
 

1 
 

 
 
 

  
 
 

 
 
 
 

Head and Neck Pathway Board 
 

Minutes and Actions 
 
 

Friday 1st March 2019 

10:00-12:30 

Manchester Airport Marriott Hotel, Hale Road, Hale Barns, Manchester, WA15 8XW 

 

Attendance 

David Thomson (DT) Clinical Pathway Director  

Rachel Allen (RA) Pathway Manager, Greater 
Manchester Cancer  

 

Natasha Smith (NS) User Involvement Manager, Greater 
Manchester Cancer  

 

Richard Delleman (RD) Patient Representative  

Simon Hargreaves (SH) ENT Consultant  Bolton NHS Foundation Trust 
(Trust Representative)  

Navin Mani (NM) Consultant Head and Neck Surgeon 
 

Manchester University NHS 
Foundation Trust  (Oxford 
Road Campus) 
(Trust Representative)  

Rohit Kumar (RK) Consultant Otolaryngologist & Head 
and Neck Surgeon (ENT) 

Manchester University NHS 
Foundation Trust  
(Wythenshawe, Trafford, 
Withington &  Altrincham 
Campuses)  
(Trust Representative)  

Mazhar Iqbal (MI) Maxillo Facial Surgeon Manchester University NHS 
Foundation Trust  
(Wythenshawe, Trafford, 
Withington & Altrincham 
Campuses)  
(Trust Representative)  

Panos Kyzas (PK) Consultant OMFS Head & Neck 
Surgeon 

Pennine Acute Hospitals NHS 
Trust 
(Trust Representative)  

Milan Rudic (MR) 
deputising for Laxmi 
Ramamurthy 

Consultant ENT Surgeon Stockport NHS Foundation 
Trust 
(Trust Representative)  

Rachel Hall (RH) Pathologist  Pennine Acute Hospitals NHS 
Trust  
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Yatin Jain (YJ) Consultant Radiologist, the Christie The Christie NHS Foundation 
Trust 

Karen McEwan (KM) GP  

Kerenza Graves (KG) Clinical Nurse Specialist Bolton NHS Foundation Trust 

Philip Bryce (PB) Clinical Nurse Specialist Manchester University NHS 
Foundation Trust  (Oxford 
Road Campus) 

Dawn Hulmes (DH) Clinical Nurse Specialist Salford Royal Foundation 
Trust 

Debbie Elliott (DE) Head and Neck Clinical Nurse 
Specialist   

The Christie NHS Foundation 
Trust 

Ruth Halford (RH) Macmillan Head & Neck Clinical 
Nurse Specialist 

Pennine Acute Hospitals NHS 
Trust 

Kathleen Mais (KM) Nurse Clinician The Christie NHS Foundation 
Trust 

Frances Ascott (FA) Speech & Language Therapist Manchester University NHS 
Foundation Trust  (Oxford 
Road Campus) 
(Speech and Language 
Therapy Representative) 

Robert Metcalf (RM) Medical Oncologist and Clinician 
Scientist 

The Christie NHS Foundation 
Trust 

Ali Lewin (AL) Associate Director of Commissioning 
- Cancer Services, Greater 
Manchester Health & Care 
Commissioning 

 

Michael Clinton (MC) Macmillan Transformation Manager: 
Recovery package implementation 

Macmillan  

Marie Hosey (MH) 
deputising for Nicola 
Remmington 

Assistant Chief Operating Officer – 
Performance and Operational 
Standards, The Christie NHS 
Foundation Trust 

Cancer Manager 
Representative  
 

Charlotte Finchett (CF) Lead Health Promotion Advisor The Christie NHS Foundation 
Trust 

 

Guests 

Alison Armstrong (AA) Programme Lead, Greater 
Manchester Cancer 

 

Zoe Merchant (ZM) Prehab4Cancer Project Manager, 
Greater Manchester Cancer 

 

 

Apologies 

Tony Bishop  Patient Representative  

Jarrod Homer Consultant Head and Neck / Thyroid 
Surgeon and Otolaryngologist 

Manchester University NHS 
Foundation Trust  (Oxford 
Road Campus)  
(Trust Representative)  

