
 

    Greater Manchester Cancer        

Greater Manchester Cancer Board 

Agenda 

Meeting time and date: 4.00-5.30pm Thursday 23rd May 2019 

Venue: Meeting Room 6, Trust HQ, Christie Hospital, M20 4BX  

Co-Chair’s: Carolyn Wilkins & Roger Spencer.  

# Item Type To     Lead  Time 

1 Welcome and apologies Verbal -   

 

 

5’ 

2 Minutes of the last meeting Paper 1 Approve  

3 Action log and matters arising  Paper 1 Note  

4 GM Cancer Priorities 2019/20  Paper 2 Approve David Shackley  

15’ 

5 62d Cancer Performance - Chief 

Operating Officers/ GM Cancer 

Workshop, GM & EC 

 

Paper 3 Discuss Fiona Noden/  

Susi Penney 

 

      10’ 

6 GM Cancer Locality Visits – Interim 

Report from Commissioning team 

 

Paper 4 Approve Alison Lewin       10’ 

7 Cancer Survival in Greater 

Manchester & Eastern Cheshire 
Paper 5 Discuss David Shackley       10’ 

8 GM Cancer led Transformation 

Projects Update 
Paper 6 Discuss Darren Griffiths/ 

Alison Armstrong 

 

      10’ 

9 NHS Transformation Unit Programme 

Update – Single Service Models for 

Specialist Cancer Surgery 

 

Paper 7 

presentation 

Discuss Sarah Maynard-
Walker 

      10’ 

10 Update on Cancer Screening in 

Greater Manchester 
Paper 8 Discuss Jane Pilkington       10’ 

11 User Involvement Update Verbal Discuss Ian Clayton/ Nabila 
Farooq  

      10’ 

12 Future Meeting Dates:  
 22th July 2019-  3-5pm  
 16th September  10-12pm 
 28th November 10-12pm 
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Greater Manchester Cancer 

Greater Manchester Cancer Board 
 

Minutes and Actions 
 

Meeting time and date: 11:00-13:00 Tuesday 30th April 2019 

Venue: Double Tree Hotel, One Piccadilly Place, Manchester, M1 3DG. 

 

Members in attendance 

Name  Role Organisation Initials 

Carolyn Wilkins  
Co-Chair Chief Executive 
Officer 

Oldham Council CW 

Roger Spencer  
Co-Chair Chief Executive 
Officer 

The Christie NHS Foundation Trust RS 

Dave Shackley  Medical Director GM Cancer  DS 

Richard Preece  Executive Lead for Quality 
GM Health & Social Care 
Partnership Team 

RPre 

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

Rob Bellingham Director of AGG of CCGs AGG of CCGs RB 

Cathy Heaven Director of Education Christie School on Oncology CH 

Claire O’Rourke  Associate Director GM Cancer  CoR 

Susi Penney Associate Medical Director GM Cancer SP 

Helen Barlow  Director of Nursing  
GM Health & Social Care 
Partnership Team 

HB 

Ryan Donaghey Provider Federation Board GM Cancer RD 

David Wright  TYA Pathway Director GM Cancer DB 

Sarah Taylor  GP Primary Care Lead GM Cancer ST 

Emma Greenwood 
Director of Policy and Public 
Affairs 

CRUK EG 

Roger Prudham  Deputy Medical Director Pennine Acute Trust RPru 

Andy Ennis  Chief Operating Officer Bolton NHS Foundation Trust AE 

Darren Banks  Director of Strategy Manchester Foundation Trust DB 

Mike Clark  GP Lead East Cheshire 
East Cheshire NHS Foundation 
Trust 

MC 

Siobhan Farmer Public Health Consultant GM PH Transformation SF 

Tanya Humphreys 
Macmillan Interim Head of 
Services 

Macmillan Cancer TH 

Suzanne Fennah Lead Commissioner 
North of England Specialised 
Commissioning 

SFen 

Darren Griffiths Associate Director of Finance GM Cancer DG 

Lisa Spencer  Director of Transformation  Salford Royal Foundation Trust LS 

Ian Clayton 
User Involvement 
Representative PaBC 

Macmillan User Involvement 
Programme 

IC 

Paper 

number 

1 
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Guests in attendance 

Name  Role Organisation 

Zahra Batool Senior Team Administrator  GM Cancer  

Paula Daley 
Macmillan UI Team 
Leader 

Macmillan Cancer, GM Cancer 

Rachel Hickson 
Education Programme 
Manager 

GM Cancer 

Delwyn Ray Project Manager GM Cancer 

Johnny Hirst Project Manager GM Cancer 

Ali Lewin  
Associate Director of 
Commissioning 

GM Cancer 

Alison Armstrong Programme Lead GM Cancer  

 

 

1. Welcome and apologies 

Discussion 
summary 

CW welcomed all members and guests to the board and thanked RPre for his work as 
the chair of the GM Cancer Board.  DS presented RPre with a gift in recognition of his 
leadership as Chair of the GM Cancer board after 2 years. RPre recognised the 
positive work of the board, the broader cancer team as well as the significant role of the 
User Involvement Team and patients affected by Cancer contribution to the board. 
 
No Apologies noted. 
 

Actions and 
responsibility 

No actions were recorded for this item. 

 

 

2. Minutes of last meeting 

Discussion 
summary 

The minutes from the previous board meeting were discussed and agreed by members as 
a true record. 

Actions and 
responsibility 
 

No actions were recorded for this item. 

 

 

3. Action log and matters arising 

Discussion 
summary 

The action log was briefly discussed by members of the meeting. No non-agenda Items 
were declared. 

Actions and 
responsibility 

No actions were recorded for this item. 

 

 

 

 



  

4 

 

4. GM Cancer Board Development 

Discussion 
summary 

RS opened the discussion in reference to Paper 2 which RS described as a proposed 
description of the transition and a step towards maturity of the Cancer Board.  
 
RS highlighted the need to have full engagement across the system in order to develop 
the Board and any projects in the offing. 
 
RB established two key points in which the JCB are keen to make connections to the 
3.2 million cancer patients in order to provide a better health care service. RB noted that 
the opportunity to make connections and the ability to connect various parts of the 
Board is a step forward. 
 
CW noted the demand on the workforce and volunteers needed for various projects. 
CW suggested that this particular issue should in fact be an item in itself in future 
 
DB noted that it would be useful to know what future work will be undertaken and have 
representatives around the table to ensure clarity and transparency. Need to articulate 
the work which will be led by Cancer Board, which will then inform the appropriate 
membership noting the ability to flex to reflect the agenda and discussions. 
 
MC commented that the CCG he represents (East Cheshire) is not currently 
represented by the charts used in documents and commented that there was a need for 
clarity on where E Cheshire sits in this. 
 
CoR informed the Board that GM Cancer are currently recruiting for the position of 
Workforce Project Lead. 
  
 

Actions and 
responsibility 

Workforce to be addressed as its own item for future board meeting, for review in the 
July GM Cancer board, acknowledging the extensive national work done on this by 
CRUK and Macmillan in 2018/2019 
 
Interviews to be held for the GM Workforce Lead post – Co’R to oversee this. 

 

 

 

5. Proposed GM Cancer Board deliverables 

Discussion 
summary 

RS recognised the importance and progress of the GM Cancer plan and gave thanks to 
everyone involved and especially to patient User Involvement in terms of delivery of the 
plan.  
 
It was noted that the Lung Health Check initiative and CURE programme (as examples) 
are now being mirrored across the country and these are examples of the work that 
Greater Manchester has been instrumental in developing. This history of innovation is 
critical.  
 
RS noted that the focus should increasingly be on progress of the elements of the plan, 
ensuring their delivery whenever possible 
 
RPre explained that a meeting had been convened under the supervision of Sarah 
Price, where Lung Health Checks had been discussed. RPre declared that progress had 
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been made within the meeting and that there is a need and desire to have a coherent 
and systematic approach to deliverables. 
 
CW raised the point of pilot projects and when or if they would become a part of the GM 
cancer offer when they are complete. The issue of sustainability in localities after a pilot 
has reached its end, was discussed.  
 
DS pointed out that all current transformation funded projects have a proactive 
evaluation arm, led by commissioners within the GM Cancer team, who will work on 
sustainability plans with localities. In essence this will provide relevant information for 
commissioners to make decisions on whether to maintain/ develop further the projects.  
IC suggested that it makes sense to evaluate a project at a central level, at the Board, 
for example 
 
DB also recognised that this is a subject that should be discussed at the Cancer Board. 
Members of the board agreed and RS informed the board of the importance of 
discussing core pilots in the GM board and ensuring that when the projects are 
effective, there is a clear connection to the JCB.  
 
TH from Macmillan cancer services explained her role and work in a recently published 
report called Time For Talk, which highlights the issue of inequalities across different 
boards in healthcare. 
 
CW questioned what the expectations were from localities in regards to the deliverables, 
and how connected they are to the Boards activities  
 
DS commented that better communications between the board and localities were 
needed. This work has commenced with a series of detailed supportive peer to peer 
conversations between GM Cancers core team, and locality cancer leaders. A clearer 
link to understanding locality cancer issues and supporting localities would be useful.  
 
A shorter paper on what our priorities are for the next 6-12 months would create a focus 
and challenge for the board, and be of use to localities so there is a clear understanding 
on what the system feels are the most important projects to deliver 
 
DW recognised the role of charitable funding and its role in regards to GM deliverables. 
DW recognised that the funding plays a part in funding our workforce, equipment and 
other areas.  
 
Further to the issue of funding, TH raised the issue that workforce also needs funding as 
this is key to the success of the GM Cancer deliverables. 
 
 

Actions and 
responsibility 

Bring back to the Cancer board a proposed set of 6-12 month priority objectives for the 
next Cancer Board (May 2019) 
 
Refresh the GM Cancer plan over the spring/ summer, mindful of the need to consult 
and understand funding and national/ local priorities which will become clearer in the 
near future. September board 
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6. GM Cancer plan update – focus on Transformation projects 

Discussion 
summary 

CoR presented to the board and informed members of the transformation funded 
projects and included a discussion of what is being delivered at the moment and what 
the next steps are.  
 
The current team structure has expanded quite recently noting that transformation 
funding has facilitated this level of recruitment. Special thanks were given to partner 
organisations such as Macmillan in respect of roles funded by them. 
 
CoR noted that the annual report shows the work undertaken by GM Cancer and moved 
on to discuss transformation funded projects. CoR informed members that out of many 
potential projects, 7 were chosen to go ahead. The flagship project is CURE. CoR 
informed the board that CURE is currently in progress as a pilot set up in Wythenshawe. 
She identified the success of CURE and praised the Clinical Lead, Matthew Evison for 
his work on this project. Prehab4Cancer was also identified as a key project and the first 
in the UK, looking to support 2,000 diagnosed cancer patients in their prehabilitation 
before major treatment such as surgery.  
 
CH and RH addressed their education project including Gateway-C and addressed the 
need to have education across the system.  
 
CoR discussed the importance of CIS (Cancer Intelligence Service) and the data that is 
collected and gathered which is accessible to patients and indeed important to them. 
 
62 day performance was discussed and three key ‘big hitters’ were identified as failing 
and are recorded as the key areas for focus; Lung, Colorectal and Prostate. CoR 
recognised that lung cancer is currently the biggest killer and acknowledged that a lot of 
hard work is needed in order for these poor performers to demonstrate success in the 
future. 
 
CoR conveyed the key deliverables for the next 3-6 months which included:  
 

• Recruitment to remaining posts including clinical/ nursing posts/ pathway 
navigators. 

