
 

 

Greater Manchester Cancer Board Agenda 

Meeting time and date:  Monday 21st September 15:00pm-16:30pm 

Venue: MS Team Virtual Meeting 

Chairs: Roger Spencer / Andrea Green 

 

# Item  To Lead  Time 

1 Welcome and apologies Verbal -  5′ 

2 Minutes of the last meeting Paper 1 Approve  5′ 

3 Action log and matters arising Paper 1 Note  5’ 

4 Cancer Performance Update  Presentation 
1  

Update  Lisa Galligan 
Dawson  

15’ 

5 Update & Delivery Phase 3 – Long 
Term Plan  

Paper 2  Update  Claire O’Rourke 

Alison Jones  

15’ 

6 GM Safe Surgery Cancer Audit  Paper 3 Update David Shackley   15’ 

7 Papers for information:  
 

 Transformation Project 
Update 
 

 Expansion of RDC sites    
 

 Comms Update  
 

 PFB Update from COOs  
 

 GM Cancer Annual Report 
2019           

 

 
Paper 4 
 

Paper 5  

Paper 6  

 
Paper 7 

 
Paper 8  

 

 

 
 

Alison 
Armstrong  
 
Susan Sykes 

Anna Perkins 

Lisa Galligan 
Dawson  

Claire 
O’Rourke  

15’ 

8 AOB  

Lung Health Checks  

 Discuss  

Discuss  

All  

AJ & COR  

15’ 

 

Monday 23rd November 
15:00pm-16:30pm  
MS Teams  

 

 

 

 



 

 

Greater Manchester Cancer Board 

Minutes and Actions 
 

Meeting time and date: Wednesday 29th July 2020, 9.30am-10.30am  

Venue:  Virtually, via MS Teams  

 

Members present 

Name  Role Organisation/Representation 
Attendance 
2020/2021 

Roger Spencer  Co-Chair / Chief Executive  
The Christie Foundation NHS 
Trust  

1/6 

Dave Shackley (DS) Director  GM Cancer 1/6 

Claire O’Rourke 
(COR) 

Associate Director GM Cancer 1/6 

Nabila Farooq (NF) 
User Involvement Rep 
PaBC 

Macmillan User Involvement 
Programme 

1/6 

Fiona Noden (FN) Chief Executive Officer Bolton  1/6 

Cathy Heaven (CMH) Chair of Cancer Education 
The Christie NHS Foundation 
Trust 

1/6 

Rob Bellingham (RB) Managing Director  
GM Joint Commissioning 
Team 

1/6 

Alison Jones (AJ)  
Associate Director of 
Commissioning – GM 
Cancer Services 

GM Joint Commissioning 
Team 

1/6 

Lisa Galligan-Dawson 
(LGD) 

Programme Director  GM Cancer 1/6 

Susi Penney (SP) Associate Medical Director GM Cancer 1/6 

Andy Ennis  Chief Operating Officer Bolton Foundation NHS Trust 1/6 

Jane Pilkington  
Deputy Director Population 
Health  

GMHSCP 1/6 

Professor Cheryl 
Lenney 

Executive Director of 
Nursing  
 

Manchester Foundation NHS 
Trust  
 

1/6 

 

 

Paper 1  



 

 

In attendance 

Name  Role Organisation 

Chris Harrison (CH) Executive Medical Director The Christie NHS Foundation Trust 

Alison Armstrong 
(AA) 

Programme Lead GM Cancer 

Anna Perkins 
Communications and 
Engagement Lead 

GM Cancer 

Rhidian Bramley  Diagnostic Lead  GM Cancer  

Paula Daley (PD) 
Macmillan User 
Involvement  

GM Cancer 

Jaqie Lavelle Senior Team Administrator GM Cancer 

Siobhan Doherty Team Administrator  GM Cancer  

David Wright  (DW) 
TYA Lead Nurse & TYA 
Pathway Director   

For GM Lead Cancer Nurses 

Barney Schofield 
(BS) 