Susi Penney  Consultant Head, Neck and Thyroid 
Surgeon 
 

Tameside and Glossop 
Integrated Care NHS 
Foundation Trust 
(Trust Representative)  

Vijay Pothula Consultant Head and Neck Surgeon, 
WWL 

Wrightington, Wigan and 
Leigh NHS Foundation Trust 
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(Trust Representative)  

David Shelton Consultant Non-Gynaecological 
Cytopathologist  

Manchester University NHS 
Foundation Trust  

Sean Loughran  Consultant ENT Surgeon Salford Royal Foundation 
Trust  
(Trust Representative)  

Kate Garcez Oncologist The Christie NHS Foundation 
Trust 

Carly Taylor Restorative Dentist Manchester University NHS 
Foundation Trust  

Dympna Edwards Consultant in Dental Public Health  Greater Manchester Health & 
Social Care Partnership 
 

Rebecca Pearce / 
Elizabeth Holloway / 
Ashleigh Maske / Christel 
Lyell  

Dietician(s) Dietetic Representatives 
(rotating) 

Fiona Brennan  Nutrition Nurse Specialist 
 

The Christie NHS Foundation 
Trust 

Richard Tipney  Directorate Manager – Specialist 
Surgery (Breast and Oral and 
Maxillofacial Surgery)  

Pennine Acute Hospitals NHS 
Trust (NMGH) 

Steve Jones  CRUK Facilitator (Greater 
Manchester)  

CRUK 
 

Catherine Cameron Head and Neck Clinical Nurse 
Specialist 

Wrightington, Wigan and 
Leigh NHS Foundation Trust 

Helen Rust  Speech & Language Therapist  The Christie NHS Foundation 
Trust 
(Speech and Language 
Therapy Representative) 

Laxmi Ramamurthy 
 

Consultant ENT Surgeon Stockport NHS Foundation 
Trust 
(Trust Representative)  

Steve Sweeney Patient Representative  

 

1. Welcome and introductions 

DT opened the Board and welcomed attendees.  
 
It was noted that the agenda item on the HPV vaccination programme has been deferred to the 
June Pathway Board.  
 
 
2. Board minutes  

Discussion 
summary 

The minutes from the 14th December 2018 Board were accepted as an 
accurate record of the meeting. 
 

Actions and 
responsibility 
 

a) RA to publish minutes to the GM Cancer website.  

 

 

3. Pathway performance 

Discussion 
summary 

MH presented the Head and Neck pathway performance for quarter 3 and 
provided an overview of the breach allocation policy.  
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In GM there are more than two trusts involved in cancer pathways. The Q3 
data is based on GM’s best guess of how the national allocation policy is 
going to work. No data is available from the national database yet. The 
national database is still based on the old methodology of 50:50 splits, 
regardless of where the patient is on the pathway.  
 
Nationally, any Head & Neck figures are based on the 50:50 splits. From 
April onwards, the new allocation policy will be introduced. In the new policy, 
a first seen trust has to see the patient, diagnose the patient, take the patient 
through the MDT, and transfer the patient out to the treating trust by day 38 
(the patient must be ready for treatment at that point). If in house, the trust 
has 62 days from first appointment to treatment. If the first seen trust does 
not offer surgery, and therefore the patient is transferred elsewhere for 
surgery, the first seen trust has 38 days. The treating trust then has 24 days 
to treat the patient.  
 
There was a query around patients requiring further investigations. MH 
outlined that it would depend on whether the further investigations have been 
agreed at MDT and where the investigations are planned to take place.  
 
If the first seen trust does not meet the day 38 deadline, nor the treating trust 
meets the treatment deadline (the subsequent 24 days – effectively, day 62 
overall), then the breach is shared between the two trusts 50:50.  
 
If the first seen trust transfers the patient out by day 38 (post MDT and 
treatment plan), and the treating trust delivers on day 25, or day 63 (overall), 
then the treating trust would take the breach.  
 