• Tracking progress through GM Cancer Assurance Board reporting to GM 
Cancer Board 

• Monitoring financial plan/ risks 
• Planning for priority 2 projects/ aligned with the NHS Long Term Plan (LTP) 

projects 
• Funding agreement for delivery of key programmes in the Cancer plan and LTP 

 
CoR finished the presentation by thanking the patients at the core of the projects, with 
special thanks to Ian Clayton and Jo Taylor, who feature in the annual report. 
 
DB raised the question of how to structure meetings to ensure that projects receive 
appropriate focus and to provide a setting where in depth questions can be raised. CW 
led on from this and asked the board to flag key issues that the Board could discuss. 
 
DG asked the Board to clarify expectations of future reporting, in particular from a 
finance perspective.  CW’s view was that this needs to be candid and open whilst 
bearing in mind FOI etc. - need to identify risks as well as successes 
 
DW acknowledged the need for a public agenda which would be accessible to cancer 
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patients. It would summarise the cancer plan for patients because at the moment it 
seems that they are not aware and a change in that respect is needed. DS recognised 
that the current GM cancer website is open access for the public and it’s not only for 
professionals. CoR added that the website is being reconfigured and should be much 
improved in the next few months. 
 

Actions and 
responsibility 

 
GM Cancer website to be reconfigured and improved, remaining a resource for people 
affected by cancer and professionals 
 
Update on transformation projects progress/ risks is required at future boards 
 

 

 

7. 62 day cancer performance 

Discussion 
summary 

62 Day performance was highlighted by CoR under agenda number 6. 
 
RS outlined detailed steps and proposals for the 62 day plan. He recognised that co-
operation and co-ordination in the complex GM cancer system has facilitated previous 
success in GM. RS also acknowledged that more work is to be done to hit current 
standards such as the 28 day target.  
 
RS moved on to discuss Paper 4 and conveyed that an escalation is needed as well as 
connection to other transformation projects. 
 
DS identified a 6-7% annual year on year increase in referrals to March 2018, with this 
increasing further in the last 12 months. This growth in referral for suspected cancer and 
workforce capacity issues are the 2 main significant factors in terms of hitting the 62 day 
target. DB agreed on this point about the 2 main factors  
 
A workshop with senior operational managers in the system has been arranged for the 
10th May 2019 to clarify a refreshed 62d delivery plan 
 
The proposed 62d plan, outlined in the board paper was approved by the Board 
 

Actions and 
responsibility 

 
Report to next GM cancer board on the 10th May 62d CWT workshop 
 
Recruit to the post of Senior Programme Director for cancer performance in GM & EC 
as soon as practicable 
 
 

  

8. Locality visits and understanding local cancer commissioning  

Discussion 
summary 

RB introduced Paper 5 and discussed the 11 localities including East Cheshire. It was 
felt important to always keep in mind that Eastern Cheshire, whilst not in the devolved 
GM area, is an integral part of the GM & EC cancer system.  
 
RB acknowledged that the JCB is a critical part of the commissioning architecture. He 
informed members that co-operation with the JCB would allow for more assertiveness. 
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The backing of JCB is needed to make decisions so RB identified this as a key area that 
needs harnessing.  
 
RB raised key points in regards to the day to day basis of getting it right; Micro 
Implementation and Macro Strategy.  
 
RB also raised the importance of “anticipating rather than responding”. He indicated that 
cancer is priorities for funding in the business plan so the cancer system need to be 
ready when the money comes through. Plans need to be set up and ready in 
anticipation of receiving funding.  
 
RB also pointed out that there needs to be a plan in place for future sustainability. This 
is something that needs to be discussed at the start of plans of pilots with plans in place 
to position projects such that the cancer system can make informed decisions about 
sustainability post projects lifespan. 
 
SF commented that there has been no mention of the Screening Commissioning 
architecture and asks for this to be recognised. The Board agreed to this. 
 

Actions and 
responsibility 

GM Cancer to continue to ensure that key stakeholders are engaged in priority 
transformation projects from the outset to ensure that informed decisions about 
sustainability can be taken. Summary paper for board in May 2019. 

  

9. User Involvement Update 

Discussion 
summary 

IC welcomed the progress and work in general but especially in the following 3 areas; 
Governance, 62 days and Commissioning. 
 
IC commented that in regards to governance, the vision is two-fold; the service we 
provide to patients and work towards reducing inequalities. IC felt that inequality across 
services hasn’t been properly addressed or reduced.  
 
IC suggested to the Board that it would be useful to have a high level risk summary as 
this is currently something that flows through most discussions. Similarly, diagnostics is 
an issue that pervades discussion and IC suggested that these issues need to be 
discussed more. 
 
In regards to KPI’s, IC suggested that this is a key area which needs to be addressed 
and we need to know what these KPI’s look like, in particular, what “world class” looks 
like.  
 
In terms of the 62 day plan, IC recognised the critical issue of lung, colorectal and 
prostate cancers. IC suggested that this plan needs more focus and support from Jon 
Rouse. IC noted that User Involvement tends to reduce the further we move out into 
localities and this is something to be looked at in depth. DS and CW responded to this 
and stated that User Involvement is out there in localities and there is a need to connect 
user involvement throughout the whole system more effectively.  
 
DW and IC discussed whether pathway meetings are User led and IC generally agreed 
that things are moving in the right direction. 
 

Actions and 
responsibility 

Discussion of key high level risks will form part of the plan update at future boards 
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10. GM Cancer Conference 2019 

Discussion 
summary 

DS acknowledged the success of the 2018 conference and informed the board of the 
plans for 2019. The dates have been confirmed for a 2 day event on the 19th and 20th 
November. DS explained that the conference would be clinical services/ transformation 
integrated with research, with people affected by cancer remaining integral in the 
planning, and at the conference. 
 
CH explained her leadership role in the 2019 conference and informed members that 
this conference is going to be an event which ties a lot of different aspects together such 
as networking, research and patient care. 
 

Actions and 
responsibility 

Members to add these dates into their diaries and make efforts to attend if at all 
possible. 

 

 

 

11. Papers for information – GM Cancer Annual Report 

Discussion 
summary 

DS briefly introduced the annual report for 2018 and informed the board of the good 
work of the GM Cancer. DS informed the Board of the next publication which should be 
published in January/February 2020. 
 

Actions and 
responsibility 

New report will need to be compiled over the next year and ready for publication/ board 
review in early 2020. 

 

 

 

12. Future meeting dates 

Discussion 
summary 

CW informed the board of provisional future GMC Board meeting dates. The next 
meeting is scheduled for 23rd May 2019 at 3.30pm. 

Actions and 
responsibility 

No actions were recorded for this item. 

 
 
 
 

12. AOB 

Discussion 
summary 

SF wanted to discuss the national campaign for HPV screening and highlighted the 
success of this campaign and the difference it has made to the amount of women being 
screened. She also noted that the national procurement (NW contract) had also helped 
to make an impact in the number of women being screened. 
 

Actions and 
responsibility 

No actions were recorded for this item. 

 
 

 

 

 



  

10 

 

 

 

                                                 Greater Manchester Cancer       

 

Action log 

Prepared for the 23rd May 2019 meeting of the GM Cancer board 

 

ACTION AGREED ON STATUS 

1 
Item 4. GM Cancer Board 
Development 

Cancer workforce review 

30.04.19  

Workforce paper to be reported 

to July board 2019.  

Interviews completed for 

workforce lead 

2 
 
Item 5. Proposed GM Cancer 
Board deliverables 
Bring back to Cancer board a 
proposed set of 6-12 month 
priority objectives for the next 
Cancer Board (May 2019) 
 
Refresh of GM Cancer plan  
 

30.04.19 
 

Agenda Item 4 for GM Cancer 

board 23.05.19 

 

 

 

 

Agreed to report to GM Cancer 

board in September 2019 

3 
Item 6. GM Cancer plan update: 

focus on Transformation 

projects 

Required as standing agenda Item 

and update at each board 

30.04.19 
Agenda Item 8 for GM Cancer 

board 23.05.19 

 

 

4 
Item 7. 62 day cancer 
performance 
Report to next GM cancer board 
on the 10th May 62d CWT 
workshop 
 
Recruit to the post of senior 
programme director for cancer 
performance in GM & EC as soon 
as practicable 
 

30.04.19 
Agenda Item 5  for GM Cancer 

board 23.05.19 

 

Interview to be agreed by 

24.05.19 

5 
Item 8. Locality visits and 
understanding local cancer 
commissioning 
Paper to summaries key updates 
and findings 

30.04.19 
Agenda Item 6  for GM Cancer 

board 23.05.19 
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Greater Manchester Cancer        

Name of Meeting: Greater Manchester Cancer Board   

Date of Meeting: 23rd May 2019 

Title of paper: Core Priorities for Greater Manchester Cancer for the 

period to March 2020  

 

Purpose of the paper: To update the GM Cancer Board on proposed key priorities 

for  GM Cancer in 2019/20 

Reason for Paper: 
Please tick appropriate 
box 
 

☐ Decision 

 Discussion 

 For information 

Impact Please state how the paper impacts on: 

 

Key summary The paper updates the board on key priorities required to be 
delivered by GM Cancer and the system in GM by March 
2020. This is based on national planning guidance for Cancer, 
Transformation funded projects already in delivery and new 
priorities including the sustainability of the Cancer Waiting 
Time standard 

Improved patient 

experience and 

outcomes 

Improving outcomes and access to cancer services and 
reducing variation are two key factors in patient experience 

Reducing inequality 
 

The delivery of the GM cancer plan and national planning 
guidance is heavily predicated on demonstrating a reduction 
in inequality across the system. 

Minimising variation 
 

Delivery of these key priorities over the remainder of 2019 into 
2020, will highlight key variation in cancer service provision in 
GM. Once identified these can be addressed and monitored 
through the GM Cancer board. Such key work streams to 
deliver this include the Cancer standard review and 
accelerated Cancer pathways. 

Operational / financial 

efficiency 

Delivery will be monitored via GM Cancer assurance board & 
GM Cancer Board to review financial and operational 
efficiencies as described in the GM Cancer Plan.  

Author of paper and 

contact details  

Name: Professor David Shackley 
Title: Director, Greater Manchester Cancer 
Email: David.Shackley@srft.nhs.uk 

Paper 

number 

2 

 

mailto:David.Shackley@srft.nhs.uk
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Greater Manchester Cancer        

 

Core Priorities for Greater Manchester Cancer for the period to March 

2020  

 

Introduction 

 

This paper summarises the core priorities which the GM Cancer Board seeks to deliver by March 

2020.  

 

The core priorities set out for GM Cancer including: 

 

 planning guidance requirements of localities set by NHS England, 

 system agreed and funded transformation projects  

 New steps to address the cancer waiting time standards and achieve a sustainable 

operational system performance. Where no current funding is attributed, this is made 

clear. 

 

The priorities relate only to the period ending March 2020. The priorities for 2020/21 will be 

agreed at a future date when the next round of planning guidance and the Long Term Plan for 

Cancer Alliances and locality requirements have been published, alongside taking stock of the 

progress against our GM Cancer Plan.  

 

Some transformation funding is in place for the period 2020/21. Future sustainability of the 

transformation funded projects is to be clarified in due course.  

