hospitals NHS Foundation Trust
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South Sector:
Tameside Acute NHS Foundation Trust
Stockport Foundation NHS Trust
University Hospital of South Manchester NHS Foundation Trust
Christie Hospital NHS Foundation Trust
East Cheshire NHS Trust

Mid Cheshire NHS Trust was previously a stakeholder organisation however they have now
agreed pathway links with North Staffordshire NHS Trust and therefore do not have a
pathway into Greater Manchester services.
These three sectors have previously fed into one of the three SMDTs. Following previous
agreement with the commissioners regarding surgical reconfiguration in 2012/13, specialist
gynaecology surgery at Salford Royal NHS FT relocated to The Christie on 1st April 2014
where the SMDT is now hosted. UHSM was due to move to The Christie on 1st August 2014.
There was a proposal from the commissioners also on 1st April to move to a one centre
service model with only Central Manchester FT (CMFT) as the single site for delivery of
specialised gynaecology surgery. The commissioners have since taken wide consultation with
the trusts and clinicians and have proposed a one centre-two site service model at CMFT and
The Christie, with CMFT as the lead provider. As this communication was made on 21st July
2014 we are still in discussion regarding the details of the surgical organisation but the
proposal is that some activity from UHSM will be referred to CMFT. The traditional
geographical process of referral to one site or another may alter according to what surgical
technique is recommended by the SMDT.
Two SMDTs have been approved at CMFT and at The Christie. The move of the south sector
SMDT to join The Christie SMDT will therefore proceed as planned on 8th August.
During this period of change of service delivery it is imperative that the level of care to the
patients remains unaffected and that the patient care pathway is not compromised in any
way. Some of these changes in service may therefore proceed as interim arrangements
while the final service configuration is planned in a considered way.
The Christie Hospital is the Tertiary Referral Centre for the Cancer Network. Radiotherapy is
delivered at The Christie Hospital and the satellite radiotherapy units based at Royal Oldham
Hospital and Salford Royal.
Chemotherapy and clinical trials for gynaecology are predominantly delivered at The Christie
Hospital, although local chemotherapy is currently available at a number of local trusts
across the area. Increased access to chemotherapy and clinical trials closer to home for
gynaecology cancer patients will be an aim for the board, working in conjunction with the
Systemic Anti-Cancer Therapy pathway.
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The service provides surgical care for
 High-risk endometrial cancer
o Serous, clear cell or G3 endometrioid endometrial cancer with or without
radiological evidence of myometrial invasion
o G1 and G2 endometrioid endometrial cancer with >50% myometrial invasion
on MRI (FIGO stage 1b on pre-operative assessment)
 Carcinoma of cervix
 Suspected ovarian cancer
 Vaginal or vulval cancer
 Cyto-reductive treatment of recurrent cancer
Exenterative surgery is managed in conjunction with inter-disciplinary pelvic surgical teams
at The Christie and CMFT.

4. 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.

5. Clinical information and outcomes
Clinical outcome assessment and review is a fundamental part of clinical care delivered in
gynaecology cancer in the Manchester region. All new patients referred to The Christie
should have a web based form generated and completed by the reviewing clinician. Data
regarding demographics, tumour detail, comorbidity and treatment plan are documented
prospectively. The web forms are updated when the outcome changes in terms of response
to treatment, progressive disease or death.
Clinical web forms are completed for all patients with cancer of the cervix, uterus, vagina
and vulva being treated at The Christie with radiotherapy and chemotherapy. Some patients
with cancer of the ovary have completed web forms. The system does not currently capture
patients as they attend for surgical procedures.
The aim is to capture all patients referred for management of gynaecological cancer in the
region and complete outcome forms as follow up continues. The aim is to capture these
patients as they are referred through the two SMDTs via a web based SMDT referral form.
These forms will be populated sequentially and prospectively as each patient proceeds
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through their care pathway. All health care professionals involved in the patients' care will
be able to edit the outcome form as appropriate when events occur.
National statistics
Endometrial cancer is the fourth most common cancer in women in the UK and is the tenth
most common cause of cancer death in women in the UK. In 2011 there were around 8500
new cases diagnosed and almost 75% of all new cases occur in women in the 40 -74 age
bracket.
Survival rates are increasing with an almost 25% increase in survival rates in the last 40 years
and almost 75% of women diagnosed are likely to survive for at least 10 years. (See
appendix 4)
Ovarian cancer is the fifth most common cancer and the fourth most common cause of
cancer death in women in the UK. Survival has improved however, around 6,500 cases are
diagnosed each year and most of these patients are detected at a late stage. The majority of
patients will respond to chemotherapy, but most will relapse, contributing to around 4,400
deaths annually.
Survival for ovarian cancer has improved over the last 35 years, but long-term rates are still
low (Figure Six). For women diagnosed in England during 2003-07, the one- and five-year
age-standardised relative survival rates were 70% and 41%, respectively, compared to 42%
and 21%, respectively, for women diagnosed in
England and Wales during 1971-75.