If the first seen trust transfers the patient out by day 39, and the treating trust 
treats in time, the treating trust will receive the full compliance. The referring 
first seen trust does not receive half the compliance.  
 
It was noted by board members that this assumes that the patient comes 
with a cancer diagnosis. It was acknowledges that often patients are referred 
to MDT for discussion purposes with a suspicion of cancer but has no 
definitive diagnosis and then is referred for further tests. MH explained that 
the onus sits with local, referring trust to work up the patient prior to referral 
for treatment.  
 
MH noted that the ‘Find Out Faster’ target comes into effect from April 2019, 
where the patient must be told by day 28 that they do/do not have a cancer 
diagnosis. The national expectation is for patients to be reviewed at MDT by 
day 21, seen in clinic within a week, and told by day 28 that they do/do not 
have cancer. If further investigations are required, a further 10 days are still 
available until the patient is referred to treatment by day 38. Specifically for 
Head and Neck, the treating trusts have further work up to undertake such 
as dental extractions. They have 24 days to do this.  
 
MH highlighted that in GM, patients are shared between trusts. A paper is 
being written for NHS England to look at a Greater Manchester position for 
62 days. MH explained that in Q3, there were 418 breaches across GM, 36 
within the Head and Neck pathway. Going forward, there is an ambition for 
the 38 patients to be reviewed as a Greater Manchester network to identify 
the delays to ultimately drive improvements in the pathway and prevent such 
incidents in the future.  
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DT commented that the Early Diagnosis and Best-Timed Pathway sub-
committee led by RK intends to explore the delays.  
 
It was highlighted that Head and Neck compliance is consistently declining 
quarter on quarter for GM as a whole. The threshold is 85% but at Q1, the 
pathway performance was 78.6%; in Q2, 79.4%; in Q3, 72.2% with 36 
breaches. It was noted that Stepping Hill is particularly low with 9 breaches 
and a 36% compliance. MH is to meet with the Stepping Hill cancer manager 
to investigate further and look at how best to support Stockport. DT invited 
Mr Milan Rudic (MR), Stepping Hill’s deputising representative to join RK’s 
sub-committee to explore the issues further and look and how the rest of GM 
can work together to assist.  
 
MH highlighted that the bulk of breach reasons for Head and Neck is internal 
diagnostic delays. DT noted the range of issues that could constitute as 
internal diagnostic delays. DT spoke of the need for granular detail to 
address the underlying issues effecting pathway performance. MH confirmed 
that the cancer managers forum can gather the detail for the pathway board 
to support improvements.  
 
RK queried whether the number of patients referred had increased which 
may be adding pressure to the system. MH noted that confirmed Head and 
Neck cancers have increased in Q3 but only small numbers. Thyroid patients 
are included within the Head and Neck dataset.  
 
Discussions ensued on radiology. YJ clarified that all scans should be 
reported before MDT.  
 
RD questioned who is responsible for the pathway performance data. MH 
explained that the GM Cancer Managers collate the data which is reported to 
the Director of Operations Group, and then the GM Cancer Board. DT 
summarised that resource is going to be provided by MH and others to 
breakdown the pathway to help understand the potential delays and reasons 
for current breaches via retrospective audit. The best way would be to track 
in real time but this may not be possible currently. DT clarified that the 
responsibility for Head and Neck performance sits with the GM Cancer Head 
and Neck Pathway Board, who then report to the GM Cancer Board.  
 
AA spoke of work led by Dr Eleni Tholouli and the Haem Board to undertake 
a similar deep-dive exercise which may be transferable to this Board.  
 

Actions and 
responsibility 
 

a) MH to lead investigation work into the 36 breaches, particularly 
exploring the internal diagnostic delays in granular detail 
through the GM Cancer Managers Forum. This will be discussed 
at the next Pathway Board in June. 

b) RA to organise pre-meet with MH, RK, DT ahead of June Board 
to review cancer manager’s investigation work.  
 

 

 

4. User involvement update 

Discussion 
summary 

RD updated the Board on the development of the GM oral cancer guide for 
dental teams. 
 