Director of Planning Northern Care Alliance Group 

Berni Delahoyde Chief Operating Officer The Christie Foundation NHS Trust 

Caroline Davidson Director of Strategy  Manchester Foundation NHS Trust  

Jane Melvin 
Macmillan Head of 
Partnership  

Macmillan NW England  

Janet Castogiovanni Director of Performance GM Health & Social Care Partnership 

Raj Jain Chief Executive  Northern Care Alliance Group 

Professor Robert 
Bristow MD PhD 

Director Manchester Cancer Research Centre 

Sarah Maynard-
Walker 

Managing Consultant NHS Transformation Unit  

Sarah Price Interim Chief Officer  GM Health & Social Care Partnership 

Dr Sinead Clarke Associate Clinical Director Cheshire CCG 

Teresa Karran Partnership Manager  CRUK  

GM Cancer Team 
members  

Claire Goldrick GM Cancer  

 Debra Allcock GM Cancer  

 Delwyn Wray  GM Cancer  



 

 Fiona Lewis GM Cancer  

 Freya Howle GM Cancer  

 Jane Cronin  GM Cancer  

 Jess Dockey  GM Cancer  

 Jonathan Hirst GM Cancer  

 Louise Lawrence GM Cancer  

 Maria Dimitrakaki GM Cancer  

 Michelle Leach  GM Cancer  

 Philip Graham  GM Cancer  

 Rebecca Martin  GM Cancer  

 Stephen Jones GM Cancer  

 Zoe Merchant  GM Cancer  

 

Apologies 

Name  Role Organisation 
Attendance 
2020/21 

Carolyn Wilkins (CW) 
Co-Chair & Chief 
Executive Officer 

Oldham Council / Clinical 
Commissioning Group 

0/6 

Ian Clayton (IC) 
User Involvement Rep 
PaBC 

Macmillan User Involvement 
Programme 

0/6 

Sarah Taylor (ST) GP Lead GM Cancer 0/6 

Leah Robins (LR) 
Rep for GM Chief 
Operating Officers 

Northern Care Alliance NHS 
Group 

0/6 

Roger Prudham (RP) 
Lead Cancer Clinician, 
NES 

Northern Care Alliance NHS 
Group 

0/6 

 

1. Welcome and Apologies 

Discussion 
summary 

RS extended a warm welcome to all in attendance and explained that the 
Cancer Board had been paused whilst the system worked on managing the 
Covid pandemic crisis. He was happy to see a significant number of people, 
virtually attend the meeting and apologies were noted. He introduced 
himself as the Co-Chair of the meeting and advised that the other Co-Chair 
CW had sent her apologies. 

Actions and 
responsibility 

No further action required 

 



 

 

 

2. Minutes of the last meeting 

Discussion 
summary 

RB had commented that the date recorded on the minutes was inaccurate 
and needed to be amended to 16th March 2020. Other than the date; the 
minutes were agreed as a true record of the meeting.    

Actions and 
responsibility 

JL to amend the date on the previous minutes to 16th March 2020  

JL to upload the minutes of the meeting 16th March 2020 to the GM Cancer 
webpage 

 

3. Action log and matters arising 
Discussion 
summary 

It was confirmed that the actions from the previous meeting 16th March 2020, 
had been actioned and were closed.  

Actions and 
responsibility 

No further action required  

 

4. GM Cancer Board Governance Update  

Discussion 
summary 

RS commended the work that the GM Cancer team had completed in 
response to the Covid pandemic. Through the GM Cancer Hub; the team 
had coordinated the safe management of patients across the system that 
required urgent and time critical surgical cancer treatment.   

The GM Cancer Board Governance paper described that the GM Cancer 
Team had been linked in with the Hospital and Community Coordination 
Cells in making key decisions within GM. The GM Cancer team had 
remained active since the Cancer Board was stepped down in March. 

 Key communication links had been established between NHS 
England, the National & Regional Cancer Teams and GM 
Stakeholders. The GM Cancer Clinicians had also completed specific 
tumour guidance. 

 An online data stream ‘Tableau’ had been created in order to review 
live patient data 

 A GM Surgical Cancer Hub was set up to deliver treatment safely 
and to share capacity within the system.  

 The Recovery Plan had been agreed at both the Hospital & 
Community Coordination Cells. The plan highlights 3 key elements: 
1. GP referrals 
2. Backlog Clearance Plan  
3. Capacity  

The User involvement group had been reignited and it was agreed it has a 
pivotal role in the Cancer Board. The future focus will be on the recovery of 
cancer, diagnostics and treatment for patients.  

Paper 2 was approved by the board.   