Cervical cancer is the twelfth most common cancer in women with around 3100 new cases
diagnosed in 2011. Over three-quarters of all new cases of cervical cancer cases are
diagnosed in women aged 25-64. Cervical cancer is the most common cancer in females
under 35 in the UK.
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Cervical cancer incidence in Great Britain decreased by nearly half between the late 1980’s
until the early 2000s, but the last decade has seen an increase in rates in younger women.
Two thirds of women with cervical cancer survive their disease for five years or more and
death rates have decreased by 71% in the UK since the early 1970s.
Cervical cancer survival is higher in women diagnosed at a younger age. Women under 40
years of age have survival rates of almost 90%.
Clinical Lines of Enquiry
The number of ovarian surgical procedures per annum each surgeon performs at Central
Manchester FT and at The Christie will be monitored ensuring a minimum of 15 cases per
year. All patients are staged using FIGO 2009 system and all cervix cancer cases are staged
fully with MRI and assessment of nodal status. Surgical enhanced recovery systems are in
place at the specialist surgical centres. Local survival statistics for cancer of the cervix, vagina
and vulva are available for comparison with national data. Endometrial cancer survival data
will be available imminently. We aim to have accurate local ovarian cancer survival by next
year. CNS’ are available to the surgical teams at all units and centres. Cover rotas are less
well established across the units as there is only one CNS per unit. This issue is currently
being addressed.
Primary prevention
Vaccination with Human Papilloma Virus (HPV) has a predicted 63% reduction in
development of invasive cancer (Cuzick et al). When introduced in 1998, the uptake of the
vaccination was over 90%. In recent years this has reduced. We have met with the primary
prevention team at Public Health England in order to work together to improve vaccination
uptake in teenage females. The aim is that this will be through education of secondary and
primary schools and school nurses, also delivery of information via many routes including
social media, via Jo's Trust and a campaign innovated by one of our medical students with
the backing of Manchester Medical School.
Uptake of vaccination data for 2013-14 is currently unavailable. We will use this as a baseline
against which the benefit of further interventions may be measured.
Predicted impact of vaccination against human papillomavirus 16/18 on cancer incidence and cervical
abnormalities in women aged 20-29 in the UK. Cuzick et al, Lancet 2010;102(5);933-9

Secondary Prevention
The average national cervical smear uptake is 78.3% for 2013. Within the Greater
Manchester region it ranges from 65.5-76.1%.
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Coverage (Target 80% of eligible population screened in last 5 years):source Open
Exeter Report Practice Profile
COVERAGE (25-64) 2013
COVERAGE (25-64) 2014
Organisation
(Apr 13)
(Dec 13)
NHS BOLTON CCG
73.4%
73.2%
NHS BURY CCG
75.6%
75.1%
NHS CENTRAL MANCHESTER CCG
66.2%
65.5%
NHS HEYWOOD, MIDDLETON AND
ROCHDALE CCG
73.6%
73.4%
NHS NORTH MANCHESTER CCG
68.1%
67.7%
NHS OLDHAM CCG
73.4%
73.2%
NHS SALFORD CCG
70.7%
69.9%
NHS SOUTH MANCHESTER CCG
69.1%
69.0%
NHS STOCKPORT CCG
76.8%
76.1%
NHS TAMESIDE AND GLOSSOP CCG
74.4%
74.2%
NHS TRAFFORD CCG
74.0%
73.6%
NHS WIGAN BOROUGH CCG
76.0%
75.4%

