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1. Welcome and apologies
RPre welcomed all to the meeting and noted the apologies received. He then invited the
participants to provide introductions.
2. Minutes of the Last meeting
IC noted item 3 on the last minutes that the issue of how user involvement can be included in the
background processes and decision making of commissioning, remains on the Board action plan
had not been actioned. CoR noted this and agreed to make the change. The rest of the
document was noted as being an accurate summary.
3. Action Log and Matters Arising
RPre asked JP to give a screening update. JP explained to the group that the screening
programme for the last 4 years has reduced the health inequalities gap. Bowel and breast
screening uptake has increased however there is a slight decline in cervical screening rates.
There is a work programme in place and issues are currently being addressed. There has been a
programme of insight work done with around 50000 residents and commissioning colleagues.
The new faecal immunochemical test for haemoglobin (FIT) in the Bowel Screening Programme is
being introduced 2018/19. They are also working with community pharmacist next year in cancer
prevention. There will be a formal presentation at the September Board.
RPre asked DS about the Genomics Programme and he explained he is working with RB to
appoint a clinical lead in the very near future.
4. Update from GM Cancer User Involvement Steering Group
SH spoke to the circulated paper and explained that there has been a change in structure of the
Programme Board to align with Cancer Board. She proposed that a workshop be held in October
led by GM Cancer to bring localities and the UI Team together to combine system and locality
work to produce a tied up approach across GM. The board were in support of this proposal and
asked for more detail to be presented at the September Board.
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DM asked about the quality impact assessment which was presented in February and how this is
this being embedded and monitored. CoR said this will be embedded as part of the senior
management team report at GM cancer which is reported up to, and monitored by the partnership.
RPre asked this come back to the board in September with a plan on how this will be moved
forward.
5. Screening Update (Lung Health Check)
SF and RF presented on the Lung Health Check. They recapped on the Manchester Pilot which
took place in 2016 which looked at people 55-74 at high risk of lung cancer over 14 GP Practices.
The pilot showed a stage shift i.e. this intervention meant 79% were diagnosed at an earlier stage.
SF explained that a task and finish group had been set up overseen by a steering group. She
said that the new prototype model as set out in the paper was the best evidence based one
currently but would need updating as more work is carried out. RF talked about the pathway for
the new lung health check which is risk stratified. SF explained that there is detail to be settled on
in the model. Moving forward they would need other partners such as health technology partners
and service user input, she would work with SH and the GM Cancer UI Team to move this
forward.
RPre thanked them on behalf of the board for this innovative piece of work and asked for
questions. Discussion ensued about the model and CH asked that the capacity implications be
considered RF said that they have been looking at this and will continue to work on it. DM
stressed the importance of multi-agency engagement work and IC commented that this is great
work ticks a lot of high agenda items in the GM Cancer Plan however long term does the cost sit
in one place and the benefits in another? RPre concurred that it is fair to say that there are
commissioning challenges in this model. SP asked about the incidental findings i.e. of other
cancers that would not be life threatening which would add burden into an already struggling
system. SF said this is why they need to have further conversations across the system. PW
expressed that it was really important to learn lessons from the North Manchester Pilot. RS spoke
about the challenge of a project of this scale and alluded t o a national programme in the future.
He spoke about a shift in measures nationally from treatment time targets to prevention and early
diagnosis targets. A vital component in scaling up of this programme is that research is included.
SF agreed that there definitely needed to be at least a very in depth evaluation programme.