 

    

 Sustainable Operational Performance 

 

1 .Develop single approach to Cancer performance improvement in GM / EC in line with new 
Cancer Waiting Time targets, particularly 28 day standard and the 85% 62d target. This includes 
developing a GM-wide approach to sharing diagnostic capacity, a standardised approach to 
cancer tracking to the same degree in each provider, and weekly GM-level tactical meeting of 
cancer performance (unfunded) 

 
2. Detailed Capacity and demand analysis within providers in relation to availability and access to 
suspected cancer diagnostic modalities (eg CT, MR, CT-PET, EBUS, endoscopy), using a 
mechanism to share this data (funded) 

 
3. Provide Cancer intelligence real time data on cancer performance and key outcome measures 
with a focus on sharing usable diagnostic data (funded through Transformation funding TF-1) 



  

13 

 

 
4. On-going implementation of the agreed and TF funded lung, colorectal and prostate 
accelerated pathways (funded through TF-1) 

 
5. Localities to work closely with Providers (and other localities where appropriate) on creating a 
clear detailed plan on the organisation and funding of an enhanced diagnostic service for 
suspected cancer patients. This will involve a plan for radiology, pathology and endoscopy 
services and will reference capacity to do the investigation, and the reporting of the result. 
(Further funding required) 

 
6. Deliver and commission the Oesophago-gastric optimal pathway (planning guidance 19/20) 
(unfunded).  

 
7. GM Cancer Pathway Boards to develop optimal diagnostic pathways for (i) head and neck, (ii) 
gynaecology and (iii) Hepato-pancreatic-biliary (HPB) cancer  for implementation after agreement 
(funded to develop plans, the subsequent implementation is unfunded) 
 
 

 

 Prevention, Screening, Early Diagnosis 

 

8. Create at least 1 site delivering a ‘Rapid Diagnostic Centre’ for cancer in GM initially based on 
serious but non-specific symptoms (ACE 2) and appropriate pathways (unfunded) 

 
9. Commence delivery of the HPV vaccination programme for boys that will be introduced to 
compliment the girls programme (funded) 

 
10. Reflect on Sir Mike Richards National Cancer Screening Review (interim report expected late 
spring 2019), creating a clear GM & EC plan to increase uptake of screening for colorectal, 
cervical and breast cancer. Start roll out of FIT screening in bowel cancer. (Plan funded; further 
funding possibly required in delivery of plan) 

 
11. Create a system-wide plan for delivery of lung health checks, ensuring the programme are live 
in at least 1 locality (funded)  
 
 
 

 Personalised follow on Care  

 

12. Fully deliver the national ambition of two thirds of women who have completed breast cancer 
treatment to be managed on a supported self-management pathway (funded TF-1)   

 

13. GM Cancer pathway boards to develop and agree stratified follow up protocols for selected 
groups of patients who have completed treatment for  colorectal and prostate cancer (funded; 
subsequent implementation will require funding). 
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 High Quality Services 

 

14. Deliver the agreed CURE tobacco addiction programme to 6 localities (funded TF-1) 

 

15. Agree a cancer workforce plan for GM, working with the cancer team of NHS England, HEE 
and other relevant agencies (funded) 
 

16. Commence implementation of the new radiotherapy service specification across the NW 
regional radiotherapy alliance (funded)  

 
17. Roll out Prehab4cancer programme to 1000 patients (funded TF-1) 

 
18. Ensure the genomic test directory is delivered through the NW genomic laboratory hub 
(funded) 

 
19. When published, implement the new teenage and young adults, and children’s cancer service 
specifications (funded) 
 

 
 
 

Recommendation 
 

The GM Cancer Board is asked to review and discuss the core priorities outlined in the paper and 
agree a plan for delivery and sustainability. 
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Greater Manchester Cancer 

Greater Manchester Cancer Board 

 

Date:      23rd May 2019 
 
Title: 62d Cancer Performance - Chief Operating Officers GM Cancer Workshop, 

Greater Manchester with East & Mid Cheshire   

From:  Fiona Noden, Chief Operating Officer, The Christie NHS Foundation Trust  
 

 
 

1.0 Background 
 

The Greater Manchester with East and Mid Cheshire (GM&C) performance has seen a significant 
decline and failure to achieve the 62 day constitutional performance standard since Q1 of 
2018/19.  The indicator had been successfully achieved since 2011, after the inception of the GM 
Breach Reallocation Policy, holding organisations collectively to account for delivery of the 62 day 
cancer pathway. 
 
The GM&C Chief Operating Officer’s Network has provided oversight of collective cancer 
performance since 2010.  A workshop to reflect on collective performance was held with GM 
Cancer on Friday 10th May 2019 as an opportunity to consider the issues and solutions to 
improve performance. 
 

2.0 Situation 
 

 Referral trends over the last year have indicated an 18% rise in cancer referrals. 

 There is significant shortfall in diagnostic capacity in both radiology and endoscopy. 

 There are significant workforce issues, especially in radiology, but also in pathology and 
endoscopy services, therefore exacerbating diagnostic capacity. 

 There is an inability to prioritise cancer patients through the pathway due to the conflicting 
demands on the system.  

 It is unclear as to how much additional investment specifically to commission additional 
diagnostics has been invested in the system, or planned in 2019/20 (see locality plan paper). 
There seems to be a different approach taken between CCG’s.   

 In January 2018, a clinically-led review of each Provider and their CWT performance was 
conducted with 12 key recommendations made. Despite commitment by providers to these 
recommendations, there has been insufficient progress in many areas.  

 
 
 
 

Paper 

number 

3 
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3.0 Proposal 
 

3.1 Short-term 

 Programme Director to be appointed 
o Reporting to the Greater Manchester Cancer Board co-chairs. 

 To introduce a weekly Tactical Planning meeting  
o To problem solve, coordinate pathways, oversee implementation and resolve issues. 

 To introduce a monthly Cancer Operational Performance Meeting chaired by one of the 
GMCB co-chairs. 

 Cancer manager group charged with identifying the most impactful 2 or 3 steps which if 
implemented would improve 62d performance within 3 months 

 The focus to be especially on 3 pathways: 
o Colorectal 
o Lung 
o Urology  

 Implementation of navigators to manage and support the patient through the pathway – part of 
the best timed pathway projects. 

 Undertake capacity and demand modelling to understand the diagnostic requirements and to 
inform commissioning arrangements/ funding around diagnostic capacity 

 Develop and implement a GM diagnostic system dashboard.  

 Review DNA rates for imaging and endoscopy 

 Consideration of the need to run a bowel prep clinic prior to endoscopy to help reduce DNA’s. 

 System approach for review of alternatives for straight to test 

 Ensure close monitoring and implementation of 7 days to first outpatient appointment from 
referral. 

 Review of administration functions and access policy application. 

 Review of patient breaches (63-70 days) by cancer managers in order to eliminate the 100 
breaches to facilitate meeting of the standard.  

 Risk regarding HMRC and pension rules and resulting impact on ‘extra’ sessions to be 
highlighted as a risk at GM level. 

 

3.2 Medium term 
 
 To consider clinical triage for ‘urgency’ in colorectal in the first instance.  Patients still seen but 

not on a 2WW.   

 Increase of cancer tracker numbers. 

 Agree further accelerated pathways in other key cancers (HPB, Head and neck, Gynae) 
 

3.3 Long term 
• Develop a radiology network/Develop a pathology network.   
• Digital solution is needed for pathology. 
• Implementation of FIT for symptomatic services. 
• Develop a single service model for GM. 
• Implement diagnostic sharing – patients accessing first available appointment at any 

organisation 
• Support the Rapid diagnostic centre implementation in GM 

 
4.0 Recommendation 

 
The GM Cancer Board is asked to approve the proposals outlined above. 
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Greater Manchester Cancer2 

 

 

Name of Meeting: Greater Manchester Cancer Board   

Date of Meeting: 23rd May 2019 

Title of paper: GM Cancer Locality Visits – Interim Report 

Purpose of the paper: To update the GM Cancer Board on locality visits undertaken 

to date, and key findings to date. 

Reason for Paper: 
Please tick appropriate 
box 
 

☐ Decision 

 Discussion 

 For information 

Impact Please state how the paper impacts on: 

 

Improved patient 

outcomes 

The paper updates the board on progress with the locality 
visits, the content of which addresses the implementation of 
the GM Cancer Plan across the localities, with the key aims of 
the plan to improve outcomes and patient experience  and 
reduction in variation across GM. 

Improved patient 

experience 

Improving outcomes and access and reducing variation are 
two key factors in patient experience, addressed by the 
locality discussions outlined in this report.  

Reducing inequality 
 

The delivery of the GM cancer plan is heavily predicated on 
demonstrating a reduction in inequality across the system. 

Minimising variation 
 

The locality visits outlined in the report will enable variation to 
be identified and addressed, with variation and best practice 
identified and shared as a result of the locality visits described 
in the report. 

Operational / financial 

efficiency 

Delivery via commissioning infrastructure of the financial and 
operational efficiencies described in the GM Cancer Plan.  

Author of paper and 

contact details  

Name: Alison Lewin 
Title: Associate Director of Commissioning - Cancer 
Email: alison.lewin@nhs.net   

Paper 

number 

4 

 

mailto:alison.lewin@nhs.net
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Greater Manchester Cancer        

Greater Manchester Cancer Board 
 
Date:   23rd May 2019 
Title: GM Cancer Locality Visits – Interim Report  
From:  Alison Lewin, Associate Director of Commissioning – Cancer 

  
 
1 Context and purpose of the report 
 
This report follows the presentations to the GM Cancer Board in April 2019 on the current position 
in relation to Cancer services commissioning in Greater Manchester, which included details of a 
series of locality visits which commenced in early April 2019.  This report provides a brief interim 
update and key findings to date from the visits which have been undertaken so far. 
 
The purpose of the visits is to establish a ‘peer to peer conversation’ approach, sharing best 
practice, progress and determining ways in which the whole system can continue to work together 
to deliver the GM Cancer objectives and metrics, therefore improving the outcomes for people 
with cancer in GM.  The visits have provided an opportunity to strengthen relationships between 
GM Cancer and the localities, and further develop ways of joint working and mutual support.   
 
2 Update on Locality Visits 
 
At the time of writing this report, 8 of 11 locality visits have been undertaken.  All 11 will have been 
completed by 6th June 2019. 

9th April Trafford 

23rd April Salford 

25th April Wigan 

26th April Bolton 

30th April Bury 

1st May Tameside & Glossop 

7th May Oldham 

20th May Manchester 

31st May Stockport 

6th June Eastern Cheshire 

 
Each visit has been chaired by the Director of Commissioning – Cancer Services, and attended by 
colleagues from the GM Cancer team and GM Joint Commissioning Team.  A standard agenda 
has been followed for each visit, to provide structure to a conversation about progress in the 
locality with the delivery of the GM Cancer objectives: 

• GM Cancer metrics / national planning guidance 
• GM Cancer transformation schemes & key projects 
• Locality issues: 

– Contracting and finance – locality  
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– Workforce 
– Primary care 
– Learning and sharing good practice 

 
The notes of each visit have been compiled and will be shared with localities to confirm accuracy 
before compiling a final detailed report. 
 
3 Key Findings and Themes 
 
The intention is to compile a theme-based report detailing findings from the visits.  This will focus 
on key themes and areas of good practice.  All meetings involved a range of representatives from 
across the localities, in the majority of cases (although not all) including representatives from local 
provider organisations, primary care and public health teams. Initial findings and common themes 
from the visits undertaken to date include: 
 
- 62 days and delivery of cancer waiting time standards: all localities gave a clear description 

of how this is managed in their localities, what the key issues are, and what actions have 
been undertaken to address areas of concern, including the development of plans across 
the system. 