There has been extensive media coverage of Sophie's Choice campaign to reduce the
screening age in England from 25 to 20 years of age. This was discussed in Parliament on
01/05/2014. As cervical screening below 25 years does not improve survival the advice
should be that all patients with irregular vaginal bleeding should be referred to a
gynaecologist for investigation, as described in the NICE Referral Guidelines for Suspected
Cancer-Gynaecological Cancer 2005. This requires improved education for GPs and practise
nurses. Our colleagues at Public Health England are also happy to work alongside us towards
this aim.
Primary and secondary prevention projects have been discussed with the Pathway Board at
both meetings on 2/5/14 and 4/7/14. Actions so far have been through the Pathway Director
In collaboration with Public Health England in order to identify contacts in Local Authorities
and CCGs. Future directions will involve other members of the Pathway Board to enhance
education events.

6. Patient experience
Feedback on patient experience has in the past been gained from local surveys but has most
recently been obtained from the local elements of the national cancer survey and from
individual feedback from patients and carers.
The 2013 survey suggested that nationally gynaecological cancer were in the top 20% of
scores for most of the questions including able to contact CNS, time spent with CNS, given
written information about side-effects of treatment (of the last one, only breast cancer
patients scored more).
Locally, although the numbers that responded are small, the national survey would suggest
that generally patients are satisfied with the service they receive although the pathway
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board will always strive to provide the best we can and learn from patients and what they
want.
The responses from the 2012/13 national survey are below.
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7. Research and clinical trials
There is a robust research infrastructure between Manchester University, The Christie, the
Paterson Institute and the Wolfson Molecular Institute for Cancer. Table 2 sets out trial activity
and accrual.
There is a further surgical metformin endometrial cancer trail being run from St Mary's Hospital. A
new surgical trial support team has recently been established at The Christie that will facilitate
new trial development with an aim of increasing unit involvement where possible. This is already
being arranged at Wigan with the metformin study.

Table 2 number of gynaecology cancer patients recruited to NIHR cancer studies by year
- 12 -
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8. Innovation in clinical practice
The service has recently introduced volumetric modulated arc radiotherapy and pulsed dose rate
brachytherapy to support patient the range of patient treatments on offer.
Whilst not an innovation, the patient experience has been greatly enhanced by the opening of a
new brachytherapy suite at the Christie.

9. The Pathway Board
9.1.

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 board agreed the terms of reference at the second meeting on 4 th July and these can be found
in appendix one.

9.2. Membership
The board is comprised of the members as listed in the table below. They are an experienced
group with most having served on the previous NSSG.
At this point in time there is no patient on the board. However the board is keen to include these
in their membership and will co-ordinate their inclusion through Manchester cancer.
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Table 3 Pathway board members July 2014

9.3. Meetings
The board has met twice and has agreed to meet six times a year. These meetings have been
scheduled for this calendar year. The minutes for the May board and the draft minutes from the
July board are contained with appendix 2.
The meeting attendance is recorded within appendix 2.
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10. Progress and challenges to date
The board has made good progress in its first three months of existence. Against a testing
background of service re-configuration the board members have responded well and proved to be
enthusiastic and positive about delivering change for their patients.
The board also made progress in getting a GP representative as a member, however there is still
no patient representative and the board remains keen that this gap is addressed as soon as is
possible.
The Pathway director has also been collaborating with Public Health England on primary and
secondary prevention measures.

