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Greater Manchester Cancer 

 

Greater Manchester Cancer Board 

Agenda 

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

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

Chair: Carolyn Wilkins/ Roger Spencer.  

# Item Type To     Lead  Time 

1 Welcome and apologies Verbal -   

 

 

10’ 

2 Minutes of the last meeting Paper 1 Approve  

3 Action log and matters arising  Paper 1 Note  

4 GM Cancer Board Development Paper 2 Discuss Carolyn 
Wilkins/Roger 
Spencer 

 

20’ 

5 Proposed GM Cancer Board 

deliverables – 12 months 
Verbal Discuss Carolyn 

Wilkins/Roger 
Spencer 

 

      15’ 

6 GM Cancer plan update with a focus 

on transformation funded projects 
Paper 3 Discuss Claire O’Rourke       15’ 

7 62 day cancer performance - next 

steps 
Paper 4 Discuss Carolyn 

Wilkins/Roger 
Spencer 

      15’ 

8 Locality visits and understanding 

local cancer commissioning 

 

Paper 5 Discuss Rob Bellingham       20’ 

9 User Involvement Update Verbal Discuss Ian Clayton       10’ 

10 GM Cancer Conference 2019 

 

Verbal Discuss Dave Shackley       10’ 

11 Papers for information: 

 GM Cancer Annual Report 

 

Paper 6 

 

Note 

 

Dave Shackley 

       5’ 

 

12 Future Meeting Dates (provisional):  
 Thursday 23rd May, 3.30pm 

 Monday 22nd July, 4pm 

 Monday 16th September, 10am 

 Thursday 28th November, 10am 
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Greater Manchester Cancer 

 

Minutes of Greater Manchester Cancer Board 

Time & date:  8.00am-10.00am Friday 18th January 2019 

Venue:   Frank Rifkin Lecture Theatre, Mayo Building, SRFT.  

Chair:   Richard Preece  

 

GM Health & Social Care 
Partnership Team 

Richard Preece RPre Executive Lead for Quality, GMHSC 
Partnership (Chair)  

Medical Director - GM Cancer David Shackley DS Medical Director, Greater Manchester 
Cancer  

AGG of CCGs Rob Bellingham RB Director of AGG of CCGs 

Director of Commissioning – GM 
Cancer  

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

Provider 
Trusts 

Salford Royal 
FT 

Jack Sharp JS Director of Strategy 

Manchester FT Darren Banks JW Director of Strategy 

The Christie FT Roger Spencer 
Chris Harrison 

RS 
CH 

Chief Executive  
Medical Director 

Stockport FT Colin Wasson CW Medical Director 

Director of Operations group Fiona Noden FN Director of Operations 

People effected by Cancer Ian Clayton  IC User representative 

People affected by Cancer Nabila Farook NF User representative 

GM Health & Social Care 
Partnership 

Tracey Vell TV GP Lead 

Directors of Nursing   Cheryl Lenney CL Deputy Director of Nursing, MFT 

GM Population Health Jane Pilkington JP Deputy Director Population Health 

Christie Hospital Associate 
Director of Education 

Cathy Heaven  CH  Programme Director of Cancer 
Education GM Cancer 

GM Cancer Claire O’Rourke 
 
Darren Griffiths 

Co’R 
 
DG 

Associate Director, GM Cancer 

Associate Director (Finance), GM 
Cancer 

Pennine Acute Trust Roger Prudham RPr Deputy Medical Director, Pennine 

 

Paper 
number 

1 
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In attendance 

Palliative Care Clinical lead David Waterman DW Palliative Care Lead for Strategic 
Clinical Network 

The Christie NHS Foundation 
Trust 

Anne-Marie Raftery AMR Pathway Director – Supportive Care 
Management Group 

Clinical lead for Cancer and End 
of Life Care, Manchester Health 
and Care Commissioning 

Sarah Taylor ST GP Cancer Early Diagnosis Lead for 
Greater Manchester, GM Cancer, 
CRUK 

GM Commissioning  Sue Sykes 
 
 

SS GM Cancer Commissioner/Programme 
Lead for ACE2 project 

Clinical Director of 
Gastroenterology MFT 

Richard Jones RJ Clinical lead for ACE2 Programme  

GM Cancer  Matt Evison ME Lung Clinical Pathway Director/Clinical 
Lead CURE 

GM Cancer  Rachel Allen RA GM Cancer pathway manager 

GM Cancer Fiona Lewis FL GM Cancer pathway manager  

GM Cancer Johnny Hirst JH GM Cancer intrim CURE project lead 

GM Cancer Zoe Merchant ZM GM Cancer Pre-Hab for Cancer lead 

GM Cancer Claire Goldrick CG GM Cancer pathway manager  

 

1. Welcome and apologies 

RPre welcomed all to the meeting and noted the apologies received.  

2. Minutes of the Last meeting  

These were accepted as a true record. 

3. Action Log and Matters Arising 

No non-agenda items raised on the action log. 

RPre requested that the action for circulation of minutes from Performance and Delivery 
Board be removed as the decision falls to that Board to action.  

4. Update from GM Cancer User Involvement Steering Group 

IC updated the board as follows: 

 Due to changes in the User Involvement (UI) team the Programme Board was not 
held.  

 IC noted that the Steering Group had some feedback around MDT reform which he 
will pass directly to CoR.  

 IC gave feedback on concerns surrounding agenda items 5-7 regarding outcome 
based commissioning. RPre noted that this ICS is significantly bigger than some 
others and there is no intention of implementing a single structure across GM.   

 
5. GM Cancer Plan Progress 

CoR provided an overview of the GM Cancer Plan progress (see Paper 2). The Cancer Plan 
was agreed in February 2017 and GM Cancer is the first to have a detailed cancer plan. 
Transformation funding was agreed in June 2018 and signed off in September 2018.  
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108 projects were detailed in the GM Cancer Plan, of which 7 were identified using NHS 
England guidance and feedback from People Affected by Cancer, with Transformation 
funding subsequently aligned.  

CoR noted there is still large disparity between services across GM and the Transformation 
funding will help to address this. The importance of improving the patient experience 
underpins this programme of work. After two years it was important to take stock of the work 
done so far and any learning that can be taken forward.  

CoR thanked everyone involved in the delivery of these service improvements. This work 
would not have been possible without the collaboration across the integrated system in GM.  

COR identified that improving patient experience, outcomes and survival are the main focus 
of the Transformation projects, which as a result include: 
 

- Accelerated pathway projects will focus on colorectal, lung and prostate 
- Prehab for cancer 
- Living with and beyond – Recovery Package and risk stratified follow-up 
- Goals of care and opening up the conversation with patients around their care 

 
CoR emphasised the importance of ensuring that there is a robust education system in place 
to enable the workforce to deliver these services which will be the main focus of the 
education board. CoR also provided an overview of the GM Cancer organisational structure. 
Two CCGs have now mandated the new referral educational tools of Gateway C.  

CoR noted that GM Cancer have ensured there are robust financial governance structures in 
place including a Programme Assurance Group. The next annual report will be brought to 
the next cancer board meeting.  

Action: RPre requested that a project update timetable be devised in order to ensure 
each project can present progress to the board and the group agreed.  

6. Update on the NHS Long Term Plan 

RS provided an update on the NHS Long Term Plan; the National Cancer Director set up a 
Task and Finish Group which were asked to produce the long term priorities which have 
informed the long term plan. RS noted that there are several key elements of the Long Term 
Plan which reflect the pioneering work in GM. 
 
The Plan should be seen in the context of the commitment to ‘Achieving World Class 
Outcomes’ and that there are some additional requirements noted in the plan.  There are six 
main focuses which include: 
 

- The importance of prevention (which includes plans to revise screening programmes) 
- Faster diagnosis to ensure 75% of patients are diagnosed at an early stage 
- Safer access to precision medicine including the CAR-T Cell therapy which has been 

introduced at The Christie 
- Personalised Care and stratified follow-up. 
-  

There is guidance in the plan on delivering these ambitions as a combination of a funded 
national priority programme and utilising the integrated system to work more effectively. 
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RS asked the board to consider: 
 

1. How the key elements of the Long Term Plan can be introduced/aligned to the GM 
Cancer Plan? 

2. How commissioning can ensure the transformational work can be sustained. 
 
TH noted the offer of support from Macmillan in ensuring these aims can be delivered. RS 
noted that CEO of Macmillan was part of the development of the Long Term Plan and that 
service users were an integral part of the development. 
 
IC welcomed the personalised care and supported self-management and showed the vital 
importance of having a direct contact to re-access the pathway. He noted that there was no 
direct link between the cancer and digital transformation elements of the plan and 
emphasised the huge potential for reform in this area which could have a significant impact 
on the patient experience and access to information.   
 
RPre used this opportunity to congratulate RS and The Christie on the opening of the Proton 
Beam centre and RS noted that the publicity surrounding the opening will increase as more 
patients are treated.   
 
Actions: 

- Bring update on digital strategy to future board meeting 
- Invite the Proton Beam team to present at a future board meeting 

 
7. Cancer workshop 

 

RB commented that the commissioning workshop on 16 Nov 2018 was well attended. 

Several actions were identified all of which have been documented (Paper 3). RB is that 

cancer commissioning will be an exemplar to other services. 

 

RB noted that Cancer Commissioning Managers Group might not have sufficient profile to 

ensure that their work is shared with the wider GM system and he will now chair this meeting 

to ensure information is effectively communicated.  

  

Requirements from GM Cancer Board: 

 

• Approve the content of the suggested action plan 

• Approve the nominated lead arrangements 

• Requiring that a timed delivery plan is now produced, setting out the expected 

timelines and proposed engagement arrangements 

 

IC welcomed the guidance from the Cancer Commissioning Managers Group in 

implementing NICE guidance within different GM localities and RS commented that how the 

Provider Federation Board and the Joint Commissioning Board work with the GM Cancer 

Board in future is vital.  