 
- Screening and early identification: Good discussions in the visits which have been 

undertaken to date relating to the work in localities on uptake of screening programmes, 
including some strong models of community engagement.  Widespread understanding of the 
issues faced relating to screening, and a willingness to work with GM Cancer and the 
Partnership to address these issues.  Identification of public awareness and communication 
as a key issue which could be supported at GM level. 

 
- Primary Care: In some GM localities, the implementation of primary care standards which 

include elements relating to the identification and referral of suspected cancer patients / 
education in relation to cancer has been evident.  All localities have given a good account of 
the primary care engagement. 

 

- Workforce: common issues reported across all localities relating to diagnostics, radiology, 
and recruitment / retention of key staff groups.  All welcomed the appointment of a GM 
Cancer workforce lead. 

 

- Smoking: variation in the detail of locality models for smoking cessation, but widespread 
support for this as a priority area, and for the implementation of the CURE programme. 

 

- GM Transformation Schemes: all localities welcomed the provision of information relating to 
the GM Cancer Transformation Funding (TF) schemes, and the proposed approach for 
implementation, ongoing evaluation and approach to the sustainability discussions.  Need to 
consider the fact that there are a number of TF projects in each locality, not just those 
funded by GM Cancer TF. 

 

- Emergency Diagnosis: widespread willingness to address this where it remains an issue and 
to learn from areas where reductions have been seen.  View in some localities that a 
Significant Event Analysis approach can contribute to a reduction in emergency diagnoses. 

 
4 Recommendations 
  
Cancer Board are asked to note the content of this interim report and agree to receive a full report 
on completion of the visits, to include actions to be undertaken as a result of the visits. 
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Greater Manchester Cancer 

 

Name of Meeting: Greater Manchester Cancer Board   

Date of Meeting: 23rd May 2019 

Title of paper: Cancer Survival in Greater Manchester & Eastern Cheshire 

Purpose of the paper: To update the GM Cancer Board on the position relating to 

incidence, mortality and survival data for Greater Manchester 

& Eastern Cheshire, and the presentation of this data on the 

GM Cancer Intelligence Service portal. 

Reason for Paper: 
Please tick appropriate 
box 
 

☐ Decision 

 Discussion 

 For information 

Impact Please state how the paper impacts on: 

 

Improved patient 

outcomes 

The paper will aim to update the board on the most up to date 
position relating to cancer survival in GM and Eastern 
Cheshire, with the key aim to determine how to use this data 
to engage localities and improve outcomes and patient 
experience  and reduction in variation across GM. 

Improved patient 

experience 

Improving outcomes and access and reducing variation are 
two key factors in patient experience.  

Reducing inequality 
 

The delivery of the GM cancer plan is heavily predicated on 
demonstrating a reduction in inequality across the system.  
This data invites a discussion on how to address the variation 
across GM. 

Minimising variation 
 

Localities to be asked to review the data and local variations 

Operational / financial 

efficiency 

Addressing variation in / making improvements in cancer 
survival will support the delivery of the financial and 
operational efficiencies described in the GM Cancer Plan.  

Author of paper and 

contact details  

Name: David Shackley  
Title: Medical Director, Greater Manchester Cancer  
Email: david.shackley@srft.nhs.uk 

Paper 

number 

5 
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Greater Manchester Cancer        

Greater Manchester Cancer Board 

 
Date:   23rd May 2019 
 
Title:  Cancer Survival in Greater Manchester & Eastern Cheshire  

   
From:  Professor David Shackley, Director, Greater Manchester Cancer  

  
 
5 Background and Context 
 
Cancer Incidence, Mortality and Survival data is now available to Greater Manchester 
stakeholders through the GM Cancer Intelligence Service portal (https://spark.ricoh.co.uk), 
populated and overseen by the GM Cancer Intelligence Team.  This gives 1 year (and 5/10 year) 
survival data from cancer diagnoses across the system, with a drill down function for individual 
CCGs.  An additional breakdown by age and cancer type is also available. 

 
6 Headline Observations 
 
The 1 year cancer survival for Greater Manchester is 72.1%, a steady increase over time (as 
illustrated in the chart below).  This is the latest available data, which was published on 1st April 
2019.  The data is for patients diagnosed in the calendar year 2016 (approximately 16,300 
patients were diagnosed with cancer in GM and Eastern Cheshire in 2016).  The comparable 
figure in 2007 was 64.1%.  It should be noted that the national data excludes children’s cancer 
and prostate cancer, and so is of limited benefit in international benchmarking. The data is also 
approximately 2 years out of date, in terms of the real time outcomes experienced today  
 

 
 

https://spark.ricoh.co.uk/
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Due to the way the data is calculated, ‘smoothed’ and presented by the Office of National 
Statistics1, it is not possible to give an accurate GM and Eastern Cheshire (EC) figure, but our 
analysts estimate and approximate GM and EC figure in 2016 would be 72.3-72.4% i.e. 
approximately 0.25% higher. 
 
The national figure in 2016 was 72.8%, with the gap closing considerably from a 2.5% deficit to 
national figures in 2007 (64.1% vs 66.6%) to a 0.7% gap in 2016. 
 
It is likely that over the last 12 months (2018 cohort of patients) the GM and EC 1 year survival 
figure is now equivalent to the national figure.  This will not be confirmed until the data relevant to 
this period is published (estimated 2020-21). 
 
7 Locality Analysis 
 
The data presented on the Cancer Intelligence Service portal allows for analysis by CCG, 
therefore allowing for individual CCG 1 year survival comparison vs the GM data.  The data below 
shows there are 3 CCGs who are above the GM figure (Eastern Cheshire, Stockport and Trafford) 
and 3 who are substantially below (HMR, Manchester and Oldham). 
 

 

Most CCGs are closely following the GM trend.  Tameside & Glossop have shown considerable 
improvement closing the gap to the GM position with a 1.1% relative improvement over the ten 
year period, and Salford have closed the gap by a comparable 1%.  Stockport’s relative position 
has improved by 1.2% more than GM. 
 
Oldham’s relative position versus GM has deteriorated by 1.2% over the last 10 years, as has 
HMR’s (1.8%, having started at the same point as the GM average in 2007 with 64.1%).  2 
 
8 Disease Specific Data 
 
The data presented on the Cancer Intelligence Service portal allows for disease specific analysis 
for 3 cancer types: Breast, Colorectal and Lung. 
 

                                                           
1
 

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/bulletins/can
cersurvivalinengland/nationalestimatesforpatientsfollowedupto2017 
 
2
 These figures have been determined by comparing the improvement since 2007 (to 2016) at a locality level 

compared with the GM improvement (from 64.1% to 72.1%) 

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/bulletins/cancersurvivalinengland/nationalestimatesforpatientsfollowedupto2017
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/bulletins/cancersurvivalinengland/nationalestimatesforpatientsfollowedupto2017
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Breast 
 
Good progress has been made in closing the deficit to the national position in terms of 1 year 
breast cancer survival across the GM and EC system.  In 2016 this was 0.2% behind (96.7% 
against a national position of 96.9%) as opposed to 1.5% behind in 2007 (93.6% against a 
national position of 95.1%). 
 
CCGs doing well in improvements in 1 year breast cancer survival over the last 10 years include: 
 
Bolton   0.5% above trend 
Manchester  0.6% above trend 
Stockport  1.8% above trend (as illustrated by the chart below) 
 

 
 
CCGs doing less well in improving the 1 year survival for breast cancer include: 
 
Eastern Cheshire 1.2% below trend  
Oldham  0.6% below trend  
Wigan Borough 1.7% below trend (as illustrated by the chart below) 
 

 
 
Colorectal 
 
Greater Manchester has closed the deficit to the national 1 year survival figure for colorectal 
cancer by 2.2% (2.6% deficit to 0.4%).  The Greater Manchester figure is 80.2% 1 year survival 
against a national figure of 80.4%. 
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CCGs doing well with above GM trend improvements in colorectal cancer survival are: 
 
Bolton    3.3% above trend 
Tameside & Glossop  4.5% above trend (see chart below) 
Wigan    1.8% above trend 
 

 
 
CCGs doing less well with below GM trend improvements in colorectal cancer survival are: 
 
Eastern Cheshire  1.9% below trend 
HMR    7.3% below trend (see chart below) 
Manchester   1.0% below trend 
Oldham   4.0% below trend 
Trafford   3.9% below trend 
 

 
 
Lung 
 
Greater Manchester has closed the gap against the national 1 year survival figures for lung cancer 
by 1.3% (1.6% deficit to a 0.3% deficit).  The latest GM figure is 41.3% against a national figure of 
41.6%. 
 
CCGs doing well with above GM trend improvements in lung cancer survival are: 
 
Eastern Cheshire  1.1% above trend  
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Salford    3.5% above trend (see chart below) 
Stockport   1.8% above trend 
Tameside & Glossop  2.4% above trend 
Trafford   1.4% above trend  
 

 
 
CCGs doing less well with below GM trend improvements in lung cancer survival are: 
 
Bolton    0.7% below trend 
Bury    2.6% below trend 
HMR    5.2% below trend (see chart below) 
Wigan    1.3% below trend 
 

 
 
9 Recommendation to Cancer Board 
 
• Support a recommendation for further locality analysis of the data available via the Cancer 

Intelligence Service portal 
 
• Consider and advise on further actions to be taken in response to the data presented in this 

report 
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Greater Manchester Cancer 

Greater Manchester Cancer Board 

 
Date: 23rd May 2019 
 
Title: GM Cancer led Transformation Projects Update 
 
From: Darren Griffiths 
  

 

Purpose of paper 

The purpose of the paper is to provide members of the GM Cancer Board with an update on 
progress in delivery of the GM Cancer led Transformation Funded projects. 
 
For each of the projects, Appendix 1 to this paper provides a precis of the overall project purpose, 
the project budget, a summary of recent progress and an indication of the measures of success 
(where finalised). 

Recommendations 

 
The Greater Manchester Cancer Board is asked to: 
 

1. To consider and discuss the updates provided in respect of the Transformation Funded 
GM Cancer Projects; and 

2. To ask the Board to consider their requirements in respect of the format in which updates 
on progress in delivery of Transformation Projects are provided (using the appendix as 
a starting point for discussion). 
 

Contact 

Darren Griffiths, Associate Director (Finance) GM Cancer darren.griffiths@nhs.net  
Alison Armstrong, Programme Lead GM Cancer alison.armstrong7@nhs.net 
 
 
 
 
 
 
 
 
 
 
 

Paper 

number 

6 

mailto:darren.griffiths@nhs.net
mailto:alison.armstrong7@nhs.net
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Greater Manchester Cancer 

 

GM Cancer Transformation Projects 

Update May 2019 

 

Project: 
Budget: 

Accelerated Pathway: Lung 
£1.351m 

GM Cancer 
Leads: 

Seamus Grundy – Clinical Lead 
Delwyn Wray – Project Manager 
Rachel Allen – Pathway Manager: Lung 

Summary of project 

The GM Optimal Lung Cancer Pathway will address some of the poor outcomes of this highly 
prevalent disease and reduce the variation across the region, ensuring all patients receive the highest 
level of care, comparable with the top performing trusts.  The Optimal Lung Pathway was developed 
by the Greater Manchester (GM) Lung Cancer Pathway Board to go above and beyond the national 
guidance set out in 2017. The aim of the Optimal Lung Pathway was to ensure all lung cancer 
patients in GM have a clear rapid diagnosis, whether or not it is lung cancer and any patient with lung 
cancer should be treated within 28 days of initial referral and upgrade to the pathway. 
 