11. Vision and objectives
The vision of the board is in the first instance to support the commissioners in delivering an IOG
compliant gynaecological service for Greater Manchester and East Cheshire. It will, in the first
instance by supporting the commissioning process in any way it can.
Secondly it will also look to standardise the cancer pathways to ensure that all patients have the
same route through to treatment.
The board feels that there is a lack of robust data to inform them on their patient population and
their outcomes. Over the next 12 months the board will work with the relevant stakeholders to
identify and measure the appropriate and meaningful outcome measures.
Lastly it will better understand the experiences and outcomes for those patients on the nonsurgical pathway and those patients living with and beyond their disease to improve the outcomes
and experience for patients and carers.
The board will amend this vision accordingly, as it becomes better informed by the outcome
measures.
The pathway board intends to ensure that the Gynaecology cancer service:







Is in line with all national guidance/standards
Is compliant with the IOG standards.
Considers the whole care pathway for patients, both surgical and non-surgical.
Promotes high quality care and reduces inequalities in access and service delivery.
Takes account of and acts on the views of patients and carers.
Exploits the opportunities for service and workforce redesign and innovation.
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12. Appendix 1 – Pathway Board Terms of Reference

Manchester
Cancer
Gynaecology Cancer Pathway Board
Terms of Reference
These terms of reference were agreed on July 2014 by, Dr Lisa Barraclough, Pathway Clinical
Director for Gynaecology 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

1.1. The Gynaecology 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.
1.2. 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 Gynaecology cancer care in Greater Manchester. The Pathway Board also has membership
and active participation from primary care and patients representatives.
1.3. The Gynaecology 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

2.1. 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).
2.2. 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
- 16 -
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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;

2.3. The Provider Board regularly invites representatives of commissioners, the Strategic Clinical
Network, and Manchester Cancer to its meetings.

3.

Purpose of the Pathway Board

3.1. The purpose of the Pathway Board is to improve cancer care for patients on the Greater
Manchester Gynaecology 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.
3.2. The Pathway Board will gain a robust understanding of the key opportunities to improve
outcomes and experience by gathering and reviewing intelligence about the Gynaecology
cancer pathway. It will ensure that objectives are set, with a supporting work programme
that drives improvements in clinical care and patient experience.
3.3. 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 Gynaecology Cancer Pathway Board is to:
4.1. Represent the Greater Manchester Cancer Services professional and patient community for
Gynaecology cancer.
4.2. Identify specific opportunities for improving outcomes and patient experience and convert
these into agreed objectives and a prioritised programme of work.
4.3. 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.
4.4. 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.
4.5. Ensure that diagnosis and treatment guidelines are agreed and followed by all teams in
provider trusts, and are annually reviewed.
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4.6. 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.
4.7. Promote and develop research and innovation in the pathway, and have agreed objectives in
this area.
4.8. Monitor performance and improvements in outcomes and patient experience via a pathway
scorecard, understanding variation to identify areas for action.
4.9. Escalate any clinical concerns through provider trusts.
4.10. Highlight any key issues that cannot be resolved within the Pathway Board itself to the
Medical Director of Greater Manchester Cancer Services for assistance.
4.11. Ensure that decisions, work programmes, and scorecards involve clearly demonstrable
patient participation.
4.12. Share best practices with other Pathway Boards within Greater Manchester Cancer Services.
4.13. Contribute to cross-cutting initiatives (e.g. work streams in living with and beyond cancer
and early diagnosis).
4.14. Discuss opportunities for improved education and training related to the pathway and
implement new educational initiatives.
4.15. 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

5.1. 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.
5.2. Provider trusts not part of Greater Manchester Cancer Services can be represented on the
Pathway Board if they have links to the Greater Manchester Gynaecology cancer pathway.
5.3. All specialties and professions involved in the delivery of the pathway will be represented.
5.4. The Board will have at least one patient or carer representative within its membership
5.5. One professional member of the Pathway Board will act as a Patient Advocate, offering
support to the patient and carer representative(s).
5.6. The Board will have named leads for:


Early diagnosis
- 18 -
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Pathology
Radiology
Surgery
Oncology
Specialist nursing
Living with and beyond cancer (‘survivorship’)
Research
Data collection (clinical outcomes/experience and research input).