Actions and 
responsibility 

No further action required 

 



 

 

5. Cancer Recovery Plan, Backlog Clearance Plan, CWT Performance  

Discussion 
summary 

LGD shared the Performance against the Cancer Waiting Times Standards. 
Q3, Q4 and Mays performance was reviewed (see Slides). An overview of 
the current position was given: Suspected Cancer Referrals (2ww) were at 
79% of pre-covid levels (21% lower). However, Lung remained at 64% lower 
than pre-covid averages. There were 13,868 patients on the combined 62 
day PTLS and 1,895 were reported as delayed awaiting diagnostics. It was 
noted that there were significant issues with the delivery of endoscopy and 
that Prof Jane Eddleston was leading the Endoscopy Clinical Reference 
Group, with GM Cancer linked in. Presently GM is running at around 55 
surgical treatments less than pre-covid activity each week. It was highlighted 
that the alliance are to remain linked in with the Operational Leads so that 
the activity levels are not reduced throughout the winter / potential second 
wave.  
The Restoration & Recovery plan was reviewed and discussed in detail.  
 
Positive comments were received that RDCs were assisting the backlog and 
the Cancer Managers, Ali Jones (Commissioning), the GM and GM Cancer 
Data teams and provider BI teams were thanked for the support they had 
provided in establishing the live information on tableau.  

It was noted that a surgical audit had been initiated to support and 
demonstrate that surgery is safe.  

 Actions and 
responsibility 

No further action required 

 

6. Delivery of the Recovery Plan July 2020-March 2021 

Discussion 
summary 

COR expressed that prior to Covid-19 the GM Cancer had a delivery plan for 
the Long Term Plan for Cancer and were on track to deliver this during 
2020-21. The 2019/20 transformation projects were on track and the funding 
of £3.2m was due to be allocated from the fair shares funds. The plans had 
been suspended due to Covid19 in March 2020 and the majority of the GM 
Cancer team were initially redeployed to support the emergency response. A 
decision had since been made to restructure the team to prioritise the 
recovery of cancer services within GM. A recovery plan and revised plan on 
the page had been circulated and was described in the ‘Delivery of the 
Recovery Plan’ paper. The focus of work was summarised by COR and the 
paper detailed the financial transactions; the slippage will be allocated 
towards the GM Recovery Plan.  

Breast Services Resilience Board 

RB provided an update on the Breast Services Resilience Board; he 
confirmed that no immediate risk for sustainability of services across GM 
had been identified. Breast screening services had restarted and were 
running at 40%-50% of capacity due to social distanced requirements. A 
new national booking system will be introduced although 



 

 

 concerns had been raised about the health and equality risks that it may 
present. Conversations were ongoing with MFT, to progress the DIEP Breast 
Reconstruction service.  

There were no additional comments received by the Cancer board 
members. 

Actions and 
responsibility 

No further action required 

 

7. Primary Care Update  

Discussion 
summary 

The board were advised that the GM Cancer team were engaged with the 
Primary Care Cell and that the paper summarised the outcomes of the most 
recent conversations. DS highlighted that the key cancer issues within 
Primary Care were particularly around the patient referrals coming in and 
building those back up. The other challenges were GP Comms and 
screening, with a focus on encouraging patients to come in earlier.  
The Primary Cell Bulletin (Paper for information) had been initially shared as 
a GP & Primary Care Bulletin, however was circulated wider. RB is the chair 
of the Primary Care Cell and Janet Castrogiovanni (JC) had links to the GP 
Provider Board. GM Cancer is confident that a relationship had been built 
with the Primary Care Cell. 

Actions and 
responsibility 

No further action required  

 

8. Papers for Information  

Discussion 
summary 

 Cancer Recovery Plan Phasing & Plan on a Page 
 Primary Care Bulletin  
 NCES Summary  

RS welcomed points to be raised on the papers for information albeit there 
were none received. It was advised that commentary is to be sent directly to 
COR for a response.  

Actions and 
responsibility 

Cancer Board members to review papers for information and send 
commentary to COR to respond.  

 

9. AOB 

Discussion 
summary 

CMH raised the boards awareness that plans had been initiated to organise 
a Cancer Virtual week in February 2021. It will coincide with World Cancer 
Day and will replace the GM Cancer Conference. It was explained that it will 
be an opportunity to focus on revolutionising outcomes, daily themes and 
having a system approach; in relation to patients, professionalists and 
members of the public. To support Public Health and referral messages. 
Further information will be distributed. There were no other AOB items 
raised.  