6. MDT Reform in GM
DS set the scene and outlined the finding from the tabled paper. He said there are 4 key areas
which need looking at as follows:
1.
Stratify patient’s i.e. simple cases that don’t need discussing separated from complex
patients.
2.
All specialities need to be present at MDT but not individual attendance
3.
Day 21 for MDT (in line with best timed pathways) needs to be set in stone
4.
Ensuring MDT’s can review and learn from recent significant events based on their
decisions making processes
He went on to outline a plan for work in 3 key tumour areas moving forward.
ST made a plea that significant events that include primary care be fed back robustly and the
importance of including the whole system in this process not just secondary care. RB highlighted
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research and that every patient should be considered for research programmes at MDT. DS
agreed there does need to be a function that included this option and felt that the triaging system
could help toward a solution. RS explained that treatment times have been focussed on a lot
historically, however the evidence shows that delay in a patient journey can be due to patients
going in and out of MDT’s multiple times.
Evaluation of Thyroid Multidisciplinary Team (MDT)Meetings Presentation:
SP introduced Rahul Mohany to present the evaluation of Thyroid MDT’s. RM spoke to the
presentation and explained the aims and objectives. He explained the method of the study and
how the protocolled approach was reached. IC raised a concern that the current system
objectivises patients and stated no patient should be discussed at MDT without knowing they are
being discussed. DS said one way that this could be addressed is with the pathway navigators
acting as an advocate. SH explained about the pilot of a patient impact statement which had
been co-produced via Gynae Board and is being trialled imminently, if successful this could be
upscaled and spread in the future.
RPre summarised and closed the discussion with thanks to both presenters.
7. 62 Day Cancer Standard
SP presented the figures for Q1 and unfortunately GM as a whole is going to fail the 62 day target
of 85% with the figure being 80.68%. She went on to explain the national position and increase in
demand on the service and capacity issues. She outlined the short term and long term actions
and explained that whilst recovery plans are in place they will take a number of months to affect
the data.
IC said GM’s aspiration is to be world class and work to a comprehensive target of 85%
compliance. He asked about commissioning services from Trusts that are missing the standard
and if there were any alternatives? He went onto ask that this is raised with the pathway
directors at their reviews, seeking clarity on what each Board are doing about this issue.
RPre responded that the group are working with commissioners, the directors have the 62 day
figures on their agenda and regarding to the GMHSCP this will be delayed for the outcomes from
the partnership board. RS stated the target has been delivered since 2011 and this is the first
time GM has not delivered. The reason this has worked is that the system has worked together,
he explained there is a danger that a blame culture ensues rather than looking for a solution. ST
said primary care has a part to play in this, she has been looking at inappropriate referrals and
referral onto the right pathway and this is an issue that affects the target.
8. Macmillan Strategy Update
Rpre introduced JM to present the Macmillan Strategy update. Jane spoke about rationale
behind the change and the background to the new strategy. She talked about the 5 key times of
need that the strategy is based on, who will be involved and how they will deliver the strategy.
She showed a slide explaining the Macmillan Greater Manchester Plan which is aligned to the GM
Cancer Plan and highlighted key areas of focus as follows:
There are six priorities in the North-West strategy:
 To improve the experience of people with treatable but not curable cancer into end of life.
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To influence and improve Primary and Community Care.
To improve patient experience at the point of diagnosis.
To influence and support the learning, development and sustainability of the cancer
workforce.
To implement and monitor the roll-out of the recovery package.
To build a model of engagement and volunteering including marginalised communities.