RD also informed the Board of his involvement in a local Head and Neck 
support group which is aimed at patients who have received treatment for 
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Head and Neck cancer. The group meets in Trafford every two months and 
is ran by a SLT. RD tries to represent their views at the Pathway Board.  
 
DT queried how the group is advertised. RD explained that it is in Trafford 
and is shared via word-of-mouth. PB commented that there are fliers in 
circulation at the MRI to promote the group. PB noted that the intention is to 
include information on support groups in the standardised patient treatment 
summary templates which members of the Pathway Board are developing 
for Head and Neck.  
 
It was noted that a Head and Neck support group exists in Pennine.  
 
The need for a patient directory was discussed, and the need for something 
in each locality. NS explained that most support groups are facilitated by a 
CNS.  
 
DT acknowledged the intention to involve patients and primary care in the 
development of Head and Neck treatment summary templates which PB is 
leading on. PB also noted that there is an intention for dentists to also 
receive a copy of the treatment summary.  
 

Actions and 
responsibility 
 

a) RD and PB to develop wording to promote the support group(s) 
that exist which can be included on The Christie’s current 
treatment summary template for Head and Neck patients.  

b) PB, NS, RD to use 20th March Recovery Package event look at 
mapping out details of support groups in existence across GM 
for Head and Neck patients. This information can be used to 
populate the standardised treatment summary templates.  
 

 

 

5. Dental assessment for early larynx cancer 

Discussion 
summary 

DT explained that at present there is an intention for all patients in GM to 
have a dental assessment prior to treatment. One area that has been raised 
is patients receiving narrow field radiotherapy which does not involve the jaw 
for early larynx cancer, and whether they routinely need to have a dental 
assessment prior to treatment.  
 
DT’s view is if the service is there to manage the early and late side effects 
of treatment then it is not required. If it is felt that it should be a holistic 
service for all patients to have a dental assessment, then possibly.  
 
DT asked the Board to consider the standard.  
 
The Board approved the notion that patients receiving narrow field 
radiotherapy which does not involve the jaw for early larynx cancer do not 
routinely need to have a dental assessment. 
 

Actions and 
responsibility 
 

a) Decision for all Trust representatives to note and communicate: 
The Board approves the notion that patients receiving narrow 
field radiotherapy which does not involve the jaw for early larynx 
cancer do not routinely need to have a dental assessment prior 
to treatment. 
 

 

 



 

7 
 

6. Prehab4Cancer 

Discussion 
summary 

Zoe Merchant (ZM), Prehab4Cancer Project Manager provided an update on 
the Prehab4Cancer project.  
 
Head and Neck cancer patients were not part of the initial scoping work 
undertaken and so plans for implementation of the intervention in the Head 
and Neck pathway are not as advanced as they are for lung, colorectal and 
upper GI.  
 
The project will launch for lung, colorectal and upper GI in April. Head and 
neck patients will then be brought into the project at a later date. ZM 
explained that the inclusion/exclusion criterion for Head and Neck patients 
requires further thought.  
 
ZM suggested to spend May/June scoping the offer for Head and Neck 
patients.  
 
An update was provided around recruitment of specialist staff to deliver the 
project. ZM noted work underway with dieticians to look at nutritional 
screening for the programme.  
 
There was discussion around the duration of the intervention. ZM clarified 
that in total, the programme will be 24 weeks, including before and after 
treatment. ZM explained that the project team are not currently in a position 
where the pathway can be extended to allow more time for prehab, therefore 
it needs to fit into the existing pathway. It was highlighted that the current 
evidence base indicates that 2/3 weeks of prehab is enough for patients to 
witness benefits in their fitness. The behaviour change element of the project 
was discussed.   
 
MH suggested to discuss the prehab project with the national team in 
relation to the pathway time constraints. It was noted that the prehab 
intervention could act as an enabler.  
 
DT spoke of the need for the intervention to be tailored for Head a 
nd Neck patients. RD queried why Head and Neck patients are not being 
prioritised in the first wave. ZM explained that the decision to focus on the 
three prioritised pathways was based on the evidence available at the time of 
securing Transformation Fund investment. Evidence on effectiveness for 
Head and Neck patients is limited. Evidence on the effectiveness for patients 
receiving chemo/radiotherapy is also limited.  
 