 

RPre agreed the vital importance of ensuring the integration of the boards across GM. He 

also noted that he intends to step back from the Chair position of the GM Cancer Board and 

that the new chair will be announced in due course.  
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Action: RB to add timelines to the proposed actions  

 

 

8. Palliative and End of Life Care Framework and Objectives 

 

Dave Waterman explained that a consultation has opened around the GM commitments to 

patients that are deteriorating from their palliative care illnesses including cancer. The 

commitments have been developed to address the disparity of care across GM. 

 

There are 12 individual commitments, two versions of 6 statements; one version is from the 

viewpoint of the patient and what they should expect from those caring for them. The second 

is the response from the system on how it will be delivered. The consultation will close at the 

end of January; over 70 responses have been received so far and include responses from 

service users. These commitments will sit within a wider framework for GM that will state 

what the position is on palliative care, what can be offered, what the evidence is and the 

development of a metrics which will include patient reported outcome measures.  

 

Anne-Marie Raftery noted that the focus of the Supportive Care Management Group has 

been service delivery and the integration and co-production with service users. They have 

also focused on: 

 

 Enhanced Supportive Care – learning from rapid access to services 

 Linking with other pathway boards including Lung, Haematology  

 Goals of Care  

 Recovery Package – linking the transition to palliative care 

 Linking palliative care into Gateway C 

 

DW noted that the aim of the framework is to standardise high quality palliative and end of 

life care available to patients. The metrics that are being developed will ensure that this can 

be measured. The GM framework must include the implications on resource, workforce and 

education must be addressed in order to standardise care across GM.  

 

Action: Share consultation with GM Cancer Board members 

 

9. GM ACE Wave 2 Pilot Project 

 

Sue Sykes presented the progress of the ACE2 project which focused on non-specific but 

concerning symptoms (vague symptoms) pathway and also has piloted a Multi-disciplinary 

diagnostic approach. The pilot sites were MFT – Wythenshawe and Oldham Hospital 

(Northern Care Alliance). SS noted the aims of the pilot which were focused by the CRUK 

and NHS England briefing to improve experience and survival rates. Engagement with GPs 

was key to the success of the project, they were asked to complete a suite of tests prior to 

referral. However, it was found that the results from the diagnostic tests had to be chased 

due to the referral being made at the same time as the test booking.  

 

Appointments are provided as additional slots within the gastro-enterology clinics and 

patients are offered an appointment within 14 days. There have been dedicated CNS and 

navigator posts which have been key in the co-ordination of the service and this is currently 



7 

 

the only pathway in which a patient has access to one of these professionals before a 

confirmed cancer diagnosis. The service adopts a one stop clinic model which includes: 

• Review/assessed by nurse and gastro-enterologist 

• CT Scan and Endoscopy if required. Vast majority this is hot-reported and the patient 

is informed on the day of their diagnosis (referred to appropriate MDT if 

necessary/back to GP or other diagnostic test referral).  

 

As expected the percentage of patients diagnosed with cancer has been low with a 5-11% 

conversion rate between the two sites. The medium wait time between referral and diagnosis 

has been 10-11 days. The number of patients with a cancer diagnosis communicated within 

28 days is 91-94%. Patient and GP feedback has been excellent; more detail is available in 

the presentation.  

 

Next steps: Both organisations have agreed to continue the clinics and negotiating an 

increase of capacity and to explore which patient cohorts would be suitable to explore e.g. 

Upper & Lower GI, Haematology, Urology, Gynaecology, Lung and HPB. ST noted how this 

pathway could be utilised by GPs to ensure patients are not referred on tumour specific 

pathways inappropriately. JS noted his concern around how this could be scaled up to suit 

the demand of the population which will need further thought and SS noted the diagnostic 

capacity demand.  

 

DS congratulated SS on winning the best poster prize at the GM Cancer Conference. There 

were 75 posters presented and the ACE2 project was viewed as leading and transformatory 

and it was a unanimous decision.  

 

DS asked who would see the patient if this was scaled up and RJ noted that the majority of 

patients are seen by a gastro-enterologist due to the nature of the symptoms and that a 

generalist would be most suitable to see the patients. RS noted the NHS Long Term Plan 

details rapid diagnosis and there will be national guidance released and GM should consider 

the scope and scale of this potential implementation. FN noted that potential concerns could 

be around the 14 day waiting times which should be 7 and also A&E attendances. TV noted 

the importance of embracing new technology and near patient testing. TV also discussed 

reviewing the financial impact of this patient group. ST noted that she is currently engaging 

with GPs to collect data on when patients have re-entered the system in order to map which 

will include a patient note review of up to 200 patients.  

Action: SS and ST will meet with the pathway board directors to discuss this further.    

 

10. Transformation Project Update: CURE 

ME provided an update of the CURE project progress over the last three months at 
Wythenshawe hospital (Oct-Dec 2018).  

ME noted that the EPR (Electronic Patient Record) now has a significant field to record 
smoking status. Over the three months out of approximately 12,000 hospital admissions, 
there were 8000 recorded smoking status documented (70%). Metrics are collected to 
record when advice has been offered and 95% of admitting nurses are providing that 
information. The capture of smoking status needs to improve from 70% and the team have 
utilised many tools to reach the hospital staff to improve this such as screen saver 
messages, matron huddles and are currently looking at the potential of medical teams 
adopting ward pharmacy forms to capture the data. 
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There is a simple data capture process for addition level information in the EPR. The project 
was costed on the majority of patients having a high level of addiction; however, preliminary 
data suggests that the majority have a low-moderate level of addiction. ME noted that the 
project was modelled on the vast majority of patients needing nicotine replacement therapy 
but actually only 35% of patients accepting this intervention which has had huge cost 
implications as the uptake was expected to be much higher. So far, 500 patients treated 
through the programme in the first three months. Due to the pharmaceutical underspend the 
team are now exploring other options of intervention. The project has utilised several 
marketing tools to promote the work including pens with banners and walk arounds to visit 
each ward.  

40% of patients were to engage with the specialist support services and around two thirds of 
patients have received this within 48 hours of admittance. The four week quit rate currently 
sits at 26%, the side effects of medications have been very low. A learning point has been 
that patients do not want to return to the hospital for follow-up, and telephone follow-up has 
not received the desired levels of response, which highlights the need for the ability to refer 
into the community.  

CURE has been referenced in the NHS Long Term Plan which is driving a national tariff 
which NHS England have committed to providing tobacco addiction treatment which adds an 
additional financial incentive for Trusts to implement which is huge progress for the team.   

Next Steps: 2019 will see 6 further hospitals roll out the CURE programme. All papers and 
information will soon be available on a bespoke website.   

JP welcomed the project and concurred that there is a new pharmacy commissioning offer 
which can be utilised to help make these services more accessible and stressed the 
importance of improving the quit rate. GM is best placed to ensure patients are incentivised 
to continue so that the reduction of smoking reaches 2021 target of 13%.   

TV noted that over time smoking cessation services were lost and acknowledged that GM 
need to use this platform to ensure that the intervention of the hospital is supported by the 
rest of the pathway.    

ME noted that the CNS’s wanted to utilise a text service to communicate with patients which 
is being explored, he also noted that there is a piece of working ongoing which is looking at a 
platform that would be available in primary care which could automatically populate GP 
systems to flag each patient that has had the CURE intervention. This could be a GM wide 
solution. The aim is to ensure every patient is offered the intervention and to support it with a 
multi-option robust service in the community.  

RPre emphasised the importance of the community and primary care services embracing 
the CURE project which will ensure long term success.  

The board thanked ME for his presentation and asked that thanks were passed onto the 
nursing team who have been instrumental in the delivery of these services.  

11. Papers for information 

DS thanked the board for their contribution to the GM Cancer Conference. The conference 
received excellent feedback including the degree of patient involvement and opportunities to 
network. 94% of people world have recommended the conference which was 
overwhelmingly positive. There were some learning opportunities around venue and agenda 
which will be considered for the next conference which will be a potential 2 day event in 
December 2019. DS requested that board members send him suggestions for the next 
conference. No AOB items were raised.  
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                      Greater Manchester Cancer 

 

Action log 

Prepared for the 30th April meeting of the board 

 

ACTION AGREED ON STATUS 

1 
RPre requested that a project update 
timetable be devised in order to ensure 
each project can present progress to the 
board and the group agreed. 

18th January 

2019 

On board agenda 30th 

April 2019 

2 
RS Bring update on digital strategy to 
future board meeting 
Invite the Proton Beam team to present 
at a future board meeting 
 

18th January 

2019 

To be agreed following 

board meeting 30th April 

2019-agenda Item 

3 
RB to add timelines to the proposed 

actions 
18th January 

2019 

On board agenda 30th 

April 2019 

4 
AMR to Share palliative care 

consultation with GM Cancer Board 

members 

18th January 

2019 

Completed 20th  

January 2019 

5 
SS and ST will meet with the pathway 

board directors to discuss this further.    
18th January 

2019 

Agreed and process 

underway from 1st May 

2019 
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                       Greater Manchester Cancer                       

Greater Manchester Cancer Board 

 
Date:  30th April 2019 
 
Title: GM CANCER BOARD DEVELOPMENT – NEXT STEPS 

 

From: Carolyn Wilkins  Chief Executive, Oldham Council/  
   Accountable Officer, Oldham CCG 

 
 Roger Spencer  Chief Executive, Christie NHS Foundation Trust  
 
1. Purpose of paper 
 

The Joint Commissioning Board (JCB), Provider Federation Board (PFB) and Partnership 

Executive Board, (PEB) have all supported the recent proposal to update the arrangements 

supporting the operation and organisation of the GM Cancer Board. A summary of the 

agreed proposals is set out below: 

 

 That the GM Cancer Board should be co-chaired by a Commissioning 

Accountable Officer and Provider Chief Executive, (confirmed as Carolyn Wilkins and 

Roger Spencer). Importantly, Carolyn also chairs the GM Population Health Board 

and making the explicit link between these two major programmes of work represents 

a significant priority for us. 