DM asked about priorities for Macmillan to have a diverse workforce. JM assured her that this
was a priority under the L&D department’s direction. JP asked if the document behind the
presentation could be shared, JM explained that the document at the moment is being refreshed
and will be shared in the near future.
Rpre thanked them for their presentation and stated thanked Macmillan for their on-going
contribution into the GM Cancer system.
9. GM transformation funding update and GM priority 1 plan
CoR spoke to the circulated paper. She explained that the priority 1 projects are aligned with the
GM Cancer Plan objectives to improving patient outcomes; reduce variation and improving patient
experience.
These projects are the ones identified which specifically tackle the NHS planning guidance ‘must
do’s for cancer, and other projects with a high impact for the investment, recognising the need to
address the whole pathway of care: These are as follows:


Accelerated pathway in lung, prostate and colorectal cancer



CURE smoking Programme in secondary Care



ERAS+ and recovery package/ stratified FU.



I-Can shared decision making in advanced disease

RS commented that he thought the team had done a great job in getting the first wave of funding
inspite of the complexities and tight time frames. However he expressed the importance of the
board have a close eye on the next phase of interventions.
CoR highlighted the paper sent on behalf of Alison Featherstone, Alliance Manager – Northern
Cancer asking all alliances to complete a self-assessment in order to identify areas for future
development. In the interest of inclusion and getting a whole system approach CoR asked for
comments back on the paper from at least 10 sources who sit at this board, she will send the
paper round with instructions today.
10. Papers for Information:
1. GM cancer conference Update
2. Update Acute oncology Service
RpRe asked for comments on the above papers to be returned to DS and concluded the meeting.

11. Date of next meeting
 7th September 2018 08:00 to 10:00hrs venue
 Frank Rifkin Lecture Theatre
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Action log
th

Prepared for the 7 September 2018 meeting of the board
ACTION

1

AGREED ON
12th January
Progress report on Genomics Board to
2018
report back to the GM cancer board in
September 2018.

STATUS
Paper GM board
7th September 2018
Update GM Board
7th September 2018

2

Update on proposed UI locality
workshop

13th July 2018

3

Report on the quality impact assessment
which and how this is this being
embedded and monitored

13th July 2018

Update GM Board
7th September 2018
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Title: Improving Screening Uptake in Greater Manchester
From: Jane Pilkington, Deputy Director for Population Health, GMHSC Partnership

Purpose of paper
This paper provides a summary of current 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.
Recommendations
The Greater Manchester Cancer Board is asked to:
1. note the increased numbers of people screened, and
2. note the strategies identified to further improve uptake
Contact
Siobhan Farmer

siobhan.farmer@nhs.net

Health Care Public Health Consultant
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ITEM NUMBER:
SUBJECT:

Improving Screening Uptake in Greater
Manchester

RECOMMENDATION:

The Board should note the increased
numbers of people screened, and the
strategies identified to further improve uptake

ACTION REQUIRED:

Discussion

REPORT OF:

Jane Pilkington, Deputy Director for
Population Health, GMHSC Partnership

EXECUTIVE SUMMARY
Under the delegated NHS England Section 7A funding, Greater Manchester Health and Social
Care Partnership (GMHSCP) has direct responsibility for the commissioning of the 3 cancer
screening programmes (breast, bowel and cervical) for its 2.8 million residents.
Between April 2012 and March 2017, we have:



Consistently screened more people each year since 2012/13; in 2016/17 over 91,000 more
screens were completed across the 3 programmes than in 2012/13.
Reduced the health inequalities gap in screening to England across all 3 programmes.

Whilst improving screening rates remains an essential aspect of early detection and improvement
of cancer outcomes in GM, the increase in the numbers of people screened is not yet translating
into significant impact on uptakei and coverageii, due to the overall rise in the Greater Manchester
population. However, the strategies we are currently introducing as the result of significant
investment into insight work and community engagement through the Cancer Vanguard
programme, as well as the introduction of new technological and programme developments, will
see a step change in these figures over the coming years.
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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 summary of current 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.

2.0

CANCER SCREENING DATA

2.1.

National Data

2.1.1.

Cancer screening programme performance is measured in terms of uptakei and
coverageii. 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 available up until the end of the
2017 financial year, and is published on the national PHE Fingertips website. We report
this data here, with the focus on coverage as the best indicator of whether individuals
took up their screening offer within an optimum timeframe.

2.2.

Local Data

2.2.1.

Local key performance indicator data for cancer screening programmes is available to
July 2018, as well as monthly uptake data (breast and bowel) and coverage data (bowel,
breast and cervical) at the GP level up until December 2017. These data are based on
the postcode of the GP practice where the individual is registered or attends screening,
rather than where they live, the data includes people who do not reside in Greater
Manchester. Therefore they are not comparable to nationally published data. We are
able to share these data under a national data sharing agreement (Appendix 1, hard
copy to be tabled) at Cancer Board.

3.0

PERFORMANCE OVERVIEW

3.1.

National Trends

3.1.1.

Between April 2012 and March 2017, national annual coverage of the bowel cancer
screening programme coverage has increased (54.7% to 59.1%). However, breast
screening programme coverage has remained broadly static over this period (72.2% to
72.5%) and the cervical screening programme has declined (74.1% to 72.1%).
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3.2.