The production of patient-friendly literature around the importance of 
exercise before, during and after treatment for all tumour groups was 
discussed. Moving Medicine was referenced.   
 
KM spoke of education material for primary care around prehabilitation which 
should be shared with patients at the point of suspected cancer referral.  
 
ZM and Dr John Moore’s involvement in the national FACT work was 
mentioned along with the BBC You, Me and Big C podcast.  
 
SH queried the geography of the fitness facilities that are connected to the 
programme. ZM clarified that GM Active facilities will be used, with a GM 
Active facility in every locality. SH highlighted the importance of branding and 
terminology to avoid discouraging patient participation e.g. messaging 

http://movingmedicine.ac.uk/
https://www.gmactive.co.uk/
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around intense exercise could intimidate service users. A directory of locally-
led exercise provision was suggested. ZM noted that GM Active will be 
expected to sign-post patients to local provision and that this is built into the 
service level agreement (SLA) with GM Active.  
 
A discussion ensued on the need to link in with local tobacco addiction 
treatment services/networks across the region.  
 
It was agreed for a Pathway Board lead to be identified to connect in with ZM 
on behalf of the Board. FA; RD, SS, CF, RH all expressed an interest in 
forming a Head and Neck prehab subgroup – FA to lead the subgroup on 
behalf of the Pathway Board. The intention is for the subgroup to start to 
work up a prehab service offer for Head and Neck patients in April/May with 
a view to launch in August.  
 
PB questioned whether thyroid patients would be considered. ZM 
commented that she would be looking for PB’s expertise and guidance on 
thyroid patients.  
 

Actions and 
responsibility 
 

a) MH to discuss prehab programme with the national team.  
b) DT and Dr John Moore to meet to explore Head and Neck prehab 

offer for patients in April/May. 
c) FA; RD, SS, CF, RH to meet as a Head and Neck prehab 

Subgroup with ZM in April/May. FA to lead the subgroup on 
behalf of the Pathway Board. 

d) RA to share information on Moving Medicine.  
 

 

 

7. Sub-committee feedback 

Discussion 
summary 

 Prevention Sub-committee 
NM presented feedback on behalf of the prevention sub-committee. The 
group spoke mainly about the three areas of prevention (tobacco addiction; 
oral health; HPV immunisation). The group discussed preventing people 
from smoking with campaigns, motivational interviewing techniques and the 
success rates of that (76%) and the different methods of smoking cessation. 
Alcohol reduction was also discussed along with the use of CNS’s in 
identifying those at risk of dependence. Detox protocols were noted.  
 
RA explained that Christine Khiroya (CK) is leading the HPV immunisation 
programme in schools outside of the Board.  
 
NM summarised the two main areas to progress, including early prevention 
of smoking which is an area of unmet need. The focus would be on those 
aged 15-17 years. CF has already been approached to engage with school 
aged children and The Christie offer an education programme for those in 
education settings around cancer prevention and the risk factors connected 
to those.  
 
NM also spoke of the intention for members of the sub-committee to connect 
with the GM History Makers programme to explore collaboration for a 
campaign around smoking as a risk factor for oral cancer with messaging 
around quitting and the increased chance of cure; and quitting and the 
increased chance of never getting H&N cancer. 
 
 

http://movingmedicine.ac.uk/
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 Living Well With Cancer Sub-Committee 
PB updated the Board on sub-committee discussions. The main item 
discussed was treatment summaries, particularly the example template from 
The Christie. The content and format was discussed. GP input and patient 
feedback was captured. The plan is to develop the document further. The 
need to develop patient self-management was spoken of. PB referenced the 
Macmillan Recovery Package Mapping Event planned for the 20th March 
which the majority of Head and Neck CNS’s from across the region are 
attending. The one day workshop will involve representatives from all trusts 
to identify any gaps in services that exist; highlight areas of good practice 
and formalise a plan for full roll-out of the Recovery Package within the head 
and neck pathway. Development of treatment summaries will be a major 
feature of the day. Patient and GP representation will be present at the 
workshop. It was noted that the pathway will have a suite of treatment 
summaries e.g. oncology, surgery. The timeliness of sending the treatment 
summaries to the patient was discussed, RD highlighted the more efficiently 
shared the better. 
 