 That accountability for the GM Cancer programme should rest with the GM 

Cancer Board itself, with the direct leadership and engagement and management of 

business by the Joint Commissioning Board and the Provider Federation Board. 

 The GM Health and Care Partnership Chief Officer, will work with the Co-Chairs 

to identify a Senior Responsible Owner, (SRO), for the Cancer Programme who will 

account to them and the Board for delivery of the plan. This process should be 

completed at the earliest opportunity and it is suggested that the co-chairs are given 

delegated authority work with the GM Health and Social Care Partnership Team to 

conduct this process. 

 That the Executive Lead for Quality/ Medical Director will represent the GM 

Health and Social Care Partnership/ NHS England on the Cancer Board and will 

continue to oversee the delivery of the CURE programme.  

Paper 
number 

2 
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 That the Board should take a clearer and direct role in overseeing the delivery of 

the GM Cancer Plan and the Cancer elements of the NHS Long Term Plan, with its 

agenda driven by the key priorities set out in these documents.  

 From a Commissioning perspective, that direct links are made between the 

Cancer Board and the Joint Commissioning Board.  

 That links are maintained and where necessary enhanced, with the Primary Care 

Advisory Group, Local Care Organisation, (LCO), Network and other representative 

groups to ensure that the Cancer programme is properly connected to all elements of 

our GM delivery system 

 
This paper sets out some proposed next steps for implementation, particularly focussing on 

the aspects relating to achieving connectivity and clarity across the relevant Boards and 

working groups. 

 

2. PROPOSED NEXT STEPS 

 

Work is already underway to review the format of the meetings/ content of the agenda etc 

and it is anticipated that the implementation of these practical aspects will take place during 

quarter 1 of 2019/20. In parallel with this, work will be done to make a series of connections 

between relevant Boards and groups to streamline working arrangements. 

 

Figure 1 below sets out a proposed governance model for the oversight of the work. 

 

FIGURE 1 – Proposed Cancer Governance Model 

 

 

 
Specific proposals in this regard include: 

 

 A separate paper has been produced setting out detailed proposals with regard to 

cancer performance arrangements, including an early focus on addressing current 

Greater Manchester Cancer Governance 

Performance 
& Delivery 

Board 

 

GM Cancer Board 

Commissioning 
Oversight 

Group 

 

GM Cancer 

Cancer 
Performance 
Sub Group 

Joint 
Commissioning 

Board 

 

Provider 
Federation Board 

 

Commissioning 
Leadership Group 

 

Chief Finance 
Officers 

 

Directors of 
Commissioning 
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issues with regard to 62 day wait performance, along with other key performance 

indicators. Connecting this work to the GM Cancer Board which, in turn, will link to 

the Performance and Delivery Board, will give the Cancer Board a direct line of sight 

on performance issues, without losing the accountability relationship with the 

Performance and Delivery Board.  

 Making a connection between the Cancer Commissioning Managers group and the 

Cancer Board. This will facilitate more effective working between these existing 

groups without imposing additional levels of bureaucracy or non-essential reporting 

requirements 

 Establishing the Commissioning oversight group as agreed previously by the Cancer 

Board. This will bring together senior commissioners and user representatives on a 

bi-monthly basis to review the current state of development of the programme and to 

provide a forum to raise any issues. As this group evolves, there may be an 

opportunity to broaden its scope,  into a broader “Delivery Review Group”, where the 

SRO and wider team could meet with representatives from the Board to check in on 

progress 

 

In addition to the “wiring” issues set out above, we have an opportunity to consider some 

wider areas for improvement. These include: 

 

 Using the opportunity presented by this joint leadership approach to explore the 

potential for having a co-designed “single conversation” approach to cancer services 

commissioning in GM, where commissioners work in tandem with providers to 

promote more effective joint working and reduce duplication of effort, meetings and 

data collection/ analysis 

 Conduct early engagement with Local Care Organisations and the Primary Care 

Board, (PCB) with a view to ensuring appropriate connections and opportunities for 

meaningful input are in place from the outset 

 
The GM Cancer Board is asked to consider and support the content of this paper as an 
approach to taking forward the next stages of our Cancer development agenda 
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    Greater Manchester Cancer 

 

Name of Meeting: Greater Manchester Cancer Board  

Date of Meeting: 30th April 2019 

Title of paper: GM Cancer Plan Review and transformation funded priority 1 

projects update. 

 

Purpose of the paper: To update the GM cancer board on progress against the GM 

cancer plan since publication in February 2017 and on 

progress in delivering priority 1 projects. 

Reason for Paper: 
Please tick appropriate 
box 
 

☐ Decision 

 Discussion 

 For information 

Impact Please state how the paper impacts on: 

 

Improved patient 

outcomes 

The delivery of the GM Cancer Plan and Transformation Fund 
cancer projects, collectively aim to improve patient outcomes   
and reduce variation across GM. 

Improved patient 

experience 

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

Reducing inequality 
 

One of the key drivers for the development of the GM Cancer 
Plan is to reduce inequality across the cancer system. 

Minimising variation 
 

As improved outcomes above. 
 

Operational / financial 

efficiency 

The financial and operational impacts of the plan have been 
detailed through the GM Cancer Board and the 
Transformation funded projects as described  

Author of paper and 

contact details  

Name: Claire O’Rourke 
Title: Associate Director, Greater Manchester Cancer 
Email: claire.orourke@christie.nhs.uk 
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Greater Manchester Cancer        

Greater Manchester Cancer Board 

 

Date:   30th April 2019 

 
Title:  GM Cancer Plan review and Transformation funded projects 
overview 

From:  Dave Shackley, Medical Director GM Cancer  
                     Claire O’Rourke, Associate Director, GM Cancer 
                     Darren Griffiths, Associate Finance Director, GM Cancer 
  
 

1. Purpose of paper 
 
The purpose of this paper is to provide the GM Cancer Board with an update on progression 

against delivery of the GM cancer plan (as of April 2019) detailed as: 

 

 Section 3.1:   Key work streams which have been fully delivered 

 Section 3.2a:  Key work streams In progress 

 Section 3.2b:  New work streams and projects (identified as national 

priorities   and priorities for GM) 

 Section 3.3:   Work streams not currently being pursued  

 

This paper will also detail an update on delivery of the agreed priority 1 projects for the 

transformation of cancer services in GM. All priority 1 projects are aligned with the key 

ambitions of work outlined in the GM cancer plan:  

https://gmcancerorguk.files.wordpress.com/2016/08/achieving-world-class-cancer-

outcomes-in-gm-v1-0-final-02-2017.pdf. 

The priority 1 projects were agreed in September 2018, following allocation of a £10m 

investment from the GM Transformation Fund (over 3 years).  

 

This report should be read in the context of the ‘Cancer Board Development – Next Steps’ 

and ‘Locality Engagement and Understanding Local Cancer Commissioning’ reports, also 

presented to Cancer Board.  These reports set out how the commissioning arrangements of 

the GM Cancer Plan and TF projects will be delivered. 

 

2. Introduction 

In Feb 2017, the GM Cancer Plan was formally agreed at the Strategic Partnership Board, 

representing the cancer priorities/plans to be delivered by March 2021.  

Paper 
number 

3 

https://gmcancerorguk.files.wordpress.com/2016/08/achieving-world-class-cancer-outcomes-in-gm-v1-0-final-02-2017.pdf
https://gmcancerorguk.files.wordpress.com/2016/08/achieving-world-class-cancer-outcomes-in-gm-v1-0-final-02-2017.pdf


15 

 

Explicit in this was the need for the GM system to work together on funding and 

implementing the plans with a variety of stakeholders leading on different projects. 

At the GM Cancer Workshop of November 2018, it was agreed that a ‘rapid review’ was 

required to see which elements of the programme had been delivered, and which were still 

in progress. 

It has been acknowledged in the November workshop that the GM Cancer Plan 2017-21 

represented the GM priorities drawn from the then National Cancer Strategy, with some plan 

objectives describing only preparatory work.  

Two years into the plan we can now see that there are some new additional themes of work 

that flow from the original plans/ambitions and these areas are set out in section 2b, 

alongside newer national priorities that have been published.  

As we move forwards, a closer integration between cancer services with 

education/information (patient related and professional level) and especially research has 

become more critical to future improvement – this would be exemplified in the field of cancer 

genomics which is advancing at a rapid rate not entirely foreseen even 2 years ago. 

Genomics, only briefly mentioned in the 2017-21 plans, will become pivotal in the very near 

future.    

It is also worth referencing that much of the cancer work that happens within GM lies 

alongside and in parallel with this cancer plan such as pathway board improvement work, 62 

day cancer standard performance and working with national and alliance partners in 

developing and facilitating cancer improvement on a wider footing. Outlined below are the 

key objectives of the GM Cancer Plan of which all programmes of work are aligned: 

 

The delivery of the GM Cancer Plan has been achieved under eight domains, detailed 
below.  
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The domains reflect a combination of the five key areas for change set out in the GM Cancer 
Plan on behalf of the devolved health and social care and the six key work streams of the 
national cancer strategy. Four domains cover the four broad parts of the cancer pathway. 
The remaining four are cross-cutting areas. The domains are set out in the figure below: 

 

 

3   Progress against the GM Cancer plan (April 2019) 

Section 3.1 – GM Cancer Plan objectives that have been FULLY DELIVERED: 

 Prevention: 

 GM Population Health Plan agreed with implementation commenced. 