Numbers of Screens Annually in Greater Manchester (2012 – 2017)

3.2.1.

Between April 2012 and March 2017, as the GM population has grown, the number of
individuals eligible for cancer screening programmes has increased as follows (Table 1);
cervical screening 49,139, breast screening 22,002; and bowel screening 20,072.
This means 71,141 more people were eligible to take part in one or more cancer
screening programmes in GM in 2016/17 than in 2012/13. The population of Greater
Manchester, including those in age groups eligible for screening, is predicted to continue
to rise.

3.2.2.

Over the same period, more people who are eligible for cancer screening in GM actively
chose to take part in the programmes. Each year since 2012/13, we have consistently
screened more people for cancer in Greater Manchester. By 2016/17, we performed an
additional 91,213 screens for breast, bowel and cervical cancer than in 2012/13.
Table 1: Cancer Screening Coverage Among GM Eligible Population 2012 - 2017

NB: data period represents full financial year data e.g. 2013 is Apr ‘12 to ‘Mar 13

3.3.

Coverage Trends (2012 – 2017) & Greater Manchester Cancer Plan Ambition

3.3.1.

Since 2012/13, we have seen a reduction in the gap between GM and the national
average for coverage across all 3 programmes even when the population growth (which
is occurring at a rate faster than for England) is accounted for (Table 2).
Table 2: The 2012 -2017 Gap Between GM & England Cancer Screening Coverage
Financial
Year
Ending

Females, 25-64, attending
cervical screening within
target period (3.5 or 5.5
year coverage, %)

Females, 50-70, screened
for breast cancer in last
36 months (3 year
coverage, %)

Persons, 60-74, screened
for bowel cancer in last 30
months (2.5 year
coverage, %)

England

GM

Gap GM
to Eng

England

GM

Gap GM
to Eng

England

GM

Gap GM
to Eng

2013

74.1%

73.1%

-1.0%

72.2%

68.6%

-3.6%

54.7%

48.2%

-6.5%

2014

74.3%

72.9%

-1.4%

72.3%

67.5%

-4.8%

56.1%

51.3%

-4.8%

2015

73.5%

72.6%

-0.9%

72.2%

67.3%

-4.9%

57.3%

53.2%

-4.1%

2016

72.8%

72.0%

-0.8%

72.5%

66.8%

-5.8%

58.5%

55.1%

-3.4%

2017

72.1%

71.5%

-0.6%

72.5%

69.1%

-3.4%

59.1%

56.8%

-2.3%
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3.3.2.

Annual average coverage across Greater Manchester has improved by 8.6% for bowel
screening (FOBt home test) over the last 5 years from 48.2% in 2012/13 to 56.8% in
2016/17. This has been at a faster rate than the national increase.

3.3.3.

Over the same period, we have seen a 0.5% increase in the coverage of the breast
screening programme (from 68.6% in 2012/13 to 69.1% in 2016/17). Nationally, there
was a dip in coverage between 2014/15 and 2015/16 which is thought to be attributable
in part to new national communications and patient information materials. This coincided
in GM with a slippage in the number of women being screened within the appropriate
time frame (round length performance), which we worked hard to address. Recovery of
the round length by our providers has meant our performance has recovered faster than
the national average.

3.3.4.

Despite an additional 7,083 women taking part in cervical screening across GM in
2016/17 compared to 2012/13, we have seen a 1.6% decrease in the coverage of the
cervical screening programme. However, this decline has been at a slower rate than the
national downwards trend despite the population growth and has resulted in a narrowing
of the gap to the England average.

3.3.5.

Whilst numbers screened have increased, the growth in the eligible population in Greater
Manchester masks the improvement in performance when uptake and coverage (which
are proportional measurements) are considered. Table 3 gives the current national
standards, GM Cancer Plan Ambition and GM performance (up to March 2017) for the 3
cancer screening programmes.

3.3.6.