 

Actions and 
responsibility 

No further action required 

 

Future Meeting Dates 

Discussion 
summary 

RS thanked the GM Cancer Team for their exceptional efforts during the 
Covid pandemic and thanked all attendees for joining the meeting.  

The next meeting is scheduled for Monday 21st September 3pm-4.30pm.  

Actions and 
responsibility 

JL to update the GM Cancer – Cancer Board invites 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Action Log 
 

Prepared for the 21st September meeting of the board  

 

Log 
No. 

AGREED 
ON  

ACTION STATUS 

15.20 29th July 
2020  

JL to amend the date on the previous minutes 
to 16th March 2020  

JL to upload the minutes of the meeting 16th 
March 2020 to the GM Cancer webpage 

Complete  

 

 

16.20 29th July 
2020 

Cancer Board members to review papers for 
information and send commentary to COR to 
respond 

 

17.20 29th July 
2020 

JL to update the GM Cancer – Cancer Board 
invites to reflect the changes of time & provide 
the MS Teams link  

Complete  

  



 

 

 

 

Title of paper: Phase 3 and Long Term Plan 

Purpose of the 
paper: 

This paper provides Cancer Board with an update on the Phase 3 
planning and recovery process in GM, and the role of the GM Cancer 
Alliance in this process. 

Summary outline of 
main points / 
highlights / issues 

This paper includes an update on: 

- Phase 3 planning – national, GM and Cancer Alliance 
- Long Term Plan priorities and delivery 
- Finance  
- RDCs and Lung Health Checks 

Consulted GM Cancer SMT  

Author of paper and 
contact details 

Name: Alison Jones  

Title: Interim Director of Commissioning, GM Cancer / GM JCT 

Email: alison.jones8@nhs.net 

 

 

 

 

  

Paper 2 



 

 

Greater Manchester Cancer Board 

Cancer Phase 3 and Long Term Plan 

 

1 Background & Introduction 
 

A recovery plan for cancer services has been developed and approved through the GM Cell 
structure, with the GM Cancer Alliance playing a key role in cancer service delivery / 
recovery.  The Alliance is engaged in the GM work on Phase 3 planning, and have specific 
elements of this to deliver as an Alliance, as outlined below. 

 

2 Recovery Plan Priorities and Phase 3 Planning 
 

i. Cancer Alliance Review of System Plans 
 

The CCG and provider plans include 3 elements relating to cancer: 

 

 

The Alliance is represented on the GM Demand & Capacity group, and has provided 
feedback and comment on the plans submitted by CCGs and Providers.  Feedback was 
provided in the narrative form requested by the Demand and Capacity group but also in 
more detail to each locality – CCG and Trust via the Cancer Commissioning Managers, 
Directors of Commissioning and Chief Operating Officers. 

 

The Alliance has linked in with GM finance leads to ensure the funding requirement for the 
cancer elements of the phase 3 plans and wider recovery is acknowledged in any financial 
planning undertaken by CCGs and Providers. 

 

 

 

Urgent cancer referrals E.B.30 
All patients urgently referred with suspected cancer by their GP 
who received a first outpatient appointment in the given month 

Cancer treatment volumes E.B.31 
Number of patients receiving first definitive treatment following 
a diagnosis within the month, for all cancers 

Number of patients waiting 63 
or more days after referral from 
cancer PTL 

E.B.32 
Cancer 62 day pathways waiting 63 days or more after an urgent 
suspected cancer referral at the end of the reporting period 



 

 

ii. Cancer Alliance Plan for Phase 3 
 

The Cancer Alliance is required to submit a return as part of the Phase 3 planning process, 
attached at Appendix 1.  This is not exactly the same as the CCG or provider plans and 
includes sections on finance rather than activity.  The deadline for submission of this plan is 
23rd September but with a requirement to present via GM cells w/c 14th September.  The 
Alliance will use the provider submissions to inform the content that relates to outpatient 
activity, backlog and increased demand.  Due to timescales, it has not been possible to 
share a completed version of the plans for the Cancer Board to see in advance of the 
meeting but a short presentation will be given which will provide an update on 21st. 