 GM Tobacco Control Plan agreed with implementation commenced. 

 Bisphosphonates to reduce post-menopausal breast cancer recurrence. 

 Initiate a citizen-led ‘cancer champions’ social movement. 

 

 Earlier Diagnosis: 

 Assess/develop plans following completion MCIP lung health check project (including 

roll out and North Manchester and Tameside) 

 Primary care education and support to fully implement the national NICE 2015 

updated suspected cancer referral guidelines  

 Support/deliver on ‘Be Clear on Cancer’ campaigns 

 Health equity profiling/population segmentation re: screening 

 Randomised trials evaluating behavioural insights and differing screening letters to 

see if wording and presentation of letters affects uptake  

 Roll out standardised urgent cancer GP referral forms across all GP practices with 

audit demonstrating comprehensive coverage 

 Pilot ‘non-specific but concerning’ symptom assessment clinics (ACE 2) 

 Pilot ‘faster pathways’ (achieving the faster diagnostic standard) as part of the 

National Cancer Vanguard (cancer yes/ no within 28 days) 

 The GM Haematological Cancer Diagnostic service (HCDP) went live Nov 2018, 

continuing in project roll out in January 2019 

 Piloted straight-to-test colonoscopy in suspected bowel cancer 
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 Developed & agreed standardised diagnostic pathways for colorectal, lung and 

prostate cancer (inc. adoption nationally via NHSE planning guidance 2018) 

 Developed and agreed standardised diagnostic pathway for oesophago-gastric 

cancer 

 Breast cancer services audit of ‘one stop’ services 

 Radiological workshop on planning a new GM-PACS and networked radiological 

reporting service  

 

 Improved & Standardised Care: 

 Oesophago-gastric cancer single surgical service agreed and implemented.  Service 

go- live September 2018 with all complex surgery performed on a single surgical site 

for GM (largest centre in Western Europe) 

 Urology cancer surgical reconfiguration: service specifications agreed, model agreed; 

implementation plan agreed 

 System in place to report 62d, average and range of waiting times for all cancer 

pathways in all providers/all CCG’s via Director of Operations meetings 

 Agreed the 4 highest priority pathways for cancer diagnostic reform, alongside 

National Vanguard & NHSE partners as lung, colorectal, prostate and oesophago-

gastric cancer 

 Reviewed and strengthened pathway boards with formal annual panel review 

(including service users), a formalised yearly annual plan, robust GP/patient 

involvement and a rolling programme of GMCB presentations 

 Proton Beam Centre formal opening with the first patient in December 2019 

 All HPB cancer surgical patients have access to a prehab programme 

 Over 1,000 GM cancer patients recruited to national 100,000 genomes project 

 

 Living with and Beyond Cancer: 

 Standardised approach to recovery package in place in GM 

 Standardised pathways for stratified follow up agreed for breast, prostate and 

colorectal cancer (implementation in progress for breast only) 

 Goal of Care tool, ‘CAN-guide’ (shared decision making in advanced disease) piloted 

in GM 

 Psychological clinical group formalised as a ‘pathway’ board in 2017 

 Consequences of treatment mapped by pathway with a gap analysis, aligned with the 

living with and beyond centre, established by Professor Radford 

 Enhanced supportive care clinics piloted and now instituted at Christie 

 Palliative care services across GM mapped against national standards and 

competencies with gap analysis by provider/ CCG 

 Contribution to the ‘Dying Matters’ events 

 

 Patient Experience: 

 Leadership defined for GM-level cancer patient experience 
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 Process for analysing and reviewing performance in the annual National Cancer 

Patient Experience Survey, including looking at regional (GM) level against 

comparable areas 

 Embed user involvement in all facets of GM Cancer 

 Secure future funding for the service users and support team involved with GM 

Cancer 

 Workforce audit in cancer nurse specialists (& 6 other pressured areas) working with 

HEE to understand the future pressures and full time project manager to be recruited 

in April 2019 to conduct a Cancer workforce review in GM. 

 

 Education: 

 Agreed a GM-level cancer education strategy (board/team to oversee) 

 Piloted GATEWAY C modules 

 Launched GATEWAY C in GM, developing further modules, following new 

investment from HEE 

 Pathway Boards all have an annual educational event 

 

Section 3.2a – GM Cancer Plan objectives that are IN PROGRESS: 

 Prevention: 

 Citizen-led social movement – ‘sign up’ 20,000 cancer champions 

 Develop a specific plan to significantly improve HPV vaccination within school aged 

girls 

 Implement a HPV vaccination plan for boys if & when this is formally adopted by the 

national immunisation programme (agreed 2018) 

 Deliver model of lifestyle-based secondary prevention as part of new after care 

pathways (part of new stratified follow up, ERAS + and recovery package/ health & 

wellbeing events)  

 Aromatase inhibitors (anastrazole) offered to untreated post-menopausal women at 

high risk of breast cancer 

 

 Earlier Diagnosis: 

 FIT: replacing FOB in bowel cancer screening – going live 2019 

 HPV testing in cervical screening programme for all women 

 Bowel scope programme for 55y olds in place by 2020 

 Regional fast track jaundice pathway offer for all GM patients 

 Roll out of lung cancer optimal (accelerated) diagnostic pathway  

 Roll out of prostate cancer optimal (accelerated) diagnostic pathway  

 Roll out of colorectal cancer optimal (accelerated) diagnostic pathway  

 Pilot streamlined oesophago-gastric cancer diagnostic pathway  

 Implement standardised approach to one-stop unexplained vaginal bleeding clinics 

 Develop sector based (x4) MDT’s in colorectal cancer across GM as per Healthier 

Together plans 
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 Proposal for developing networking in cellular pathology services (for subspecialist 

reporting/ service support/ sharing resources; inevitably aided by digital pathology 

functionality) 

 

 

 Improved & Standardised Care: 

 Deliver the urology single surgical service transformation project with single surgical 

sites for prostate, renal and radical bladder cancer surgery 

 Agree GM model of care & GM service specification for breast services 

 Comprehensive review of MDT processes across GM 

 Pilot innovative MDT models 

 Develop pathway specific GM service specifications for all tumour types over time 

(urology/OG complete; breast/gynae/colorectal underway) 

 Testing of broader adoption of prehab/rehab and ERAS + programmes in major 

cancer surgery beyond HPB and in other forms of treatment in selected cancer 

pathways  

 SACT: Increase chemotherapy delivered closer to home (aim of >80% within 20 mins 

drive) 

 Acute Oncology: Agree a commissioning plan and delivery of agreed model for a GM 

integrated service  

 

 Living with and Beyond Cancer: 

 Economic & clinical/service modelling of various options to deliver face to face 

palliative care services 7d per week in hospices and providers across GM 

 All patients to receive a care plan based on information including the holistic needs 

assessment 

 Health and wellbeing events in place for initially all appropriate breast, colorectal and 

prostate cancer patients, followed later for patients with other cancer conditions 

 Full recovery package for all appropriate patients reaching completion of treatment 

 Stratified follow up to be fully implemented for all appropriate breast, prostate and 

colorectal patients with pilots in other cancer pathways 

 CAN-guide (shared decision making tool in advanced disease) evaluated further and 

extended to other sites 

 Funded plan for increased patient access to psychological support 

 Lymphoedema: develop service specifications and proposed model for a sustainable 

GM service 

 Action plan to address any gaps in support for consequences of treatment  

 NW end of life care model to be implemented 

 Training programme for all staff involved with end of life care 

 Access to shared digital palliative and end of life care records with full use in GM 

(ePaCCS) 
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 Patient Experience: 

 On-going cancer intelligence reports and analytical function 

 Patient experience group to meet and oversee a system-wide patient experience 

action plan 

 

 Education: 

 Gateway C module development and national roll out 

 Coordinated cancer educational programme for (i) social care, (ii) communication 

training & (iii) patient experience training. 

 

Section 3.2b – GM Cancer Plan objectives that are IN PROGRESS and have 

developed directly from pilot projects within the plan/new agreed priorities/new 

national planning guidance*/ New NICE guidance** 

 Prevention: 

 CURE secondary care tobacco control project 

 

 Earlier Diagnosis: 

 

 Lung Health Checks (lung cancer screening programme) endorsed by NHSE and 

contained in planning guidance to be commenced in high risk populations* 

 Vague but concerning symptom clinics to be expanded from the pilot phase & offered 

more widely under rapid diagnostic model/clinics. 

 Commission sufficient capacity to ensure >85% patients meet the 62d standard, 

identifying diagnostic capacity gaps in 2018/19 and develop productivity plans to 

close the gaps* 

 Delivering the Faster diagnostic standard (cancer yes/ no decision relayed to patient) 

by day 28 by 2020* 

 Piloting streamlined ways of referring straight to specialist units in suspected cancer 

without seeing the GP. 

 

 

 Improved & Standardised Care: 

 Genomics cancer Pathway leadership & Board agreed during the (successful) 

bidding process for the NW genomic laboratory hub at MFT. To provide guidance, 

support and other assistance to the system in embedding genomics into everyday 

practice including increased cross over with research opportunities 

 Gynaecological cancer surgery single service development with implementation plan 

following new MDT arrangements and a new GM commissioning service 

specification 

 Breast service model (reconfiguration) implemented 
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 SACT: Increased trial recruitment (research opportunities) closer to home (i.e. 

outside the Christie site) 

 All patients have access to Cancer Nurse Specialist* 

 Offer genetic testing for BRCA1 and BRCA2 mutations to all women under 50y with 

triple negative breast cancer, including those with no family history of breast or 

ovarian cancer** 

 Offer Lynch syndrome testing for all patients with newly diagnosed bowel cancer. 