It is essential that we review and reprioritise efforts to make a marked impact on these
trends to improve outcomes for people in GM. Latest KPI data shows that many other
areas in England are not meeting national standards, with only one of 207 CCGs meeting
the national standard for cervical screening coverage, and fewer than half meeting the
lower thresholds for breast screening. We need to look more closely at this data and
understand which areas with similar deprivation profiles are performing well, and
therefore what we can learn from them to improve our local screening offer.
Table 3: National Standards and Current GM Performance for Cancer Screening
Lower Threshold

National Standard

GM Cancer Plan
Ambition

Current
Performance

Expectation

Bowel

Uptake

Coverage

Uptake

Coverage

Uptake

Coverage

Uptake

Coverage

-

55%

-

60%

75%

-

57.8%

56.8%

Increase
of 10%

68.6%

69.1%

by 2020
Breast

-

70%

-

80%

-

by 2021
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Cervical

-

75%

-

80%

-

80%

-

71.5%

by 2020

3.3.7.

We have produced a one page summary for each cancer screening programme using
national data (included with this report). In addition, Appendix 1 (to be tabled at the
Board) gives further indications of the programme level data for Greater Manchester until
July 2018. However, as noted above, this is not directly comparable to the national data
and is an indication of current GM trends.

4.0

ADDRESSING CANCER SCREENING INEQUALITIES IN GREATER MANCHESTER

4.1.1.

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. Access is also lower among specific populations e.g BME
communities, people with learning difficulties, and people of specific faiths. We are now
using improved data to identify areas where resources should be better targeted.

4.1.2.

The central tenet of our actions will be person-centred approaches to improving cancer
screening. This will include: commissioning a new cancer screening engagement service
to work with identified groups at community level, to raise awareness and improve
uptake; improving patient and public involvement in screening services; continuing to
support the GM cancer champions; and commissioning Screening Advocates in our
breast and bowel screening programmes. We will establish a progressive Cancer
Prevention and Early Diagnosis forum which includes significant patient representation
and connects into the GM Cancer user involvement infrastructure.

4.1.3.

Further collaborative work with clinicians is required to support our improvement
approach. We hope to identify local GP screening ambassador(s) through work with
Primary Care Transformation colleagues and to strengthen links with the MacMillan GPs
to drive best practice in primary care settings in target cohorts. We will also work with
community pharmacies to focus on cancer prevention and explore opportunities for
similar campaigns in dentists and optometrists.

4.1.4.

Insight work showed that access presents a barrier to screening for some people.
Therefore, we will work with Local Authorities to create additional screening options and
explore the potential to reintroduce cervical screening women in Sexual Health clinics
across GM and in GP out of hour hubs and explore opportunities to deliver cervical
screening alongside other screening programmes e.g. breast screening.

4.1.5.

Further work also needs to be done to review inequalities in exception reporting, which is
intended to allow practices to “achieve” quality improvement indicators without being
penalised for patient specific clinical circumstances or other reasons beyond the
contractor’s control. For cervical screening, there is variation in the rate of exception
reporting at practice level and CCG level: in 2017, the highest level was Manchester
CCG at 12.07%, and Trafford CCG with 3.44%.
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4.1.6.

In the bowel screening programme, there may be inequalities in who attends diagnostic
testing following a positive screen, We know that in 2017, of the 2022 individuals who
had a positive FOBt test in GM, only 70% (1415 people) went on to have a diagnostic test
(the Quality Assurance standard is 81%). It is essential that all individuals who receive a
positive test result go through to a diagnostic test we addressing this by working with the
bowel screening hub, informing the patient’s GP to enable follow-up and commissioning
screening advocates with the aim of maintaining patient engagement in the programme.

4.1.7.

Finally, we will 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.

5.0

NATIONAL PROGRAMME DEVELOPMENTS

5.1.1.

There are also likely to be positive impacts on the uptake of screening due to national
programme developments. We are awaiting further information on the roll out of each of
the developments outlined below.

5.1.2.

The current bowel screening FOBt test will be replaced with Faecal Immunochemical
Testing (FIT). As it requires fewer samples to complete, it is more acceptable to patients.
It can also better detect blood in the sample and so should help to diagnose more people
earlier. Modelling suggests we will see a 7% point increase in uptake in the programme.
Roll out is due to start in December 2018 and the GM Bowel Cancer Pathway Board
have been made involved in these developments.