Progress and Roll Out Proposals 

Seamus Grundy, Clinical Lead will commence as the Chair for the Optimal Diagnostic Pathway Sub 
Group at its next meeting on 24/05/19. 
Progress to date includes: 

 All sector meetings have now been undertaken, resulting in an initial list of requests from 
each Provider/Sector being submitted for review and prioritisation in preparation for the 
allocation of funds. 

 The  prioritisation of resources will be discussed and formalised on 17–20/5/19
 
prior to the 

submission of recommendations for ratification to GMC 

 The date for the Inaugural Project Steering Group has been arranged for 24/05/19 and 
invitations for stakeholders to attend circulated. 

 A separate meeting with the Lung Pathway Board patient representatives has been held, 
communicating further the objectives of the Timed Pathway Project and requesting 
involvement and support from current and anticipated new members from the onset of the 
steering group. 

 Additional stakeholder meetings are being arranged with both Directors of Operations and 
Cancer Managers ensuring robust lines of communication are maintained throughout the 
project. 

 Meetings are ongoing with the Business Intelligence Team identifying data and information to 
support performance and best practice monitoring. 

 Primary Project Plan, Risk Register, Project Definition Documentation and Assurance Group 
reports have been created. 

 

Measures of Success 

 To agree and implement new pathways that ensure our patients begin their treatment within 
the current standard of 62 days 

 Through a stepped approach increase the proportion of patients given definitive cancer 
diagnosis, or all clear within 28 days of referral by a GP to 95% by 2020 

 Referral to treatment reduced to 28 days by 2021 

 Ensure that dedicated patient feedback and surveys support pathway design and patient 
satisfaction 
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Project: 
Budget: 

Accelerated Pathways: Prostate 
£0.951m 

GM Cancer Leads: Satish Maddeninni – Clinical Lead 
Susan Todd – Project Manager 
Fiona Lewis – Pathway Manager: Urology 

Summary of Project 

Timely prostate cancer diagnosis and treatment continues to be a challenge nationally and across GM 
given the increasing numbers of referrals and the complexities of the pathways. The GM Urology 
Pathway Board has led the National Cancer Vanguard in agreeing a timely, accurate and evidence 
based best timed diagnostic pathway for prostate cancer that supports the NHS England 28 day 
faster diagnosis standard. 
 
The project aims to support all stakeholder Trusts within GM and East Cheshire to implement the new 
diagnostic pathway undertaking high quality mpMRI prior to prostate biopsy and clinical review. The 
project will seek to establish a number of urology hubs (most likely one in each of the existing 4 GM 
urology sectors) to manage new suspected prostate cancer referrals across provider Trusts within 
each sector to support each patient and give equal patient access to specialist prostate cancer 
diagnosticians/clinicians, minimising patient travel and morbidity where possible. 
 

Progress and Roll Out Proposals 

Each sector / hub will require a pathway navigator and a CNS to facilitate the timely management of 
the patient journeys including appropriate clinical triage into the pathway and communication with the 
patient along the pathway.  The evaluation of the project will support the production of a business 
case to feed into the appropriate fora where stakeholders can consider the costs, financial benefits 
and patient benefits of the project and thereby take an informed view as to whether the transformation 
funded phase of the project justifies its mainstreaming into business as usual.  Metrics have been 
carefully chosen to ensure the impact of projects can be measured as the project is rolled out across 
GM. 
 
Project Steering Group established with first meeting 02/05/19.  CCG Cancer Commissioning 
Managers contacted for update on locality work on this pathway March 2019. 
 
Links with key radiology staff across GM and initial scoping of MRI scanning capacity has begun. 
 
Job descriptions for urology clinical nurse specialists and pathway navigators are written and banded, 
ready for discussion with relevant CCG’s regarding recruiting to the first of the four urology sectors in 
GM 
 
Progress to date includes: 

 Key performance indicators agreed (collection of date requires the pathway navigators in 
post) 
 

 Key risks and milestones in draft  
 

 Provisional work streams identified 
 

 Engagement with Urology/Cancer Managers in Trusts has begun 
 

 Way forward detail for urology CNS and pathway navigator posts to be recruited and working 
across the NE sector (Bolton, Wigan and Salford) underway 

 

 Baseline scoping of mpMRI pre-biopsy across GM complete 
 

Measures of Success 

The key measures of success include: 

 Compliance with the NHS England 28 day faster diagnosis standard across GM for 95% or 
more patients with suspected prostate cancer to be informed of a definitive cancer/not cancer 
out of cancer by day 28 by April 2021  
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 More than 90% of suspected prostate cancer patients across GM rating their diagnostic 
pathway as either very good or excellent 

 25% relative reduction in the number of patients across GM having TRUS biopsies by April 
2021 
 

 

  

Project: 
Budget: 

Accelerated Pathways: Colorectal 
£1.062m 

GM Cancer Leads: David Smith – Clinical Lead 
Jonny Hirst – Project Manager 
Michelle Leach – Pathway Manager: Colorectal 

Summary of Project 

Colorectal cancer is the fourth most common cancer and the cancer that takes the second highest 
numbers of lives every year in the UK. Greater Manchester is currently failing the cancer waiting time 
standard for colorectal cancer, with 65.8% of patients receiving their treatment within 62 days within 
the time period Nov 2018 – Feb 2019. Furthermore, by 2020 the new faster diagnosis performance 
standard of confirmation of cancer diagnosis (or no cancer) by day 28 following first referral from GP 
will be implemented. Access to timely and effective cancer services is crucial for patient experience 
and outcomes. Meanwhile referrals continue to increase by over 15% per year for colorectal cancer 
over the last 5 years, with some Trusts seeing an increase over the last year of over 30%.  
 
This project aims to support Trusts to establish or improve upon straight to test (STT) for appropriate 
patients with first clinic appointment within 7 days for those not appropriate for STT, reducing the time 
to a diagnosis and ultimately treatment. Currently across GM there are a range of different 
approaches to establishing a colorectal best timed pathway. This includes virtual triage (via a 
consultant triaging based on the information received from primary care), consultant telephone triage, 
pre-op led triage and assessment and traditional pathways including no straight to test element. 
 
The project therefore looks to work with Trusts in relation to their pathways, or support Trusts to 
implement best timed pathways where they do not exist. Funding is likely to cover the costs of nurses 
to lead telephone triage processes and Navigator roles to support patients and streamline the 
pathway. The project aims to ensure that whatever area a patient is from, they experience the same 
level of care (even if there are some differences to the pathway model between Trusts) and have the 
same chance of receiving a definitive yes/no cancer diagnosis no longer than 28 days after urgent 
referral. 
 

Progress and Roll Out Proposals 

Transformation Funding will facilitate the delivery of this project up to 2020-21 (with funded roles 
being supported for 2 years) and the delivery of a key component of national planning guidance.  The 
evaluation of the project will support the production of a business case through which the costs, 
financial benefits and patient benefits can be considered for mainstreaming into business as usual.  
Metrics will be carefully chosen to ensure that the impact of projects can be measured as the project 
is rolled out across GM. Upcoming key milestones include: 
 

 Mid April – 15
th

 May: Initial scoping meeting with Trusts to learn about existing pathways and 
explore how the project could support and extend these pathways, or change them 
significantly 

 16
th

 May – Trusts sent proposal template to put in for funding from the project, based on 
anticipating outcomes meeting project measures of success 

 12
th

 June – Deadline for submissions from Trusts 

 Throughout June – process of engagement with key stakeholders 

 End of June – Funding decisions made and communicated 

 July – Implementation stage begins, recruitment processes for new roles start 
 

Measures of Success 

These measures of success will be further refined after further engagement with colorectal 
representatives from each Trust, but are likely to include: 
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 Reduce the median time to first seen from 11 days to 7 days by August 2020 within all 
participating Trusts (where ‘first seen’ includes triage by CNS) 

 20% reduction in the time to diagnosis for participating Trusts by the end of the project 

 Compliance with 28 day target in each participating Trust by March 2020 

 (Relevant patient experience measures of success still to be defined) 
 

  

Project: 
Budget: 

Prehab4Cancer 
£1.291m 

GM Cancer Leads: John Moore – Clinical Lead 
Zoe Merchant – Project Manager 

Summary of Project 

Prehab4Cancer is an evidence-based prehabilitation and rehabilitation programme which 
incorporates exercise, nutrition and wellbeing interventions to optimise people diagnosed with cancer 
prior to treatment (surgery, chemotherapy and/or radiotherapy) and to support enhanced recovery. 
This builds on the success of ERAS+ (Enhanced Recovery After Surgery+), the in-hospital offer to 
surgical patients across Greater Manchester. Approximately 2000 people will benefit from 
participating in this programme over the next 2 years and it is the first prehab programme to be 
delivered at scale nationally. 
 
GM Active, representing all twelve leisure and cultural organisations operating local authority owned 
leisure and cultural assets across Greater Manchester, are GM Cancer’s delivery partners and offer 
this programme in leisure facilities local to participants place of residence for improved accessibility 
and long-term behavioural change. The fitness instructors delivering the programme all have cancer 
rehabilitation qualifications. Learning has been gained from CAN-move, the commissioned Salford-
based cancer exercise referral scheme which has been benefitting Salford patients over the last 3 
years. 
 
The programme is designed to achieve improved clinical outcomes with increased survival rates and 
improved morbidity. It contributes to greater quality of life, empowering participants to live well with 
and beyond cancer. Physiological status, PROMs and PREMs are recorded at regular intervals via 
leisure facilities database system Refer-all. There is provision within this project to develop a digital 
platform in conjunction with HInM to further support physiological and QOL data collection, facilitate 
clinical monitoring of patients and provide enriched participation to the programme. This will include 
participants using wearable devices. 
 

Progress and Roll Out Proposals 

This programme launched at the end April 2019 and has received 30 referrals within the first fortnight, 
with only one participant declining the offer (97% uptake rate). These referrals have come from across 
GM and across the eligible tumour pathways which includes colorectal, lung and upper GI cancers. At 
present patients who are being considered for curative major surgery are able to be offered this 
programme. Roll out has been supported via the relevant tumour specific pathway boards with 
hospitals including SRFT, The Christie, Central MFT, South MFT, Stepping Hill and Bolton able to 
incorporate prehab4cancer in their pathways initially. The project links closely to ERAS+, the in-
hospital element of preparation for surgery, infrastructure that already exists across many of the 
hospital sites in GM. The project team are meeting with relevant potential referrers from across the 
patch to support prehab4cancer being implemented and embedded in their local pathways. This 
includes the evaluation considerations prior to surgery and referral to prehab (fraility scores + dynamic 
tests: 6MW, Shuttle Incremental Tests and when necessary CPETs). 
 
In the second phase of the project the programme will roll out to other hospital sites across GM and 
will have greater propensity to serve people, within the tumour groups already identified, being treated 
primarily with chemotherapy and radiotherapy as learning is understood from participants within 
phase 1, undergoing adjuvant chemotherapy prior to major surgery. The second phase will also 
extend the programme to people diagnosed with Head and Neck cancer. 
 
Further roll out includes procurement of wearable devices, a prehab4cancer website and a digital 
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platform to support maximised participation, improved participant benefits and evaluation of the 
programme. 
 