5.7. 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.
5.8. These named leads will link with wider Greater Manchester Cancer Services Boards for these
areas where they exist.
5.9. 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).
5.10. A register of attendance will be kept: members should aim to attend at least 5 of the 6
meetings annually and an individual’s membership of the Pathway Board will be reviewed in
the event of frequent non-attendance.
5.11. 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

6.1. The Gynaecology Cancer Pathway Board will meet every two months.

7.

Quorum

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

8.

Communication and engagement

8.1. Accurate representative minutes will be taken at all meetings and these will be circulated
and then validated at the next meeting of the Board.
8.2. All minutes, circulated papers and associated data outputs will be archived and stored by the
Pathway Clinical Director and relevant Pathway Manager.
8.3. 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:
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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

8.4. 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.
8.5. 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.
8.6. 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

9.1. 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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13. Appendix 2 – Pathway Board meeting attendance

14. Appendix 3 – Pathway Board minutes to 31st July 2014
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MINUTES
DATE: 02/05/2014
Member’s attendance:
Mr Kehinde Abidogun
Dr Ann Mills
Dr Susan Davidson
Dr Mike Smith
Mr Rick Clayton
Mrs Vanessa Hilton-Watts

Bolton
Bolton
Christie
Christie
Central
Macclesfield

Karen Blackburn
Mr S Burns
Karen Blackwood
Mr Vincent Hall
Ann Lowry

UHSM
WWL
WWL
Macclesfield
Central

Mr S Ali
Mr Murray Luckas
Mrs Sally Petith
Ms Jo Dzyra
Mr Kyle Gilmour

Pennine
Leighton
Leighton
Stockport
Tameside

In attendance
James Leighton

Manchester cancer

Apologies
Mr Richard Slade
Dr Andrew Clamp
Catherine Holland
Dr Sukumar George
Dr Richard Hale
Debbie Beadle


Christie
Christie
Central
Stockport
Stockport
Tameside

Introductions and apologies

Dr Barraclough (LB) welcomed all to the meeting and noted the apologies received.


Introduction to Manchester cancer

LB outlined the purpose of the pathway board and clarified the only role of members is in reviewing the
whole pathway as a stakeholder in improving the outcomes for patients. She stressed that the priority
would be to create and maintain an efficient and effective pathway.


Board member introductions

The board members present introduced themselves to the meeting. James Leighton (JL) explained that
there would be a patient representative on the board. Their participation would occur after an engagement
event to be held in conjunction with Macmillan cancer which is now confirmed to take place on 23rd June.
GP representation is also an intention of the board; this will be co-ordinated centrally by Manchester
Cancer.


Discussion of board objectives

LB outlined that there were a number of outline objectives for the board, these are –


Improved data collection
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Development of pathway board work plan
Design and deployment of services that will meet the needs of the patients
Identify opportunities for change
Maintain the guidelines for Gynaecological cancer

 Terms of reference
The terms of reference were circulated prior to the meeting and no objections were raised.