5.1.3.

As a result of the national breast screening incident, in which some women were not
offered their final screen, we are actively monitoring the impact of on the acceptability of
the programme to patients. There does not yet appear to have been a negative impact
on screening uptake. A move to Next Test Due Date (NTDD) methodology may also
make the programme more simplified (and thus improve uptake), as women will have an
individual screening test due date rather than the current system when the programme is
moved “round” to their GP practice.

5.1.4.

In cervical screening, developments in lab technology mean samples can be retested
more times, so fewer women need to be recalled for screening. Improvements in the
time from test to result have also been achieved through the implementation of the
“primary HPV screening”. These developments should make the test more acceptable
and increase uptake. In addition, The Joint Committee on Vaccination and Immunisation
have recently announced that the HPV vaccination programme will extend to boys, and, a
nonovalent vaccine that protects against 9 strains of the HPV virus may in future be
implemented as part of the programme which may further decrease cervical cancer
incidence. Longer term this may result in a reduction in the number of smear tests
required in a woman’s lifetime, and therefore improve uptake.

6.0

SUMMARY & RECOMMENDATIONS

6.1.1.

Whilst we are successfully completing more screens, we have not yet made the step
change required to significantly contribute to early cancer detection in GM and to reduce
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internal inequalities. There is an urgent need now to step up the activities in GM to
improve cancer screening coverage further.
6.1.2.

We recommend that the planned developments and interventions discussed in this report
are commissioned, piloted and evaluated at a system level to facilitate a sustained in
increase in our population’s engagement and participation in the screening programmes.

6.1.3.

We ask the board to support all the actions and recommendations outlined in this paper.

Name:
Siobhan Farmer (siobhan.farmer@nhs.net)
Job Title: Health Care Public Health Consultant
Date:
29th August 2018
1

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.
1

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.

Greater Manchester Cancer

Greater Manchester Cancer

Greater Manchester Cancer

Greater Manchester Cancer

Greater Manchester Cancer

Greater Manchester Cancer

Greater Manchester Cancer

Greater Manchester Cancer Board

Paper
number

Date: 7th September 2018

4
Title: 100,000 Genomes Project – Cancer Update
From: Jane Rogan – Bio-bank Business Manager

Purpose of paper
To update the GM Cancer Board about the progress in the cancer arm of the 100,000
Genomes Project in Greater Manchester Genomic Medicine Centre.
Recommendations
The Greater Manchester Cancer Board is asked to:
1. Promote the project across their organisations
2. Identify clinical champions to take an active involvement in the project to increase
recruitment until the end of project
3. Encourage attendance at the final celebration event, to be held at The Nowgen Centre, on
4th December
Contact
Jane Rogan – jane.rogan@christie.nhs.uk
Prof John Radford – john.radford@manchester.ac.uk
Prof Bill Newman – william.newman@manchester.ac.uk
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5
Title: cancer waiting time report Quarter 1 2018/19
From: Susi Penney, Associate Medical Director, GM Cancer

Purpose of paper
This paper provides a summary of current GM performance for cancer waiting times and provides
an update on actions to further improve the performance.
Recommendations
The Greater Manchester Cancer Board is asked to:
1. note the reported positionnote the strategies identified to further improve performance
Contact
Susi Penney Susannah.Penney@mft.nhs.uk
Associate Medical Director, GM Cancer
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62-day performance – Quarter 1 2018/19
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Overall fail



Significant challenge around increased referral numbers in some areas
o Work ongoing to identify where this is problematic and how we can assist



Some providers experiencing difficulty due to lack of capacity
o Work ongoing to assist with operational and clinical leadership



Implementation of new best-timed pathways without established infrastructure
o Transformation monies finalised and implementation of projects starting
September/October 2018



Q2 – old CWT and new CWT reporting taking place for assessment of impact. Early comparison
suggests overall picture may deteriorate slightly but not significantly. However, current prediction
using either method is still a fail.
o Increased scrutiny, support and assistance required from all providers
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