Measures of Success 

Proposed subject to agreement in respect of target and data collections restrictions: 
 

 High uptake of the programme, close to 2,000 people participating in the programme across 
Greater Manchester over 2 years, 

 90 day hospital free period post discharge 

 Reduced post-treatment complications and resulting resource use (health and social care – in 
secondary and primary settings i.e. reduced hospital admissions, complex long GP appts etc), 

 Improved continuation  with and tolerance to treatment – particularly for patients undergoing 
chemotherapy and radiotherapy, 

 Improved QOL PROMS + PREMs (EQ5D, FACT subsets, WHO-DAS etc.). 

  

Project: 
Budget: 

Recovery Package 
£0.500m 

GM Cancer Leads: Wendy Makin – Clinical Lead 
Lindsey Wilby – Project Manager 

Summary of Project 

The Recovery Package is a combination of important interventions that, when delivered together, can 
greatly improve the outcomes and coordination of care. The interventions are:  

 (electronic) holistic needs assessment (eHNA) leading to the production of a care plan  

 treatment summary  

 cancer care review  

 health and wellbeing information and support 
 
The full implementation of the Recovery Package is one of the key objectives in the GM Cancer Plan. 
Work is underway to ensure that all appropriate patients diagnosed with cancer in GM receive a 
Holistic Needs Assessment both before and after treatment. 7,800 HNAs were recorded across the 
region in 2018. This is thought to be an under estimate as not all Trust IT systems were able to 
capture this activity in the first half of 2018. We will also ensure that treatment summaries are 
provided to patients, and copied to their GP, at the end of each treatment modality. We are working to 
develop a sustainable Health and Wellbeing offer for all patients approaching the end of treatment. 
Much of this work is being led by Macmillan-funded Recovery Package Project Managers in the acute 
Trusts, and is co-ordinated at GM Cancer level. 
 

Progress and Roll Out Proposals 

The transformation funding allocated to this project will be used to accelerate the implementation of 
the Recovery Package by employing a total of 10 Cancer Support Workers across selected Trusts for 
a period of 18 months (to 31

st
 March 2021). The role of the Cancer Support Worker involves 

supporting and co-ordinating the pathway for patients living with and beyond a diagnosis of cancer, 
and implementing those elements of the Recovery Package which are described in the NHS Long 
Term Plan – thus fulfilling both regional and national objectives. We will be testing several delivery 
models, with a plan to develop an evidence based business case for system leaders to consider for 
future roll out across the region.  
 
The GM Trusts which were eligible to express an interest in funding were those where the Cancer 
Support Worker role has not previously been tested, and where there is an evidential need for 
improved performance in delivery of the Recovery Package. The GM Cancer LWBC Steering Group 
considered the expressions of interest at their meeting on 27

th
 March 2019. The chosen sites are 

Tameside & Glossop and Stockport (joint approach), and The Christie (including Salford and Wigan 
satellite sites). We are on track to commence recruitment during May, in order that staff can be 
recruited and in post by 1

st
 October 2019. Progress regarding both quantitative and qualitative 

outcome measures will be monitored via the GM Cancer Programme Assurance Group 
 

Measures of Success 

Quantitative: Step-change in the implementation of the elements of the Recovery Package within the 
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targeted tumour groups. By the end of the project, for ALL appropriate patients: 
o HNAs should be completed around the time of diagnosis and again at the end of treatment (unless 

declined) 
o End of treatment summaries should be provided at the end of every treatment modality 
o Access to a Health and Wellbeing Event (or equivalent information and support) should be offered 
Qualitative: by the end of the project, patients should report improvements in their patient experience 
and quality of life, as a result of the therapeutic conversations experienced, information disseminated, 
interventions recommended, and access to support services offered 
 

  

Project: 
Budget: 

CURE 
£2.004m 

GM Cancer Leads: Dr Matthew Evison – Clinical Lead 
Freya Howle – Project Manager 

Summary of Project 

The CURE project is a comprehensive secondary care treatment programme for tobacco addiction. At 
its heart is systematically identifying all active smokers admitted to secondary care and immediately 
offering nicotine replacement therapy and other medications, as well as specialist support, for the 
duration of the admission and after discharge. 

 
The term ‘CURE’ has been specifically chosen to ‘medicalise’ tobacco addiction and move away from 
the stigma of a lifestyle choice to disease treatment. Treating tobacco addiction must become part of 
the core activity of all clinicians in every part of the hospital. 
 

Progress and Roll Out Proposals 

The long term plan is the roll out of CURE to all hospital sites across Greater Manchester. The scope 
of the phase 1 Transformation Funding bid includes the costs for Wave 1 rollout of CURE to 6 hospital 
sites (in addition to South Manchester as the pilot site): 
 
- Tameside & Glossop (Tameside & Glossop NHS ICFT – Tameside Hospital site) 
- Bury (Fairfield Hospital, Pennine Acute Trust – Bury CCG and HMR CCG) 
- Salford (Salford Royal NHS Foundation Trust) 
- Oldham (Royal Oldham Hospital, Pennine Acute Trust) 
- Stockport (Stepping Hill Hospital, Stockport NHS Foundation Trust) 
- Wigan (Royal Albert Edward Infirmary, Wrightington, Wigan & Leigh NHS Foundation Trust) 
 
As part of the phase 1 implementation a template business case is to be developed to support 
commissioners and providers in the approval and implementation in their locality of the CURE 
pathway by demonstrating the cost effectiveness of initiating smoking cessation in a secondary care 
setting.   
 
Progress has been made with each locality and a governance process is to be agreed via the GMC 
CURE Steering Group, linking each hospitals task & finish group with the wider vision of CURE 
across GM to ensure consistent implementation: 

 Localities included in phase 1 have been approached and all Tryst/CCG/LA/PH leads agreed 
to implement CURE in their Trusts as part of wave 1.  

 Pathway mapping & gap analysis sessions have been organised to identify how each locality 
will deliver the pathway aligning to the GMC CURE Service Specification.    

When pathways are developed by each locality these will be clinically approved via the GMC CURE 
Steering Group with secondary and primary care input. 

Measures of Success 

Final metrics in development but will include smoking quit rates and impact on hospital admissions.  
To consider measures of wider system impact including primary care. 

  

Project: 
Budget: 

Transforming Aftercare 
£0.789m 

GM Cancer Leads: Mohammed Absar – Clinical Lead 
Astrid Greenberry - Project Manager 
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Summary of Project 

This project enables the identification of patients who are suitable for supported self-management, 
reducing the demand for routine follow up, and release capacity to address the expected increase in 
patient numbers.   
 
Initially the project is rolling out the risk stratified follow-up pathway that was put in place at Pennine 
and MFT (Nightingale Centre) through the Macmillan Cancer Improvement Partnership to the 
remaining breast services in Greater Manchester (Tameside & Glossop, Ashton Leigh & Wigan 
(Wrightington Wigan & Leigh NHS FT), East Cheshire, Bolton and Stockport) to ensure 
standardisation of care.   
 
The project will also be looking for a site to pilot colorectal risk stratified follow-up based on the soon 
to be released NICE recommendations for surveillance tests and will do initial preparation work for 
putting a GM-standard risk stratified pathway in place for prostate cancer. 
 
The resources available through the current project funding are: 

o An IT solution for tracking stratified follow-up patients with technical support, if required 
o Aftercare Coordinators (each breast site and one colorectal site).  
o Project Manager and Clinical Lead 

 

Progress and Roll Out Proposals 

Breast Risk Stratified Pathway 
Initial workshops for all stakeholders in the breast pathway are now underway at the individual sites. 
 
During a teleconference with Merseyside and Cheshire Cancer Alliance on 3

rd
 May 2019 they have 

taken responsibility for implementing the risk stratified pathway for breast at East Cheshire so this is 
now out of scope for the GM Cancer project. 
 
Colorectal Risk Stratified Pathway 
Initial discussions have taken place with sites readily volunteering to be a pilot site for the risk 
stratified pathway.  A standardised schedule of follow-up tests is in the final stages of agreement 
through a subgroup of the pathway board and once ratified this will be used as the basis of the pilot.   
  
IT Solution 
A workshop has been arranged for operational leads, members of the colorectal, urology and breast 
clinical teams, Trust IT and Information Governance to see demonstrations of the potential systems 
and also hear the experiences of clinical teams who already use the systems to track risk stratified 
patients.   
 

Measures of Success 

Moving to this model will enable around 50-70% of breast and 50% of colorectal patients to self-
manage with support, requiring only imaging or biochemical surveillance, and patient initiated contact 
as required. Clinically valuable surveillance tests are uncoupled from routine outpatient follow up 
appointments, and can often be carried out in community settings, reducing the amount of time 
patients take off work or away their preferred activities to attend appointments and providing better 
patient experience.  Metrics will be developed and agreed to monitor the impact of the new model in 
these areas. 

 
  

Project: 
 
Budget: 

CAN-Guide (Supported Decision Making around Palliative 
Chemotherapy) 
£0.606m 

GM Cancer Leads: Janelle Yorke 

Summary of Project 

Following a successful small Greater Manchester pilot of an enhanced-decision making package 
called the ‘Goal of Care Initiative (GOCI)’, we are now setting up an innovatively designed research 
study to formally evaluate the GOCI tool when used widely in a clinical setting. 800 patients will be 
studied over 2 years (in 7 types of cancer) from May 2019 with the hope that, if successful, evidence 
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will be developed which supports broader roll out in GM and beyond as part of a standardised 
approach. The overall aim of the Can-GUIDE programme is to improve the way information is 
presented to patients with progressing cancer about the benefits and risks of further systemic 
treatments (chemotherapy and biological agents), and empower patients to fully engage in shared-
decision making. 
 

Progress and Roll Out Proposals 

Recruitment to the projects leads Catherine Perry (research fellow) Grant Punnett (research 
associate) was completed in March 2019. Further recruitment of band 5 research assistants has 
begun with the first anticipated to be in post in May.  Project update: 

 Evaluation protocol has been developed with seven oncology teams at the Christie and is currently 
undergoing the relevant approvals prior to starting the research element of the project. 

 A favourable ethical opinion with minor changes required was given by a Research Ethics 
Committee at the beginning of April.  

 These changes have since been made and we are awaiting final approval to commence the study 
with a view to begin the research study beginning of May. The content of the Can-GUIDE website 
is being finalised based on our extensive PPI work. This includes new film content and interactive 
resources for patients to engage with. Significant progress has been made in this area.  

Other progress includes: 

 Development of the research protocol. 

 Application for regulatory approvals (R & D sponsorship, REC, HRA) 

 Engagement with clinical teams commenced and ongoing (renal, upper GI, colorectal, 
gynaecology, sarcoma, lung, breast).  

 Development of GOCI patient materials (booklet and Can-GUIDE web site) commenced and 
ongoing. 

 Engagement with PPI groups 

 Process for advertising for Research assistant to assist with recruitment commenced. 

 

Measures of Success 

Measures of success are yet to be finalised. 

 

  

Project: 
Budget: 

Cancer Education 
£0.655m 

GM Cancer Leads: Dr Catherine Heaven, Programme Director for Cancer Education 
Rachel Hickson – Project Manager 

Summary of Project 

The Cancer Education project will work with all stakeholders across the GMHSCP (in health & social, 
voluntary, charitable and community) to create opportunities for equal access to education for cancer 
care givers across GM & EC. The aim is a collaborative system wide approach to workforce 
development; upskilling the workforce, resulting in better patient experiences across the region, as a 
trailblazer for the NHS nationally. The project recruited the Director of Education (Catherine Heaven) 
in September 2018, and Education Programme Manager (Rachel Hickson) started in role in April 
2019. 