 

 MDT Reform Sub-Committee 
PK fed back discussions held in the MDT Reform sub-committee. PK spoke 
of the vision for a GM Head and Neck database with universal access for 
any trust to access, and all clinicians involved in that patient’s care. This 
would involve live data entry at the time of MDT with information on staging 
and outcome.  
 
PK spoke of plans for three MDTs to become two in October 2019.  
 
The sub-committee discussed using the learning/experience from other 
specialties including HPB and colorectal. NS commented that the NHS 
Transformation Unit are supporting with the sectorisation of colorectal MDTs. 
It was noted that NHS England led a session on MDT reform specifically for 
user involvement representatives in GM in February, and that Susi Penney is 
involved in the national work around MDT reform.  
 
DT summarised that the Pathway Board need oversight of MDT reform for  
Head and Neck in GM. 
 
The sub-committee discussed the need for improvements in diagnostics and 
treatment efficiency, including reducing the number of EUAs (i.e. OMFS 
helping with LA biopsies). There is a need for better utilisation of lists, 
manpower, skill mix (i.e. interface training, thinking outside traditional lines, 
Head and Neck surgeons vs. OMFS or just FNT). 
 
The sub-committee suggested for joint M&M GM MDT’s to discuss 2-3 cases 
every 6 months.  
 
 

 Early Diagnosis and Best Timed Pathway Sub-Committee 
RK summarised the sub-committee’s discussions. RK described the need to 
identify the biggest sticking points from referral to treatment. RK highlighted 
the intention to try and identify whether delays are down to access to 
radiology, pathology, theatre space, or access to scans. Once MH has 
provided the information, the sub-committee can start to look at solutions to 
reduce the delays.  
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The group spoke about how GM can avoid breaches in advance rather than 
waiting for them to breach for the next Trust to address. There was a 
suggestion from Bolton to micro-manage the situation week by week, or day 
by day. The system in operation at Salford was referenced. RA referenced 
the Sharepoint system that the lung team are using in Salford. Pennine 
shared details of the system they have in place which is via email. NM spoke 
of emails received from cancer trackers at the MRI. The limitations of email 
systems was discussed. The system used by MFT (Wythenshawe campus) 
was referenced by MI e.g. white board and listing of patients following cancer 
diagnosis. RK highlighted the need for a similar system prior to cancer 
diagnosis as they are being worked up. The difficulty around the involvement 
of multiple sites was discussed.  
 
AA commented that most of the transformation funded best-timed pathway 
projects (lung, colorectal and prostate) will involve a series of Pathway 
Navigator posts. Whilst these roles will help, clinical engagement is required 
to help move patients along the pathway.  
 
RK spoke of a potential solution to identify lead clinicians and cancer 
trackers in each trust to go through the cancer tracker weekly.  
 
Turnaround time for pathology was referenced; reports for biopsies should 
be completed within 7 days (diagnostic samples, rather than resection 
samples) as per the Royal College of Pathologists guidance.  This needs to 
be relayed across all Trusts, is this happening across the board or is that 
part of the reason for internal delays? If so, what can be done to support 
this? The tracker system in Pennine was discussed. There is a specific 
tracker within the pathology department making sure all samples are 
completed within a week and is essential to the pathway.  
 
There was a brief discussion regarding artificial intelligence as a future 
technology. It was noted that software is available in radiology to help triage 
patients which cases to prioritise.   
 

Actions and 
responsibility 
 

a) CF to connect with Dr Evison to see whether he has a strategy in 
place around cancer prevention in education settings already. 
CF to develop schedule of dates and education settings for 
members of the Pathway Board to visit and present session 
around awareness raising of signs, symptoms and risk factors 
for cancer. 

b) Standardised content of treatment summaries to be agreed at 
20th March Recovery Package Mapping Event.  

c) RH to share examples of treatment summaries from Pennine 
with PB ahead of 20th March Event.  

d) RK/PB to liaise over surgical treatment summaries.  
 