Lynch syndrome accounts for 3% of all colorectal cancers (approx. 50 bowel cancer 

case per year across GM will have Lynch syndrome)** 

 

 

 Living with and Beyond Cancer: 

 Macmillan Cancer support funded 7d face-to-face access to palliative care advice – 2 

models being tested in 2 localities with detailed analysis of costs and outcomes. 

Subsequent commissioning decision on next steps for GM after pilot  

 

 Commissioning: 

 

 Develop an effective way of making commissioning decisions in a timely way, for 

GM-level cancer services, working with the reformed JCB and other GM H&SC 

governance groups 

 Formalise and communicate a set of agreed GM standards (planning guidance for 

cancer) that localities can utilise to deliver locally funded cancer services to the same 

standard whilst retaining some flexibility on how it is delivered locally  

 Standardise the GM approach of (i) cancer peer review of Providers, and (ii) of 

reporting delivery against agreed standards at locality level  

 

Section 3.3 – GM Cancer Plan objectives that are not currently being actively 

pursued (preparatory work has been completed). 

 Prevention: 

 Online tool for assessment of individual risk of cancer available for the public earlier 

diagnosis 

 Roll out to community based staff (pharmacists etc.) the ability to directly refer (using 

2 week wait referral forms) for investigation of suspected cancer  

 

 Commissioning: 

 

 Agree plan for an accountable cancer network with agreed proposals on alternative 

budgeting, payment and contracting mechanisms for cancer 

 

 Patient Experience 

 Pilot of real time patient experience to be reviewed. 
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Summary: 

There has been significant progress made against the GM Cancer Plan agreed in 2017, 
which has only been delivered due to the support of our well established, robust cancer 
system in GM and our patients affected by Cancer. 
 
The GM Cancer team has been led this on behalf of the system and as the nominated GM 
Cancer Alliance. Due to the continually evolving national Cancer agenda, new work streams 
and projects have developed since the inception of the GM Cancer Plan, but the GM cancer 
system has responded to this and GM Cancer’s workplan has been adapted accordingly. 
 
With the advent of the new 10 year NHS plan (January 2019), of which Cancer is a key 
focus, further programmes of work will need to be added to align our GM Cancer Plan with 
national ambitions. GM will be expected to lead the way nationally in keeping with the role 
that we have exemplified over the last two years. This will require considerable commitment 
from the entire cancer system in GM, but as a well-established system, there is the 
opportunity to continue with this leadership role. 
 

 

4. Outline Summary of Priority 1 Projects in GM Cancer Transformation 

funding Plan  

4.1 There are 7 key projects that comprise the priority one GM cancer transformation 

funded programme, all of which are aligned with the ambitions above and were 

selected from the 108 projects detailed within the GM cancer plan. The phase 1 

projects are: 

 

1. Accelerated pathways: in LUNG, PROSTATE AND COLORECTAL which will 

ensure patients are seen, diagnosed and treated on best timed pathways in 28 days. 

This is aligned with NHS England national priorities and supports delivery of the 62 

day cancer standard in GM and will further improve one year survival rates. 

 
2. The CURE Programme: CURE (detailed below) will deliver a comprehensive 

tobacco addiction treatment service for all inpatients within acute care trusts, aligned 

to save lives and reduce smoking rates in GM. This is now a key strategic component 

of the newly published NHS 10 year plan and GM has led the way in the 

development of this service and GM will be the first place in the UK to roll out this 

plan. 

 

 . 
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3. Supporting cancer patients before and after treatment: Prehab4Cancer, 

enhanced recovery after surgery (ERAS+) and the recovery package will ensure 

1,000 patients per year; over two years are offered an innovative multi-modal 

prehabilitation and recovery programme in GM. This includes exercise, nutrition and 

wellbeing and will be offered to eligible patients before and after treatment, for 

improved clinical outcomes and quality of life living with and beyond cancer. This will 

dovetail with the implementation of the recovery package for all patients in GM 

contributing to improved personalised care. 

 
4. Stratified follow up in Breast Cancer. This approach will reduce the demand for 

routine follow up and release capacity to address the expected increase in cancer 

referrals. This project will focus on stratified follow up in breast patients only in the 

first instance. This programme of work also has significant impact on the patient 

experience; previous work having shown that 95% were satisfied with their new 

‘moving on’ appointments. 

 
5. Cancer Intelligence. The GM Cancer Intelligence Service (CIS) will provide GM 

Cancer, commissioners, providers and GPs access to the most current and detailed 

performance, outcomes and patient experience data, in order to help support cancer 

services and lead to better informed decision making. CIS will also provide access to 

meaningful data for patients to help better inform them of choices related to their 

cancer care thus supporting all of the phase 1 projects.  

 
6. The Cancer Education project will work with all stakeholders across the GMHSCP 

(in health & social, voluntary, charitable and community) to create a single, agreed, 

educational vision for cancer workforce development and a single service framework 

for cancer education, as a trailblazer for the NHS nationally and supporting the 

delivery of priority 1 projects. 

 
7. Shared decision making: Goals of Care. Use of the CANGUIDE tools, will facilitate 

a person-centred approach by supporting patients to communicate their personal 

goals and preferences to clinicians, working in partnership to choose the best course 

of action for them in relation to their treatment options. The aim being to help 

streamline the patient’s care; the tool can then be shared between oncology teams, 

GPs and patients, and can be revisited over time. 

 

 

5. Summary of delivery of key priority 1 projects January-April 2019 

 

5.1 All 7 priority 1 projects have now commenced, with all clinical leads and projects 
managers in place. The GM Cancer core team and project management support are detailed 
below, reflecting both the current establishment (as at March 2019) and additional posts 
required to support the transformational projects (see fig 1.) (N.B. posts aligned to Macmillan 
funded projects are also shown): 
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Figure 1 – GM Cancer establishment: 

 

 
 

There is a detailed financial plan for the whole programme of priority 1 projects with financial 
management delivered through the agreed system of GM Cancer governance 
arrangements.  The Christie acts as the hosting organisation for GM Cancer in respect of 
estates, HR and finance. 

 

The GM H&SCP has made £10m of Transformation Funding available to resource the 
delivery of the programme of projects detailed in Section 4.  

 

The budget for each project is shown below (Fig 2), although due to the recruitment process 
only commencing in September 2018, spend to the end of 2018-19 was a modest £0.365m.  
However, all Project Managers and Clinical Leads now in post and recruitment is underway 
for the remaining posts detailed within the Project Initiation Documents (PID’s). Expenditure 
will increase considerably when moving into the financial year 2019-20: 
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Fig 2 – GM Cancer Transformation Funded Projects  

 

Project  Total Costs 

  £'m 

Core Infrastructure            0.375  

Accelerated Pathways - lung            1.351  

Accelerated Pathways - 
colorectal            1.062  

Accelerated Pathways - 
prostate            0.951  

Pre-Hab/ recovery package            1.791  

 
CURE            2.004  

Education            0.655  

CAN / GoCI            0.606  

Cancer Intelligence            0.416  

Stratified follow-up            0.789  

TOTAL            10.00  

 

5.2.1  Best Timed Pathways 

 

GM Cancer led the project to design the optimal best timed pathways as part of the 
vanguard programme of work during 2016-2018 and this has been instrumental in the 
development of new GM optimal pathways in lung, prostate and colorectal cancer.  

 

All three pathways are critical to ensure patients are seen and treated quicker, improving 
patient experience, but also having significant impact on 62 cancer standard delivery. 

 

Over the last two years there has been considerable work on these three cancer pathways, 
through the GM Cancer Pathway Boards, to align work with the best timed pathways 
national programmes and improve cancer performance. The inception of the best timed 
pathways in GM in 2019 will enable considerable improvements in these cancer pathways 
and the cancer waiting timed targets attached to these.  
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5.2.2 Best Timed Pathway : Lung 

The first pathway to be rolled out in 2019 is lung cancer, with ambitious targets accelerated 
beyond the national plan. Current 62 day cancer performance is Figure 3: 

 

Figure 3: 62 day cancer performance LUNG 

91.86%

79.65% 83.33% 83.60%

50.00%

70.00%

90.00%

Q1-18/19 Q2-18/19 Q3-18/19 YTD

GMEC 62 day performance
Lung

 
 

The delivery of this best timed pathway is estimated to save 100 lives per year and 
approximately 20% improved survival at three years from 50% to 70% in 500 patients having 
surgical (resection).  

It is estimated that 210 more operations are required if the GM surgical resection rate 

increases to the level of the best performing trust (from 17% to 25%)  and 1 year survival will 

be improved as a result. 

The Clinical Lead (Shamus Grundy) and Project Manager (Del Wray) for Best Timed 

Pathway (BTP) in lung and they commenced in post in March 2019. Current progress 

includes: 

 Currently reviewing data to support the benchmarking of current service delivery 

across GM to identify of gaps in service delivery 

 Sector meetings set up to identify the future local workforce requirements to deliver 

the 28 day target. The aim is to agree and allocate funding to sectors by June 2019  

 First Programme Board/Steering Group planned to be held 24th May 2019 

 Monthly four way meetings with Pathway Director diarised for 2019/20 

 All project management documentation under development  

 
 
5.2.3 Best Timed Pathway: Prostate Cancer. 

 

The inception of the best timed pathway (BTP) in prostate cancer in GM will lead to men 
getting a more accurate diagnosis, to avoid hundreds of potentially painful prostate biopsies 
every year with the attendant risks of infection. In the near future, the MRI scan opens up the 
option of accurate targeting of any biopsies that are needed with new safer forms of biopsy 
technique.   
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Current 62 day cancer performance in Prostate Cancer is Figure 4: 
 
Figure 4: 62 day cancer performance Prostate 

 

 
 
Both the Clinical Lead (Satish Mandeni) and Project Manager (Sue Todd) are now in post. 
Other key developments are: 

 Steering group membership identified with first meeting 2/5/19 

 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 

 
5.2.3 Best Timed Pathway: Colorectal 

 

Over 22,000 people in 2017/18 were referred in GM with suspected colorectal cancer, 
representing a 10-15% year-on-year growth in referrals. Current 62 day cancer performance 
in GM is: 
 
Figure 5: 62 day cancer performance Prostate 
 

 
 

A more efficient pathway in colorectal Cancer can help streamline the patient experience 
and help manage this growth in referrals.  
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The colorectal BTP is being implemented in 2019/2020 and involves patients attending 
straight for a bowel scope test after referral (paired with biopsy and a fast-track CT scan). All 
tests are typically completed on 2 visits within a maximum of 3 weeks of referral. This 
streamlining avoids excessive appointments to the hospital and cuts down the time to 
treatment by an estimated 10 days. 
 