 Board roles
LB outlined that within the terms of reference each board is expected to have the following functions
identified and that a nominated member will take a leadership function on behalf of the board –
 Early diagnosis
 Pathology
 Radiology
 Oncology
 Research
 Living with and beyond cancer
 Specialist nursing
 Data collection
 Surgery
There were no roles identified at the meeting, this will be reviewed and confirmed at the next meeting of
the board.
ACTION – Board roles to be an agenda item at the next board meeting
JL
 Service re-configuration
LB provided a brief summary on the history and context of the reconfiguration of gynaecological surgery
reconfiguration.
LB outlined the need for clinical consensus on the planned service. The board then had a wide ranging
round table discussion on the commissioning intentions, current options and possible implications for
providers and patients.
No actions were agreed for the board as at this stage the follow-up actions would be led by the providers.
LB agreed to keep board members informed in the event of future developments.
 Research
A discussion took place on the board’s role with regard to research. LB outlined that the research lead
would have a reporting function on behalf of the board and that there probably would be a research lead
for chemotherapy, radiotherapy, surgery and supportive care.
 Educational event
Board members were asked to consider holding an educational event on Gynaecological cancer.
Members agreed to consider both the topic of the meeting and the target audience. This is to be discussed
at the next board meeting.
Action - JL to put on agenda of next board meeting.
 Feedback survey
There were 7 responses to the circulated survey, this will be reviewed at the next board meeting.
Action - JL to put on agenda of next board meeting.
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 Any other business
There was no other business discussed
 Date & Venues for next meeting
The board agreed to meet every other month on a Friday afternoon from 2-4 and will be initially based at
the Christie.
The next meeting of the board will be on 4TH July 2014 at 14.00hrs in Room 6 of the Trust administration
block.
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GYNAECOLOGICAL PATHWAY BOARD MEETING
MINUTES
DATE: 04/07/2014
Member’s attendance:
Dr Barraclough (Chair)
Miss Ali-Ross
Dr Ann Mills
Dr Susan Davidson
Ann Lowry
Mrs Vanessa Hilton-Watts
Karen Johnson
Dr Suku George
Dr Richard Hale
Mr Brett Winter-Roach
Mr Kyle Gilmour

Christie
Bolton
Bolton
Christie
Central
Macclesfield
Christie
Stockport
Stockport
Christie
Tameside

Mrs Sally Petith
Leighton
Julie Orford
UHSM
Mr S Burns
WWL
Karen Blackwood
WWL
Dr Manisha Kumar
CM CCG
Dr Andrew Clamp
Christie
Miss Catherine Holland Central
Ms Jo Dzyra
Stockport
Dr Amruta Talwalkar WWL
Julie Dale
Pennine

In attendance
James Leighton

Manchester cancer

Apologies
Mr Richard Slade
Mr Murray Luckas
Debbie Beadle
Mr Vincent Hall


Christie
Leighton
Tameside
Macclesfield

Mr S Ali
Mr Rick Clayton
Dr Mike Smith

Pennine
Central
Christie

Introductions and apologies

Dr Barraclough (LB) welcomed all to the meeting and noted the apologies received.
 Minutes of the last meeting and matters arising
These were accepted as an accurate record of the meeting.
 Patient representation
LB provided a verbal report on the patient involvement event that took place on 23rd June in collaboration
with Macmillan.
 Feedback from stakeholder survey
LB thanked everyone that responded and gave a review of the range of responses that came back. The
board then discussed a number of issues that came out of the survey –
Follow-up processes - It was clear that there was significant variance on how patients are followed up and
there was a significant board discussion on this covering who should be/should not be followed-up, how
out-reach services are supported.
There was also concerns with CNS’ undertaking follow-up care as this may have an impact on their
capability to provide such a service and their training needs have yet to be identified.
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Out-reach clinics - there were also issues raised on specialist surgeons providing out-reach clinics,
specifically how appropriate this model of care was and how these could be rolled out wider across the
Manchester cancer footprint.
Management of the MDT – there was then a wide ranging discussion on how efficient and effective the
current MDT process was. With concerns expressed that all professional opinions need to be heard and
that the meeting need to be effectively chaired.
Also that at the end of each patient discussion the documentation is completed and that all members agree
the content. The board also felt that there needed to be improved feedback to referring sites on the
outcomes of the discussions.
There was also a discussion on how the SMDTs might get larger within time and that there needs to be
agreement on which patient gets discussed in which MDT and when to ensure efficient use of participants
time.
There was also a discussion on the need for and the provision of local diagnostic MDTs within referring
units. The group also reviewed the guideline document for the management of gynaecological cancer. Dr
Mills also outlined the current practice within Bolton concerning local diagnostic MDTs.
The board was unable to reach a consensus view on this issue. LB asked that all the units were asked to
review the preparation for the MDT to streamline the meeting more.
Action – all units to review supporting processes and administration of MDT meeting
 Primary prevention
LB updated the board on a recent meeting with Public Health England on HPV vaccination and cervical
screening and how Manchester cancer can support these initiatives.
She then informed the board on proposals to use social media to educate and help improve access to these
initiatives.
 Secondary prevention
Julie Dale gave the board an update on a planned “listening into action” event that will be taking place at
Fairfield general on. LB asked that she feedback to the board on the event at the next meeting to see if it
could be replicated elsewhere.
Action – Julie Dale to report back at next meeting
 Follow-up questionnaire
This was discussed within the item on the stakeholder survey.
LB tabled a follow up questionnaire that could be used to gather what Gynaecology patients wanted from
their follow-up care. The board also suggested that the clinical staff are also asked for their views on how
follow-up care is delivered.
Following review of the questionnaire and suggested amendments it was agreed to proceed with the
questionnaire and to include all cancer types.
Action – LB & JL to devise plan for questionnaire distribution and collection of responses
 Research
The board noted the report tabled from the NIHR on numbers participating in clinical trials.