 

 

8. Education 

Discussion 
summary 

KM provided an overview of plans to deliver a Greater Manchester Head and 
Neck Symposium in November 2019.  
 
Pharmaceutical support is being sought to fund the event.  
 
The event will now be a one day affair (rather than two) and will take place 
on either the 5th or 6th November.  
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RA noted that a Greater Manchester Conference is planned for November 
2019. 
 
The event will be free of charge for delegates.  
 
Presentations and materials from the day will be uploaded to the GM Cancer 
website to enhance accessibility.  
 

Actions and 
responsibility 
 

a) RA to circulate a save the date to the Pathway Board for the 
education event once the date is confirmed.  

 

 

9. Research  

Discussion 
summary 

RM, Medical Oncologist at The Christie and research lead for the Pathway 
Board was introduced. RM presented recent portfolio activity data (Q3) on 
the recruitment of head and neck patients to clinical trials. It was noted that 
the report (shared in advance of the meeting) does not represent all research 
activity, purely portfolio activity.   
 
RM highlighted how GM compare to other alliances. It was noted that 
Wessex are the leading alliance. The reports indicate how GM is viewed 
externally as a system/network. GM needs to double recruitment to reach 
Wessex.  
 
RM was keen to understand how Wessex are performing so well. RA 
highlighted that they are also the leading alliance for lung cancer. RM offered 
to contact Wessex to understand their practice and make up of trials. ZM 
commented that Wessex are leading on prehab and have a very good 
network of people engaged in trials through the University of Southampton. 
They have extensive RCTs in place.  
 
RM invited members to comment on their views around access to trials in 
GM and research nurse resource. It was noted that there is no research 
nurse at MFT (Wythenshawe) for Head and Neck. It was also noted that 
information around Hand Neck trials at MFT (Oxford Road) is limited.  
 
A discussion ensued around practice at Pennine which helped to drive 
clinical trial recruitment.  
 
ZM referenced discussions with Rob Bristow (RB) around an agreement to 
enrol all patients on to a clinical trial in GM.  
 
RM presented an overview of the research strategy themes for 2019-2024. 
RM provided an overview of the Manchester Cancer Research Centre 
(MCRC). RB is the Strategic Director, reporting to the Vice Chancellor of 
Manchester University, Dame Nancy Rothwell. It was noted that RB sets the 
strategy for cancer research across the region. RB has aspirations for GM to 
be a strategic disease site for Head and Neck cancer in the future. Lung, 
prostate, melanoma, haematology, women’s cancers are the current 
strategic disease sites. 
 
RM is keen to start a discussion around what a strategic disease site for 
Head and Neck cancer could look like. RM spoke of the need to develop a 
first draft template of what a programme of research may look like. It must 
align with the MCRC themes which last time included biomarker sciences; 
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experimental therapeutics; molecular pathology; radiation related research 
and early detection. It was noted that this may change.  
 
Board members interested in developing the research strategy for head and 
neck are encouraged to contact RM. 
 

Actions and 
responsibility 
 

a) RM to make contact with Wessex to understand their trial 
portfolio.  

b) RM to speak to each of the leads across GM in each trust to 
understand the perception of barriers that exist around research 
and recruitment to trials.  

c) Board members interested in developing the research strategy 
for head and neck are encouraged to contact RM. 
 

 

 

10. AOB 

Discussion 
summary 

GatewayC module 
This will be discussed at the next Board in June.  
 
Transformation Funding Wave 2 
DT highlighted that GM will be in receipt of further funding to support cancer 
transformation. 
 
Mapping of AHP provision across the region 
ZM will feed back at the next Pathway Board in June. 
  

Actions and 
responsibility 
 

NA. 

 

 

11. Date and time of next meeting: 

Friday 21st June; 10:00-12:30; Manchester Airport Marriott Hotel, Hale Road, Hale Barns, 

Manchester, WA15 8XW 
 