The Clinical Lead (Dave Smith) and the Project Lead (Jonny Hirst) for the Colorectal BTP 
Project both started in role in late March 2019. Current work streams include: 
 

 Meeting are being held across April with colorectal teams from each Trust across 
GM. This is to scope out the current and future plans for each Trust as they relate to 
Straight to Test (STT) for colorectal cancer and other plans in place to meet the 
incoming 28 day performance standard.  

 Following this engagement, plans will be constructed on how best to work alongside 
Trusts and use the project funding to make the most significant impact possible in 
relation to faster diagnosis, 28 day target, time to first seen and associated resource 
savings 

 Commissioners are also being engaged with at this early stage to ensure that KPIs 
and metrics consider the case to be developed (in partnership with commissioners) 
for funding beyond the transformation funded period.  

 Visits are also being organised to other Trusts that have successfully implemented 
STT for colorectal cancer to learn from their experiences. By the end of May 2019 a 
clear set of outcome measures and KPIs will be available. 
 

5.2.4 CURE  

 
GM is leading the way with a flagship programme to tackle tobacco addiction called ‘CURE’. 
This was launched in late 2018 at Wythenshawe Hospital on the first day of ‘Stoptober’ – a 
nationwide stop-smoking challenge which encourages smokers to quit. CURE forms part of 
the GM tobacco control strategy and as a result of this GM cancer are working in partnership 
with the population health team at GMHSCP on this project .The CURE work builds on a 
highly effective evidence-based Canadian programme from Ottawa where huge benefits 
were noted for patients and the health system through targeting smoking cessation in 
hospital patients rather than the typical approach of more general measures in a public 
health setting. 
 
At present patients admitted to hospital are rarely offered help, support or treatment to help 

them stop smoking. The project involves all admitted patients who smoke being identified 

and offered medications for typically 8-12 weeks along with support from a trained 

professional in the hospital and in the community on discharge. Smokers are 4 times more 

likely to quit if they receive medication and support than if they only rely on their own 

initiative.  

Based on the Ottawa results, Wave 1 of the GM CURE programme, which covers six 
localities, is expected to support circa. 16,000 people successfully quitting smoking in GM by 
2020, saving over 2,600 lives. Wave 1 will also free up thousands of hospital beds saving 
the NHS in Greater Manchester an estimated £8.3m million in 2020 and beyond: 
  

 5 out of 6 locality initiation meetings with senior representatives for all wave 1 sites 

completed, final visit in May 2019 
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 CRUK funding secured to support a Research PHD student in evaluating the CURE 

rollout  

 Further meetings with each locality stakeholder group underway to discuss how each 

locality will deliver the CURE pathway in secondary and primary care – ensuring we 

link in and work with existing services 

 

 CURE website launched – this will aid the rollout of the project and ensure consistent 

communication and delivery of information  

 Recruited a GP lead (1 pa per week) to support the implementation of CURE across 

GM   

 Progress being made with MHCC on automated electronic EMIS solution for 

Manchester (potential to use across GM) 

 Phase 1 at Wythenshawe hospital now completed with business case to continue 

funding is in last stages of approval; agreements are in place to fund the staffing 

costs for a further 6 months in the interim. Outcomes of the CURE programme are 

detailed below Figures 6 and 7. 

 
Fig 6: CURE Wythenshawe 
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Fig 7: 5 month review of CURE at Wythenshawe 

 

 
 
 

5.2.5 Prehab4Cancer and recovery programme 
 
This project is now in the implementation phase, having completed scoping in the final 
months of 2018. The service specification has been agreed with GM Active (representing all 
twelve leisure and cultural organisations operating local authority owned leisure and cultural 
assets across Greater Manchester). Their Prehab4Cancer core team members have been 
seconded from different leisure organisations in GM and are being hosted by Salford 
Community Leisure. GM Cancer held an upskilling learning event for the core team 
members and other cancer rehab trained fitness instructors from across GM who will be 
delivering this programme to participants. This including level 1 psychological 
communication skills, nutritional screening and exercise prescription/dose. 
 
The programme will be launched on Thursday 25th April. Information will be provided on 
referral process, tumour-specific patient pathways and the multi-modal interventions which 
will be provided to participants within the programme. Patient and family leaflets will be 
available to be distributed to people who are referred in to the programme. Further 
information will be given regarding data collection and outcome measures being used within 
the metrics of the programme + Refer-all, the database system the fitness instructors will be 
using to capture participant information. 

 

 User involvement is a central tenant to the development of the prehab4cancer 

programme. Several focus groups have been completed in different sectors of 

GM. 
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 The Prehab4Cancer Primary Care Lead secured changes to the 2 week wait 

referral forms from GP surgeries to include clinical frailty and nutritional screening 

information, as a precursor to prehabilitation following cancer diagnosis 

 The Prehab and Rehab  AHP Advisory Board, with Dietetic, OT, SLT and 

Physiotherapy membership from across GM, has met 3 times now, providing 

expert advice for the programme design and development 

 
The Project Lead has been shortlisted for an Advancing Healthcare Awards Macmillan 
award for innovation and leadership in cancer rehabilitation, attending these national awards 
in London. 
 

5.2.5 Stratified Follow up (FU) and transforming aftercare 

 

The introduction of stratified care in cancer pathways means GM will be moving from 
standardised follow up for all patients to a more flexible needs-led model. This will mean that 
where appropriate patients are supported to self-manage and receive bespoke help if 
needed.  Moving to this model will enable around 50-70% of breast, 50% of colorectal, and 
30% of prostate patients being able 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. 
 
Building on the pilot work carried out through the Greater Manchester Cancer Vanguard in 
2017-18 and MCIP (Macmillan Cancer Improvement Programme (completed 2018), GM 
Cancer aims to continue to roll out new aftercare pathways for breast cancer in 2019/20. The 
clinical lead (Mr Absar) Project Manager (Astrid Greenberry) have been recruited and 
commenced in post in March 2019. Current work streams include: 
 

 Initially concentrating on the breast risk-stratified pathway, work to date has included 

initial meetings between individual Trusts and the Project Manager and Clinical Lead. 

 Workshops are being planned for all stakeholders (including local cancer 

commissioners), with the aim of producing action plans for implementing the risk-

stratified pathway. Workshop dates are: Tameside 29th April, Stockport 3rd May and 

Wigan 15th May. Bolton and East Cheshire TBD. 

 The first meeting of the project Steering Group is scheduled for 22nd May. 

 

5.2.6 Cancer Intelligence 

There is a need to ensure GM Cancer is able to provide system wide, robust data on our 
cancer performance, outcomes and key deliverables outlined in the GM Cancer plan. This is 
now being provided by the Cancer Intelligence Service (CIS) from March 2019. The Cancer 
Intelligence team will also provide data analysis/KPIs for all the Priority 1 transformation 
projects. Ongoing activities include: 

 Recruitment for the Principal Analyst is progressing. The Statistical Analyst post is 

filled with the post-holder commencing in April 2019. 

 Data from the Local Data Flows initiative has begun to arrive from GMC Providers 

with development to link and process various datasets now under way.  
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 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. 

 Performance dashboards will be further developed and completed by August 2019 in 

collaboration with Commissioners and Cancer Management teams, supporting new 

Faster Diagnosis Standard and inter-provider allocations following the publication of 

the new national guidance from NHS England at the end of March.  Preliminary data 

is currently being shared across providers and CCG. 

 

5.2.8  Cancer Education:  
 
The Cancer Education project will work with all stakeholders across the GMHSCP (in health 
& social, voluntary, charitable and community) to create a single, agreed, educational vision 
for cancer workforce development and a single service framework for cancer education, as a 
trailblazer for the NHS nationally and supporting the delivery of priority 1 projects. 
  
The project has recruited to the Director of Education (Catherine Heaven) in September 

2018 and the Education Programme Manager (Rachel Hickson) started in role in April 2019. 

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

Current work streams include: 

 The leads have started a series of meetings with GM Cancer Pathway Managers and 

other Transformation Programme’s such as CURE, Prehab, and Living with and 

beyond Cancer, to see where collaborative work can be achieved and deliver 

education requirements with the desired in GM, using various engagement methods 

including events and the Gateway C platform for potential new modules. 

 Attendance at Committee meetings for GM Cancer Conference discussing initial 

event set up, venue scoping/visits and GMC and School of Oncology (SoO) can work 

collaboratively. 

 Scoping work to begin in May-June 2019 of the requirements of the GM systems for 

an Cancer education programme 

 The leads will work with the Cancer Workforce Lead in GM (recruitment in May 2019) 

to review current gaps in workforce based on data collated in 2018, to develop robust 

workforce places for all cancer domains for 2019/2020. 