This two year transformational education programme has three core elements: 

- Creation of an education transformation team 

- Dedicated cancer education leadership  

- Ongoing development of Gateway-C, educational events and other innovative methods of delivering 
education across GM & EC. 

 

Progress and Roll Out Proposals 

Currently the project is in the process of scoping out priorities, objectives and deliverables. Project 
update: 

 Attendance at Pathway Boards to introduce the Education team, give an overview of the 
programme’s aims and how collaboration could work with pathways, and answering any questions 
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about the Education Programme.  

 Facilitating several Pathway Education events in line with the Board’s requirements/expectations. 
Finding suitable venues, liaising with them to negotiate costs, setting up Eventbrite pages, 
monitoring registration, creating promotional flyers. 

 Explored platforms for a GM Cancer mailing list which currently does not exist for GM Cancer but 
is required. This mailing list will have ‘opt in’ areas of interest to enable targeted communications, 
and registration data will also inform demographic analysis. This platform features various 
integrations with other platforms such as Eventbrite, which allows for measurable communications. 
This set up is now underway in a test format to ensure it meets our needs, and will be a crucial 
communication tool for GM Cancer as a whole, not just for the Education team.  

 Attendance at Committee meetings for GM Cancer Conference discussing agenda, speakers, 
themes, logistics, timings. GMC and School of Oncology (SoO) working collaboratively. Regular 
meetings between SoO Education Events Manager and RH take place to discuss collaborative 
working on the Conference, as well as opportunities for partnering on future events where 
possible. 

 Scoping work to begin in May-June 2019 of the requirements and priorities for the GM & EC 
cancer education programme. Many meetings have already taken place and will continue to do so, 
in order for the transformation project team to build a picture of current education offerings and 
gaps across health and social care.  

 Project lead will work with the Cancer workforce lead in GM (recruitment in May/June 2019) to 
review possible collaboration opportunities. 
 

Measures of Success 

Measures of success are yet to be finalised. 

 

  

Project: 
Budget: 

Cancer Intelligence Service 
£0.416m 

GM Cancer Leads:  

Summary of Project 

This project offers Greater Manchester Cancer (GMC) a dedicated cancer intelligence service 
superior to anything found in any other Cancer Alliance. A service that can deliver an innovative 
solution and remains agile and responsive to the evolving data and intelligence needs of the GMC 
System and H&SCP, including people affected by cancer, offering analytical and statistical resources 
dedicated to the transformation projects and above all, offering access to timely metrics fed from local 
data flows within an interactive dashboard application.   This will provide partners in the cancer 
system, including service users, with access to the most current and detailed performance, outcomes 
and patient experience data available 
 
GMC is the first Vanguard/Alliance to: 
• have its own cancer intelligence portal with interactive dashboard functionality that is specifically 

designed for the GMC System.  
• have cancer intelligence dashboards designed by and for people in GM affected by cancer. 
• use locally collected data to create a locally collated data set that will generate intelligence that is 

in sync with current cancer activity.  
 
Having a centralised local cancer intelligence service ensures the GMC System has the data, 
intelligence and tools it needs to help deliver the GM Cancer Plan and: 
• Provide GMC System wide monitoring of service performance, clinical outcomes and experience 

for patients  
• Utilise local data flows to provide access to data and metric measures that reflect current service 

and clinical activity 
• Be a centralised analytical resource to examine the story behind cancer services metrics; identify 

best and worst performers, investigate reasons for variation, measure trends, and provide 
narrative to help interpretation and dissemination. 

• Be a centralised analytical resource to support all Transformation projects, reducing the individual 
financial and resource burden for each project regarding collation, analysis and reporting of data. 

• Empower CCGs and Providers to get maximum benefit from their own data, identify areas in need 
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of improvement and drive transformation. 
• Compare and benchmark against similar services and performance in other geographical areas. 
• Empower patients to make decisions around their own care based on intelligence. 

 

Progress and Roll Out Proposals 

• Local data flows development work has commenced – May 2019 
• Reporting from local data flows – September 2019 
• Cancer pathway & provider diagnostic & 62 day dashboard – live by Dec 2018 
• First monthly data meeting with the core team to highlight latest local and national survival data 

was a success. More to follow – May/June 2019 
• A report for each GM Cancer Board highlighting key data and relevant analysis – June 2019 

(process to be agreed) 
• Specific support to priority projects and other key projects with data, presentation of data and 

analysis of trends – Oct 2018  
• Continued benchmarking of our system/alliance against other alliances and England average for 

key metrics (national patient experience survey/ ONS/ PHE/ NCIN/ 62day etc.)   
• With clinical pathway teams and the User Involvement Team, produce a development plan to pilot 

PROMs and PREMs in high priority pathways – by Dec 2019 
 
Progress to date includes: 

• Recruitment for the Principal Analyst is progressing. The new statistical analyst has started 
work and is integrating well. 

• The Local Data Flows development is progressing, and more data from GMC Providers 
should be arriving soon. Work to date includes meeting with trust staff responsible for 
dataset submissions, researching the new data specifications, and creating the functions 
that will help process and store the data as it arrives. 

• The CIS have incorporated new NHS Digital data and continue to provide high level reporting 
on 62 day performance, analysis on increased referrals across GM (reports presented to 
GM H&SCP performance and delivery board) and data analysis key to all pathways. 

• The first new performance dashboards have been produced and are accessible via the online 
portal. An interactive report was created to support the GMC management team in 
conducting their recent locality visits, and a report which enables users to process their 
own incidence, mortality and survival data requests was also launched.  The CIS used 
this tool to present the latest GM and locality survival data at the first GMC data discovery 
meeting, and will present at more of these meetings in the coming weeks. 

 

 

N.B. An additional £0.375m of TF funding is used to support the core infrastructure of GM Cancer 

recognising the programme management demands that the TF funded projects place on the team. 

 

 

 

 

 

 

 

 

 

 



  

37 

 

 

Greater Manchester Cancer        

2 
Name of Meeting: Greater Manchester Cancer Board   

Date of Meeting: 23rd May 2019 

Title of presentation: NHS Transformation Unit Programme Update – Single 

Service Models for Specialist Surgery 

Purpose of the 

presentation: 

To update the GM Cancer Board on the progress, planned 

activity and common challenges with regard to the Gynae and 

Urology Cancer Surgery Implementation Programmes; the 

update will also present an update on the Oesophago-Gastric 

(OG) service following implementation in Sept 2018; a 

summary of the MDT Mapping activity recently completed and 

an update on the GM cancer service naming progress. 

Reason for 
Presentation: 
Please tick appropriate 
box 
 

☐ Decision 

 Discussion 

 For information 

Impact Please state how the paper impacts on: 

 

Improved patient 

outcomes 

The aim of the single service arrangements overall is to 
deliver high quality holistic care for patients to improve 
survival and quality of life. 
This will be done by bringing specialist surgical expertise 
together through new operational and governance 
arrangements. This is now in place for the OG Service. 
Patient choice will improve, and variation will be reduced 
through more effective joint working across the specialist 
teams and the local diagnostic units; this will be facilitated by 
new working arrangements e.g. MDT arrangements. 
 

Improved patient 

experience 

Reducing inequality 
 

Minimising variation 
 

Operational / financial 

efficiency 

Bringing expertise together and addressing variation and will 
support the delivery of the financial and operational 
efficiencies described in the GM Cancer Plan.  

Author of presentation 

and contact details  

Name: Sarah Maynard-Walker  
Title: Managing Consultant, NHS Transformation Unit  
Email: sarah.maynardwalker@nhs.net 
 

Paper 

number 

7 

mailto:sarah.maynardwalker@nhs.net
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Greater Manchester Cancer        

Name of Meeting: Greater Manchester Cancer Board   

Date of Meeting: 23rd May 2019 

Title of presentation: Update on Cancer Screening in Greater Manchester 

Purpose of the 

presentation: 

The Board is asked to note the ongoing actions to improve 

screening uptake in GM across the 3 cancer screening 

programmes and that a fuller report will be presented to board 

when recommendations from the NHSE commissioned review 

of national screening programmes are published. 

Reason for 
Presentation: 
Please tick appropriate 
box 
 

☐ Decision 

 Discussion 

 For information 

Impact Please state how the paper impacts on: 

 

Improved patient 

outcomes This paper provides a brief summary of current average GM 

performance across the three cancer screening programmes 

for bowel, breast and cervical cancer, and update on actions 

to further improve the number of people accessing cancer 

screening in GM. To address some of the issues regarding 

update and access to screening services.  It also highlights 

the national context for review of cancer screening 

programmes. Delivery of the screening programme in GM is 

essential in order to give patients the best outcomes, early 

detection of cancer and patient experience. 

Improved patient 

experience 

Reducing inequality 
 

Minimising variation 
 

Operational / financial 

efficiency 

Bringing expertise together and addressing variation and will 
support the delivery of the financial and operational 
efficiencies described in the GM Cancer Plan.  

Author of presentation 

and contact details  

Name: Siobhan Farmer  
Title: Healthcare Public Health Consultant & Screening and 

Immunisation Lead  

Email: siobhan.farmer@nhs.net 

 
    

Paper 

number 

8 

mailto:siobhan.farmer@nhs.net
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1.0 BACKGROUND & PURPOSE 

1.1. The three national cancer screening programmes for bowel, breast and cervical cancer 

are commissioned by the Greater Manchester Health and Social Care Partnership 

(GMHSCP) under the delegated NHS England Section 7A funding.      

1.2. This paper provides a brief summary of current average GM performance across the 

three cancer screening programmes for bowel, breast and cervical cancer, and update on 

actions to further improve the number of people accessing cancer screening in GM.  It 

also highlights the national context for review of cancer screening programmes.   

1.3. A more detailed paper will be presented to Cancer Board after the relevant reviews have 

been published, with a response to the recommendations and a more detailed analysis of 

inequalities across Greater Manchester.  

2.0 CANCER SCREENING PERFORMANCE IN GREATER MANCHESTERi 

2.1. Overview 

2.1.1. Cancer screening programme performance is measured in terms of uptakeii and 

coverageiii.  As screening programmes are delivered based on where patients are 

registered and so are not coterminous with Local Authority boundaries, data on uptake 

and coverage of screening for people living in Greater Manchester is published annually 

after it has been cleansed and attributed to the appropriate geography. 

2.1.2. Data for the Greater Manchester resident population are published on the national PHE 

Fingertips website.  However, we have presented here the latest data we have access to, 

but under the conditions that this paper is being used for management purposes by the 

Cancer Board; it is unpublished and unverified data and therefore cannot be shared 

beyond Cancer Board (see endnote i).  We are developing a memorandum of 

understanding to allow greater sharing of the NHSE owned data to take place among 

partners in Greater Manchester.  This will hopefully enable more timely sharing of data 

and a greater understanding of the inequalities in the city region.  

2.1.3. Due to the recent changes in NHS England and NHS Improvement, we are also moving 

to reporting on an NHSE/I North West footprint.  This not yet been applied to our most 

recent data set, but will be for future reports.  

2.1.4. It is important to bear in mind that Greater Manchester as a region is growing faster than 

many parts of England, and so any data using percentages will mask the additional 

numbers of people that need to be screened just to maintain current performance.  
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2.2. Bowel Screening 

2.2.1. Bowel screening coverage (among people aged 60 – 74) has been significantly improving 

in Greater Manchester over the last few years.  The coverage for bowel screening in 

Greater Manchester (as of Quarter 2, 2018/19) was 58.3%, compared to a North NHSE 

region uptake of 60.9% and an England average of 59.9%.  Since Quarter 2 2016/17, 

GM has had a 2.8% improvement in coverage, compared to a 2% improvement in North 

region and a 1.1% improvement nationally.  This shows that we are narrowing the gap to 

England and the North. 