Education
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LB reminded the board that Endometrium week will be scheduled for the end of September and it is
planned that Manchester Cancer will be involved with this.
Ann Lowry also raised a wound management event organised via the CNS network. LB agreed to meet to
discuss how this could be supported by the board.
Action – LB to discuss with AL
 Feedback survey
Discussed as part of the item on service reconfiguration
 Guideline and pathway reviews
The board agreed to review all guidelines and pathways at the next board meeting.
Action – JL to resend the existing GMCCN guidelines and pathways
 Surgical reconfiguration update
LB gave an update on service reconfiguration and the recent clinical forum that took place. She was of the
opinion that without a change in mind set the establishment of a single service would be very difficult. To
help achieve this and as a first step she suggested creating a brand name for the single service. The board
supported this approach.
Action – The board were asked to send suggestions to the Pathway Director
The board then had a discussion on the single SMDT and how this could be managed in a single service.
 Any other business
There was no other business discussed


Date & Venues for next meeting

The next meeting of the board will be on 12th September 2014 at 14.00hrs in
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Appendix 4 – Gynaecology outcomes per tumour site
Gynaecology outcomes per tumour site split by stage expressed as 1 and 5 year overall survival
For Greater Manchester and Cheshire 2014
Cervix (includes vagina)
Overall survival:
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One and five year survival estimates for cervix by Figo stage:
Stage I - 1 yr survival 92% (95% CI 87%-96%)
5 yr survival 73% (95% CI 63%-81%)
Stage II- 1 yr survival 90% (95% CI 86%-93%)
5 yr survival 60% (95% CI 53%-66%)
Stage III - 1 yr survival 64% (95% CI 55%-71%)
5 yr survival 32% (95% CI 24%-41%)
Stage IV - 1 yr survival 45% (95% CI 36%-53%)
5 yr survival 19% (95% CI 12%-27%)
Status not recorded - 1 yr survival 69% (95% CI 46%-84%)
5 yr survival 42% (95% CI 20%-62%)
Vulval Cancer
Overall survival:
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Survival estimates for vulva patients with curative intent (with chemo-radiotherapy only) with no
previous treatment by stage:
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Survival estimates for vulva patients with curative intent post radical surgery and adjuvant chemoradiotherapy by stage:
survival
time
figo
grp
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N
survival 95% CI
I
1
22
92%
72%
98%
5
4
73%
45%
88%
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Ovarian Cancer
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We do not have sufficient data to calculate median survival. However one year overall estimated
survival for all ovarian cancer patients is 83% (95% CI 78%-89%). Two year estimated survival is
67% (95% CI 55%-77%).
There are lots of missing data for ovarian cancer so survival data by stage or other groups should
be interpreted with caution. KM Curves below illustrate missing data.
One year survival estimates by Figo stage:
Stage I - 1 yr survival 96% (95% CI 76%-99%)
Stage II- 1 yr survival 88% (95% CI 61%-97%)
Stage III - 1 yr survival 76% (95% CI 60%-68%)
Stage IV - 1 yr survival 65% (95% CI 41%-81%)
Status not recorded - 1 yr survival 86% (95% CI 79%-90%)
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Data for endometrial cancer is currently being collated
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Appendix 5 – Pathway Board Annual Plan 2014/15
Gynaecology Pathway Board Annual Plan 2014-15
Pathway Clinical Director:
Dr Lisa Barraclough
Pathway Board Members:
Pathway Manager:
James Leighton
Date agreed by Pathway Board:
To be ratified at September board
Date agreed by Medical Director:
Review date:

June 2015

Summary of objectives

No
1
2
3
4
5

Objective
Optimise data collection to generate outcome
data
Develop agreed and standardised follow-up
process
Improved uptake of HPV vaccination programme

Alignment with Provider Board
objectives
Generation of robust outcome data
including 1 year survival
Patient experience and improved
outcomes
Improved survival and outcomes
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Objective 1: Optimise data collection to generate outcome data
Objective:

Rationale:

By (date):
Board
measure(s):
Risks to
success:
Support
required:

To optimise data collection to allow the generation of meaningful outcome
measures. We will scrutinise our data collection to enable the sustainable
generation of outcome measures.
The Board wishes to be able to reliably generate meaningful annual outcome
data, to facilitate national and international comparison, and year on year
comparison of our own outcomes.
This will ensure that the patient care delivered compares favourably with
other centres and identify areas where care might be improved.
31/3/15
The ability to generate outcome figures for 1 and 2 year survivals without
additional task-specific audit
Time and other commitments of involved personnel eg MDT lead clinicians,
MDT co-ordinators, data managers, doctors, clinical nurse specialists.
Mitigation: Aim for an efficient, unified, sustainable approach
Recognition and protection of the vital role of existing data managers.
Reflection in job-planning and appraisal of the effort and commitment of
MDT clinicians in generating this data

Work programme
Action
Draft list of outcome measures tabled at board meeting
Final list of outcome measures agreed
Full commencement of routine data collection
Audit of completeness of data collected

Resp.
LB

By (date)
12/9/14
7/11/14
1/1/15
31/3/15

Objective 2: Develop agreed and standardised follow-up process
Objective:
To standardise the follow-up process Greater Manchester and east Cheshire
to allow efficient and effective patient care.
Rationale:
The board is aware that there is significant variance on how and which
patients are followed up across Greater Manchester and Cheshire. By
standardising this there will be a common agreed approach to the follow-up
process.
By (date):
31 / 3 2015
Board
measure(s):
Risks to
success:

Increased patient satisfaction, more new appointment slots as follow-up
slots are converted
Time and other commitments of involved personnel.
Aim for an efficient, unified, sustainable approach

Support
required:

Support at executive level for organisational change process

Work programme
Action
Circulate patient questionnaire to patient within each provider
Audit the follow-up process and patient type within each
organisation and tumour type
Collate results from both outputs
Develop potential standard follow-up process
Table at board meeting
Implement process
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Resp.
JL
JL

By (date)
Aug 14
Aug 14

LB / JL
LB / JL
LB
Board

Oct 14
Nov 14
Jan 15
June 15

Objective 3: Improved uptake of HPV vaccination programme
Objective:
Rationale:

To work with Public Health England in order to improve HPV vaccination
uptake in teenage females.
Vaccination with Human Papilloma Virus (HPV) has a predicted 63%
reduction in development of invasive cancer however in recent years there
has been a decrease in uptake amongst the target population.

By (date):

31/3/15

Board
measure(s):
Risks to
success:
Support
required:

Development of a social media campaign and an increase in HPV vaccination
uptake.
Resources for campaign roll out. Will be mitigated by use of accessible social
media channels
Support at executive level for cross organisational working.

Work programme
Action
Engage with Jo’s Trust for ownership of media campaign
Meet with HPV coordinators at Public Health England
Engage with LA and Schools
Education events
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Resp.
LB
LB
LB/Board
rep
Board

By (date)
Aug 14
Aug/Sept 14
Oct/Nov 14
March 2015