 

5.2.9 Shared Decision Making: Goals of Care.  
 
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 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. 
Recruitment to the project posts of Research Fellow (Catherine Perry) and Research 
Associate (Grant Punnett) was completed in March 2019. Further recruitment of Band 5 
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research assistants has begun with the first anticipated to be in post in May.  Other activities 
include: 
 

 An evaluation protocol has been developed with seven oncology teams at the 

Christie which 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. 

 

6. Summary 

GM Cancer is responsible for the delivery of the GM programme of work aligned with the 
ambitions set out in ‘Taking Charge’ and detailed within the GM Cancer Plan. 

Since agreement of transformation funding in September 2018, all seven priority 1 projects 
have completed the first stage of the recruitment processes, with key clinical and projects 
leads in post. Delivery and accountability of each project will be monitored through the GM 
Cancer Programme Assurance Group and updates will be provided to each GM Cancer 
Board from May 2019. 

The next programme of work, currently under development, must align with the key 
deliverables outlined in the NHS 10 year plan and the next priority areas of the GM Cancer 
Plan.  These include: 

 Diagnose 75% of cancers at stage 1 or 2 by 2028, including lowering the 

age for bowel screening, rolling out HPV primary screening and extending 

lung health checks. 

 Roll out new Rapid Diagnostic Centres across the country so patients 

displaying symptoms of cancer can be assessed and diagnosed in as little as a 

day. 

 Introduce a new, faster diagnosis standard which will ensure that 

patients receive a definitive diagnosis or ruling out of cancer within 28 

days. 

 Deliver personalised cancer care for all, giving patients more say over the care they 

receive. 

 Secure our place at the cutting edge of research, offering genomic testing 

to all cancer patients who would benefit, and speeding up the adoption of 

new, effective tests and treatments. 

 
A proposal as to the detail of this next programme of work will brought to a subsequent 
Cancer Board, where discussions about the content, priorities and funding options would be 
welcomed. 
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Greater Manchester Cancer 

Greater Manchester Cancer Board 

 
Date:  30th April 2019 
 
Title: 62d Cancer Performance - NEXT STEPS 

 
From:  Carolyn Wilkins  Chief Executive, Oldham Council/  

  Accountable Officer, Oldham CCG 
 
 Roger Spencer  Chief Executive, Christie NHS Foundation Trust  
 
 
 
National Cancer Waiting Time Standards – revised accountability and priority actions 
 
Introduction 
This paper sets out new arrangements for ensuring that the GM cancer system achieves the 
62 day cancer standard and prepares effectively for introduction of the 28 day Faster 
Diagnosis Standard in 2020.  This will be achieved by the Greater Manchester Cancer Board  
providing leadership and coordination, transparent reporting to the key commissioner and 
provider bodies, and effective application of the cancer transformation funds allocated to GM 
in 2019/20 towards schemes that will enable achievement of the cancer targets.   
 
Background 

 The Greater Manchester and Eastern Cheshire cancer system has failed to achieve 
the 62 day cancer waiting time “constitutional standard” in the first three quarters of 
2018/19.   

 We are at the early stages of preparation for the new 28 day Faster Diagnosis 
Standard (FDS) which will replace the Two Week Wait standard in 2020.   

 The three cancer types making the greatest contribution to failure to achieve the 
national standards are colorectal, lung and prostate.   

 A variety of processes are in place to recover the 62 day position but there is no 
effective Greater Manchester wide approach and therefore limited assurance re our 
being able to achieve the 62 day standard in the short term or prepare effectively for 
introduction of the FDS.   

 We have yet to implement a successful means of linking the achievement of the 
national cancer waiting time standards to the application of cancer transformation 
funding.   
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New Arrangements 

 A new joint Provider-Commissioner led approach is being implemented under the 
direction of the GM Cancer Board’s new co-chairs 

 This will provide credible leadership for implementation of the actions required to 
achieve recovery and ensure transparent reporting and accountability to the Joint 
Commissioning Board and Provider Federation Board 

 It will oversee deployment of the national cancer transformation funds allocated to 
Greater Manchester in 2018/19, linking this explicitly with recovery of the existing 
constitutional standards and preparation for the revised national standards in 2020 

 To ensure a single line of sight and where necessary, rationalisation of groups 
considering cancer performance, which currently include the Cancer Commissioning 
Managers Group, Commissioning Oversight Group and Cancer Performance Sub-
Group. The agreed new model for cancer performance will incorporate a direct line of 
reporting into the GM Cancer Board 

 
Programme Structure 
Key elements of the proposed programme include: 

 Leadership by a senior manager (programme director) seconded full-time from the 
service to the programme, reporting to The Greater Manchester Cancer Board co-
chairs 

 A monthly Cancer Operational Performance Meeting chaired by one of the GMCB co-
chairs 

 A weekly Tactical Planning meeting chaired by the programme director to bring 
together senior operational managers to problem solve, coordinate pathways, oversee 
implementation, resolve issues 

 A GM (and EC) dashboard of diagnostic wait information to enable oversight of 
diagnostic capacity and secure maximum efficiency in capacity use 

 A GM (and EC) dashboard of cancer waiting time measures known to be associated 
with effective performance to enable transparent reporting and management 

 
Programme Priorities – Urgent Priorities for 2019/20 
The key activities known to be associated with effective achievement of the 62 day and 28 
day FDS standards which will be implemented with support from the cancer transformation 
fund in 2019/20 include: 

 Full implementation of the nationally mandated timed clinical pathways for lung, 
colorectal and prostate pathway (plus oesophageal cancer when published) 

 Full implementation of the NICE guidance relating to FIT testing for symptomatic 
patients with possible colorectal cancer (testing for low risk patients is urgent and for 
high risk patients should be considered in light of experience elsewhere) 

 Ensuring at least a 3% increase in availability of MRI and CT scanning capacity and 
establishing requirements to bring GM access to cross sectional imaging up to at least 
the national average as measured by scanners per million population (prepare for 
national procurement of MR and CT scans following CSR) 

 Implementation of the national guidance on MDT Reform when published but starting 
now with ensuring that all cancer MDT chairs across GM are working to the standard 
role description produced by GMCB 
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 Full implementation of stratified follow up pathways to ensure that unnecessary 
outpatient assessments and investigations are avoided: breast cancer, prostate cancer 
and colorectal cancer pathways to be in place in 2019/20 

 Ensuring adequate MDT coordinator, tracker and CNS capacity in each trust (as 
assessed by an audit against existing GMCB benchmarks) 

 Ensure an agreed plan for establishing Rapid Diagnostic centres across GM 
 
Conclusion 
Revised arrangements to ensure achievement of the national cancer standards are required 
and must provide transparent reporting as well as clear links to the GM cancer Plan and 
national cancer transformation funds allocated to Greater Manchester.   
 
The actions required to achieve the national cancer standards are well known and set out in 
this paper – they should be the priority schemes to be supported by the GMCB using the 
allocated cancer transformation fund.   
 
Recommendation 
To approve the new arrangements and priorities set out in this paper. 
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Name of Meeting: Greater Manchester Cancer Board   

Date of Meeting: 30th April January 2019 

Title of paper: Locality Engagement and Understanding Local Cancer 

Commissioning 

Purpose of the paper: To update the GM Cancer Board on the current position in 

relation to Cancer services commissioning in Greater 

Manchester, including the relationships between Greater 

Manchester Cancer, the Greater Manchester Health & Care 

Commissioning Hub, and the commissioning teams in each of 

the 10 localities. 

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 commissioning 
arrangements to support the implementation of the GM Cancer 
Plan, 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 commissioning 
arrangements 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 commissioning arrangements outlined in the report will enable 
variation to be identified and addressed, with variation and best 
practice identified via 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: Rob Bellingham 
Title: Interim Managing Director – GM Health & Care 
Commissioning 
Email: robbellingham@nhs.net 



38 

 

 

Greater Manchester Cancer        

Greater Manchester Cancer Board 

 
Date:   30th April 2019 

 
Title:  Locality Engagement and Understanding Local Cancer Commissioning 

From:  Rob Bellingham, Interim Managing Director, Greater Manchester Health & 
Care Commissioning 
  

 
 
1 Context and purpose of the report 

 
This report follows presentations to the GM Cancer Board in January 2019 and the Joint 
Commissioning Board in February detailing a review of progress against delivery of the GM 
Cancer plan, ‘Achieving World Class Cancer Outcomes: Taking Charge in Greater 
Manchester’. 
 
The detail within the report sets out the current position in relation to Cancer services 
commissioning in Greater Manchester, including the relationships between Greater 
Manchester Cancer, the Greater Manchester Health & Care Commissioning Hub, and the 
commissioning teams in each of the 10 localities.  
 
This report should be read in the context of the ‘Cancer Board Development – Next Steps’ 
and ‘GM Cancer Plan Review’ reports, also presented to Cancer Board. 

 
2 Current Position with Cancer Services Commissioning 

 
In November 2018, a GM system-wide cancer workshop took place involving a broad 
spectrum of patients, clinicians, providers, commissioners and partnership team 
representation.  This workshop produced a number of recommendations that have been 
endorsed by the GM Cancer Board, one of which was: 
 

Cancer commissioning system development – A series of actions including 
work to better align the CCG based Cancer Commissioning Managers with the 
GM Cancer Commissioning team and the wider system. A bi-monthly senior level 
sub-group of the GM Cancer Board is being established, including service user 
membership, to review cancer commissioning issues, including progress on local 
implementation of the GM Cancer Plan. 

 
The report to the JCB in February 2019 also stated that:  
 

A recent workshop identified the need to review and refresh some of the 
governance arrangements regarding cancer services in GM including 
connections to chief and accountable officers and the Joint Commissioning 
Board.  These reforms combined with the 100-Day Commissioning Review 
provide opportunities for agreement on system-wide outcomes and delivery 
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measures and how local decision making and variation at system level can be 
reconciled and managed. 