2.2.2. Nevertheless, there remains significant inequality between CCG areas in Greater 

Manchester with the coverage ranging from 48.5% in Manchester to 61.5% in Stockport 

(Q2 2018/19).  We also need to factor in bowel scope coverage (which is a one-off flexi 

sigmoidoscopy offered to people at age 55); an update on this will be included in the next 

report to Board due to possible changes in the programme. 

2.3. Cervical Screening 

2.3.1. Cervical screening coverage (for women aged 25 – 64) has been significantly declining in 

Greater Manchester over the last few years, following the trends in the North NHSE 

region and the national figures.  The coverage for cervical screening in Greater 

Manchester (as of Quarter 2, 2018/19) was 70.8%, compared to a North NHSE region 

coverage of 73% and an England average of 71.3%.  Since Quarter 2 2016/17, GM has 

had a 1.7% decline in coverage, which is the same as the 1.7% decline across the North 

region and a 1.4% decline nationally.  This shows that the gap to England has increased 

over the last three years. 

As with bowel screening, significant inequality exists between CCG areas in Greater 

Manchester with the coverage ranging from 64% in Manchester to 75.9% in Trafford (Q2 

2018/19).    Coverage rate also varies within CCGs between GP practices; we are 

working with CCGs to share this data for management and improvement purposes. 

2.4. Breast Screening 

2.4.1. Breast screening coverage (for women aged 50 – 70) has improved since Quarter 2 

2016/17 from 67.5% to 68.9%.  So, whilst this is significantly lower than the North NHSE 

region (71.6% in 2016/17 and 72.1% in 2018/19), GM has made a much greater 

improvement of 1.4% compared to 0.5% in the North.  The England average coverage 

has declined over the same period from 72.4% in Q2 2016/17 to 72% in 201/19. This 

means GM is closing the gap to England and improving faster than the North region.  

This is despite the major national breast screening incident that occurred in 2018.   

2.4.2. Breast screening also has the same pattern of CCG inequality, ranging from coverage of 

61.1% in Manchester to 73.4% in Bury (Q2 2018/19).   
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3.0 PROGRAMME DEVELOPMENTS 

3.1. Background 

3.1.1. Over the last two years there have been a large number of national programme 

developments and two major national incidents.  These will have affected the uptake and 

coverage rates in different ways.  These include: 

3.2. Bowel screening 

3.2.1. The test for bowel screening will soon be changing from the FOBt test to the FIT test.  

This is a more sensitive and easier to use test and so should increase uptake (modelling 

suggests by 7 percentage points), and the numbers of cancer detected.  However, with 

this comes the need to ensure enough capacity for the associated increase in 

requirement for colonoscopies and pathology.  There has been an ongoing task & finish 

group involving providers, CRUK, patient representatives and relevant clinicians and 

commissioners from across the colorectal pathway to assess the readiness of GM 

providers to deliver FIT testing.  This has included consideration of FIT for symptomatic 

and how this might provide additional capacity.  The anticipated go live date for FIT in 

screening is June 2019 at a sensitivity threshold of 120.  There is an aspiration to reduce 

this to 20 in time and reduce the age for bowel screening to 50, making it even more 

effective at detecting cancer early. 

3.2.2. Alongside this, we are awaiting national guidance on the Bowel Scope programme.  

Originally, the National Screening Committee recommended that the roll out of this 

programme continued until the FIT test could be provided to people aged 55, but given 

the potential increased uptake in the main bowel screening programme and the resulting 

potential pressures within the diagnostic pathway, this is being reviewed.  We are 

awaiting an announcement from NHSE on this.  

3.3. Breast screening 

3.3.1. There was a significant national incident identified in early 2018 whereby it was 

recognised that some women may not have been offered their final screen within the 

programme.  A national incident response was carried out and our providers delivered 

additional screens to all women who wanted one that were identified as part of the 

incident within the national timescales.  The final stages of investigations into cases 

where women have developed breast cancer to determine whether this was due to the 

incident is underway.   There was a national review of the incident published late in 2018. 

It is unknown whether this has impacted positively or negatively on the screening 

programme coverage, and the incident response may have adversely affected providers 

in terms of capacity; although there were no indications of this among the Greater 

Manchester providers who continued to provide high quality services throughout the 

incident. 
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3.4. Cervical screening 

3.4.1. Greater Manchester has now completed its conversion of the testing of cervical screening 

samples to HPV primary screen (as opposed to cytology).  This process means that 

fewer samples need to go to cytology for analysis, thus improving the turnaround time for 

women in terms of their results.  From 15th April 2019, all tests in GM will undergo HPV 

primary screen.   

3.4.2. There has been a national procurement of cervical screening laboratory services, 

reducing the number of laboratories to increase resilience of services.  MFT laboratory 

have successfully been awarded the contract for the North West region, and GMHSC 

Partnership will be the lead commissioner of this service.  This will build on the existing 

strong relationship in GM, and also benefit more women as the lab will convert all 

samples to HPV primary screen over the next 12 months.  

3.4.3. In March 2019, there was a large national campaign (Cervical Screening Saves Lives) 

that was run across multiple media channels for the whole month.  Provisional figures 

show that the lab received an increase in samples of around 25% compared to March the 

previous year.  The campaign will be evaluated nationally. 

3.4.4. There was a significant national incident identified in mid-2018 where it was identified that 

some women had not been invited to their cervical smear test, or had not received their 

results letters.  As with the breast screening incident, a full response was led nationally.  

A decision has subsequently been taken to move the invitation process back “in house” 

to NHSE/I (away from Capita) following this.  This is a challenging timetable in the 

context of the other changes outlined above. 

3.4.5. There is ongoing work nationally and in GM to explore how cervical screening can be 

reintroduced into sexual health services in a safe and effective way.  We are contributing 

to the national task and finish group on this. 

3.5. Cross Cutting Work 

3.5.1. Given the ongoing commitment to improve screening in Greater Manchester, the current 

gap to England and the North, and the inequalities across the city region, we recognise 

that there is much more that can be done to improve both overall uptake and coverage 

rates, but also to narrow the inequalities across Greater Manchester.  

3.5.2. The Cancer Vanguard enabled GM to test and implement innovative projects to gain 

insight into what might improve screening attendance.  Key findings showed similarities 

across all three screening programmes, with lower uptake correlated to practices in the 

most deprived areas.  A Cancer Screening Engagement Service has now been 

commissioned and will be delivered by a consortium of VCSE providers- Salford CVS, 

Voluntary Sector North West, 10GM and Unique Improvements.  This service will focus 

on improving access among specific populations where the insight work showed lower 

uptake e.g BME communities, people with learning difficulties, and people of specific 

faiths.   It will also continue to deliver the Cancer Champions programme moving forward. 
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We are now using improved data to identify areas to support this team to direct where 

resources should be better targeted.   

3.5.3. The pharmacies in Greater Manchester have signed up to deliver cancer prevention 

campaigns throughout the year.  These include specific work on cancer screening.  The 

cervical screening campaign has just taken place and has shown good engagement.  We 

will review this and look at lessons we can learn from the data gathered. 

3.5.4. We are also working with providers to support them to employ patient navigators to help 

follow up people who don’t attend for their screening appointments e.g. following a 

positive FOBt test in the bowel programme.  We hope this will decrease numbers of 

people who then present as emergency admissions in the Greater Manchester area and 

improve outcomes for these individuals. 

3.5.5. We continue to identify opportunities for innovation and intend to further research 

potential interventions in the following areas e.g. self-sampling for HPV; this involves 

women taking a swab at home which is posted for analysis.    

4.0 NATIONAL REVIEWS OF SCREENING 

4.1.1. As a result of the two national screening incidents in the breast and cervical programmes 

last year, there has been increasing scrutiny of the cancer screening programmes and 

current commissioning arrangements.  The following reports have been/will be published: 

 Independent Breast Screening Review (Nov 18) 

 National Audit Office: Investigation into the Management of Health Screening (Feb 19) 

 Parliamentary Advisory Committee: Adult Health Screening Inquiry (May 19) 

 Sir Mike Richards: Review of Cancer Screening Programmes (due May/June 19) 
 

4.1.2. The Screening and Immunisation Lead submitted evidence to the Sir Mike Richards 

review covering issues raised across the Greater Manchester system.  In addition the 

GMHSC Partnership Public Health Commissioning team contributed to two further 

sessions with Sir Richards.  It is anticipated this review will point to the need to clarify 

governance and oversight of screening programmes and areas that local commissioners 

can improve.  The NAO report and the PAC reports also pointed to similar themes.  A full 

report on all of these report recommendations will be developed and presented at a 

future cancer board. 

4.1.3. Recognising the need for the way we commission and performance manage services in 

Greater Manchester for cancer screening (and other screening and immunisation 

programmes) could be improved by developing a shared responsibility across all 

stakeholders, the GMHSC Partnership team has been reviewing its ways of working.  

This has included: 

 Reviewing data sharing agreements to allow better intelligence on cancer screening to 
be used by all stakeholders to improve uptake and coverage 
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 Realignment of the Screening and Immunisation team work to ensure greater 
engagement with locality teams especially with colleagues working on quality in the 
CCG and in public health in localities. 

 Reviewing of the health inequalities in screening, and intention to develop a strategy 
for Greater Manchester, accompanied by a locality plan for each area. 

 Participation and involvement in the Future of Commissioning review in Greater 
Manchester, and actively ensuring that screening and immunisation (Section 7A) 
services are considered in this context.  This has included seeking legal advice on 
potential delegate some services, and exploring possibilities for neighbourhood level 
commissioning of e.g. cervical screening. 

 Attendance by the Screening and Immunisation lead at GM Cancer SMT and at GM 
Directors of Public Health groups to ensure alignment and communication of progress 
and challenges in the system. 

 Review of the reporting arrangements for cancer screening performance 

5.0 SUMMARY & RECOMMENDATIONS 

5.1.1. Whilst there have been improvements in bowel and breast cancer coverage in Greater 

Manchester, there remains significant inequality across Greater Manchester; cervical 

screening coverage has declined at a faster rate than the national average; inequalities 

exist across all programmes between areas and specific groups across GM. This 

highlights there is still significantly more that can be done to support people in GM to take 

up the offer of cancer screening to diagnose cancer earlier and improve outcomes. 

5.1.2. We ask the board to note the steps already taken to improve these outcomes, and the 
work that has already begun to review governance and partnership arrangements for 
oversight and improvement of cancer screening in GM in light of the published and 
anticipated national recommendations for cancer screening programmes.  A further paper 
will be brought to cancer board at a later date to specifically respond to these national 
reports.  

 

  

 

                                                           
i
 Information can be shared with third parties and public health professionals (for example PHE centre directors, local 

authorities, directors of public health, CCGs and voluntary organisations) under the terms of the MOU (i.e. for 

management purposes only, ensures data security and confidentiality, and not to be shared with the public ahead of 

Official Statistics being published). The MOU extends to any onward sharing of the data by any third party.  

 
ii
 Uptake is defined as the proportion of eligible people who, having been sent an invitation for screening, attend a 

screening unit and undergo screening within a given period of time.   

 
iii

 Coverage is defined as the proportion of eligible population (at a defined point) screened within a given period of 

time e.g. for cervical 3 years/ 5 years. 