 
As detailed in the separate report presented to Cancer Board (GM Cancer Board 
Development – Next Steps) the Joint Commissioning Board (JCB), Provider Federation 
Board (PFB) and Partnership Executive Board, (PEB) have all supported the recent proposal 
to update the arrangements supporting the operation and organisation of the GM Cancer 
Board. Proposals include the co-chairing of the GM Cancer Board by a Commissioning 
Accountable Officer and Provider Chief Executive, (confirmed as Carolyn Wilkins and Roger 
Spencer). From a Commissioning perspective, it is also proposed that direct links are made 
between the Cancer Board and the Joint Commissioning Board.  
 
The GM Director of Commissioning for Cancer is a member of the GM Director of 
Commissioning group, and provides regular updates and reports for discussion.  
Relationships between the GM Cancer team and the GM Directors of Finance and Contract 
Operational Group are being strengthened to support the work outlined above. 
 
3 Transformation Projects 

 
£10m has been identified from the GM Transformation Fund to support a series of projects 
as set out below: 

- Accelerated Pathways 

- Lung  

- Colorectal 

- Prostate 

- Prehab 4 Cancer 

- Recovery Package 

- CURE Tobacco Addiction Programme 

- Stratified Follow-up (Breast Cancer) 

- CAN-Guide (supported decision making around palliative chemotherapy) 

- Cancer education including Gateway-C  

- Cancer Intelligence Service   

 
Further to the report presented previously to Directors of Commissioning, a piece of work is 
underway to summarise the GM Transformation Scheme projects and the latest position with 
regard to their impact on each locality in Phase 1 – working with the Project and Pathway 
Managers – which will be shared with localities ahead of the locality meetings referred to 
above. 
 
Each of the projects either has, or is establishing a steering group to lead the development 
and implementation of the projects.  The GM Cancer team are ensuring commissioner 
representation on each of these, with Alison Lewin as a member of all (as a minimum).   
 
In addition to the steering groups, the GM Cancer Commissioning team are ensuring 
engagement with commissioners in the appropriate and effective transaction and 
implementation of transformation projects in their localities. 
 
For the purpose of establishing a position in terms of the sustainability and future funding of 
the projects, all projects will be evaluated and business cases developed, with commissioner 
engagement from the outset via commissioning and finance colleagues.  This issue will be 
included in the May GM Cancer report to Directors of Commissioning for a more detailed 
discussion, along with proposals for the evaluation of the projects.   
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4 Locality Engagement 

 
a. Background 

 
Continued communication and engagement with the Greater Manchester localities – 
commissioners and providers – is vital to the delivery of the Greater Manchester 
Cancer work programmes and projects.  There is the opportunity in the coming months 
to work with the support of a dedicated Communications specialist in the team (GM 
Cancer Communication and Engagement Lead) on a comprehensive communications 
strategy for GM Cancer. This paper sets out proposals for one element of this, with a 
round of locality based ‘peer to peer’ conversations, led by the GM Cancer 
Commissioning team. 
 

b. Locality Visits – Peer to Peer Conversation 

 
A series of locality visits has been arranged.  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.  Dates have now been confirmed for all 10 localities.  The visits will 
provide an opportunity to strengthen relationships between GM Cancer and the 
localities, and further develop ways of joint working and mutual support.   
 
Taking the approach of a peer to peer conversation will remove the element of pure 
‘performance management’ from the meetings, providing an opportunity to share and 
understand the reasons for the position and the localities’ plans to address any areas 
of concern.  This will allow the sharing of best practice from other localities and will 
identify how the GM team can provide any specific support and advice.   
 
Representatives from the Senior Management Team of GM Cancer will attend the 
meetings.  SMT attendance, whether the discussion is focusing on pathway, 
performance or project issues, will help to develop a better understanding of the 
perspective of the locality and bring messages back to Pathway Boards and project 
teams.  
 
The agenda for the meetings will include the following: 

 
• GM Cancer metrics / national planning guidance 

• GM Cancer transformation schemes & key projects 

• Locality issues: 

– Contracting and finance – locality  

– Workforce 

– Primary care 

– Learning and sharing good practice 

• Key points and summary of discussions 

 
Attendance from localities varies, but in most cases includes the Cancer 
Commissioning Manager along with colleagues from public health, primary care 
commissioning, finance, business intelligence / planning, and clinical leads.  The GM 
Cancer team have encouraged localities to see this as a system wide opportunity and 
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therefore proposed the involvement of all stakeholders, including key colleagues from 
providers of cancer services in their locality.   

The conversations will enable GM Cancer to establish an understanding the approach 
taken in the locality to investment and the commissioning of activity to support delivery 
of the national planning guidance and GM Cancer Plan – e.g. the demonstrable growth 
in the levels of suspected cancer (‘2ww’) activity commissioned by the localities to 
meet the expected growth in demand.  The discussion will enable the GM team to 
establish the approach taken in localities with their main providers’ 2019-20 contracts 
(e.g. block contract, tariff based, CQUINs, Quality Premium Indicators etc.).  The latter 
will help the team to understand how localities may need to see any sustainability 
plans presented, and what approach we need to be considering when presenting 
these plans.  The GM Cancer team will also work with the Partnership Assurance team 
to review the locality annual planning submissions relating to cancer activity plans. 
 
Taking the opportunity to ask localities whether there are any specific issues relating to 
workforce is also something which would be helpful to support wider programmes of 
work.  We may be in a position to cross reference any workforce issues with the 
national cancer workforce strategy implementation plan that is due to be published in 
spring 2019. 
 
The visits will be complete by the end of May 2019, and a summary report will be 
compiled.   
 

c. Data to Support Locality Conversations and GM Cancer Plan implementation 

 
GM Cancer manage a Cancer Intelligence Service, which has been established to 
provide Greater Manchester with a dedicated cancer intelligence function which is 
agile and responsive to the evolving data and intelligence needs of the GMC System 
and H&SCP.  This offers analytical and statistical resources dedicated to the 
transformation projects and offers 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. 
 
To support the locality visits, data packs have been developed by the CIS to cover the 
GM Cancer metrics at a locality level, and have been presented on the GM Cancer 
Intelligence portal.  All GM locality Cancer Commissioning Managers (plus any 
nominated locality Business Intelligence leads) have already been given access to the 
data, which is presented in a dashboard format as shown below, supported by detail 
on each metric.  The format enables localities to view their data, and compare with 
other GMEC localities, preparing in advance for the discussions.  The GM Cancer 
team are reviewing this data ahead of the visits to identify areas of particular interest 
and concern. 
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d. Greater Manchester Locality Cancer Commissioning Managers 

 
The reports to the Cancer Board and JCB detailed an intention to deliver a consistent 
and concerted approach between localities and the GM commissioning team, to 
maximise capacity and to promote effective working across commissioners and with 
providers. Specifically in this regard the Cancer Commissioning Managers meeting to 
move to monthly meetings (rather than bi-monthly as at present) with Rob Bellingham 
to chair these meetings for the next six months.  This action has been implemented. 
  
The reports also detailed an intention that the Cancer Commissioning Managers 
meeting would firm up lines of reporting/accountability to Directors of Commissioning 
and Chief Finance Officers.  This action is also well underway, and will be 
strengthened via the locality peer to peer conversations outlined above. 
 
Officers working with the GM Cancer team are striving to enhance the links between 
GM Cancer and the teams in the localities, through the locality visits, monthly 
meetings, ongoing and regular communication, and commissioner representation on 
steering groups and pathway boards.  

 
5 Greater Manchester Cancer Pathway Boards – commissioner representation 

 
There are 21 Pathway Boards supporting the work of Greater Manchester Cancer.  The 
role of these Pathway Boards and Cross-cutting Boards is to improve cancer care for 
patients. They are the primary source of clinical opinion to Greater Manchester Cancer.  The 
membership of the boards includes a range of professionals from provider organisations, 3rd 
sector, commissioners and user representation / people affected by cancer. 
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Commissioning representation on Cancer Pathway Boards will be from the GM 
Commissioning Hub / GM Cancer, CCGs / Locality Strategic Commissioning Functions and / 
or specialised commissioning teams, depending on the Pathway in question.  This 
information is to be included in the refreshed terms of reference. 

A commissioner representative on the Greater Manchester Cancer Pathway Boards is there 
to represent the generic views of commissioners on behalf of the 10 localities, and where 
appropriate, to present the views of specific commissioners / localities affected by proposals 
being discussed by the Boards.  Where the Pathway Board discussions relate to all or 
specific localities, it is the role of the commissioner representative to attend the meetings 
briefed by / with the views of the appropriate localities. 

Commissioning representatives will ensure key discussions and recommendations from 
Pathway Boards are fed back to commissioner colleagues, at a GM and / or locality level 
and translated into contractual actions as required.   

Where a commissioning decision is required in response to Pathway Board 
recommendations, the commissioning representative will ensure appropriate governance is 
followed to ensure the decision is made. 

Where the regular commissioning representative is unable to attend a Pathway Board 
meeting, the GM Cancer Commissioning team will strive to provider cover wherever possible 
(if required).  Whilst this will not deliver the usual level of knowledge and expertise on a 
specific topic, the aim will be to ensure there is a commissioner representative present.   

An exercise is being undertaken to provider similar input from primary care / General 
Practice from across Greater Manchester, predominantly (although not necessarily entirely) 
from the Macmillan GPs. 
 
Contact details: Rob Bellingham  
Interim Managing Director – GM Health and Care Commissioning  
Churchgate House, Manchester  
Tel: 0161 778 7101  
Email: robbellingham@nhs.net 
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