 

The template was released along with supporting guidance, attached at Appendix 2. 

 

iii. National Cancer Team priorities and guidance 
 

In line with the cancer elements of the CCG and provider phase 3 templates, the national 
cancer programme team priorities / objectives are:  

 

 Objective 1: To restore urgent cancer referrals at least to pre-pandemic levels;  
 Objective 2*: To reduce the backlog at least to pre-pandemic levels on 62 day 

(urgent referral and referral from screening) and 31 day pathways;  
 Objective 3: To ensure sufficient capacity is in place to manage increased demand 

moving forward including follow-up care. 
 

*GM Cancer are currently working with the national cancer team, NHSE/I NW and Chief 
Operating Officers in Trusts in GM to deliver plans to address long wait patients – those 
waiting over 104 days.  Directors of Commissioning have been informed of the position in 
their localities. 

 

The national cancer team have also confirmed the requirement for Alliances to demonstrate 
delivery of the LTP priorities relating to cancer, described in the recent national guidance as 
‘Supporting Objectives’.  These are: 

 

 System Working 
 Inequalities 
 Public & Staff Confidence  
 Innovation 
 Workforce 
 Long Term Plan Activity 

 
 
 



 

 

Earlier & Faster Diagnosis: 

- Rapid Diagnostic Centres, Single Queue Diagnostics** 
- Timed diagnostic pathways (lung, prostate, colorectal and OG) 
- Targeted Lung Health Checks 
- Polyp surveillance guidance 

 

Living With & Beyond Cancer 

- Personalised Care Interventions (personalised care and support planning; 
health & well-being information; end of treatment summaries)  

- Personalised / Stratified follow up 
- Cancer Quality of Life Survey – live from September 2020 
- Psychological Support** 

 

Treatment 

- Radiotherapy Networks 
- Implementation of the national Children/Teenage & Young Adults service 

specification (specialised commissioning) 
- Genomic testing 
- Support for Trusts with GIRFT (Getting it Right First Time) lung cancer audit, 

to reduce variation in access to and outcome of lung cancer treatment 
- MDT reform** 

 

** Not specified in national guidance but GM projects established to support delivery of 
the Phase 3 / LTP objectives 

 

 Communications 
 

iv. Transformation Funding – Projects 
 

The Alliance continues to deliver the TF projects as set out in the separate report to the 
Board. 

 

v. Financial Position / Funding 
 

With regard to funding, the Alliance understand from discussions with the national cancer 
team that a letter is imminent (from the national cancer team to GM Cancer and all other 
Alliances) which will set out the financial position in relation to delivery of the cancer 
elements of the phase 3 guidance and LTP priorities.  The Alliance continues to work closely 
with CCG and Provider finance colleagues on the financial elements of cancer recovery and 
delivery. 

 

 



 

 

 

 

A verbal update will accompany this report when presented to Board on 21st September, 
including any information which is not yet available at the time of writing the report. 

 

3 Rapid Diagnostic Centres and Lung Health Checks 
 

The delivery of the RDC model and Lung Health Checks remain priorities for delivery. 

 

RDCs: The delivery of the RDC model is a national priority with reporting processes in place 
between all Cancer Alliances and the national cancer team.  The RDC delivery model in GM 
currently involves 2 providers (Manchester Foundation Trust and Northern Care Alliance) 
working across 6 of the 10 GM CCGs.   

 

Funding for this programme was expected to be transacted from the national cancer team to 
Cancer Alliances.  GM expected to receive £2.6m for 2020-21. 

 

There has been no direct allocation to GM to date for the delivery of RDCs in GM but the 
Alliance are continuing the conversations with the National Cancer Team with a view to 
resolve this as soon as possible. 

 

Lung Health Checks: In GM there is one site which is part of the national programme and 
which is yet to commence – Tameside & Glossop.  The Alliance and CCG are working with 
Manchester FT on proposals for delivery of the project in-year.   

 

Manchester and Salford CCG LHC programmes have re-started and confirmation is 
expected that additional funding will be provided  in the second half of the year for these 
localities as part of the ‘on-boarding’ of these 2 local projects onto the national programme. 

 

4 Action required from Cancer Board 
 

Cancer Board are asked to note and offer comment on the position outlined in this report, 
and to agree to wider sharing with partners in the system as appropriate, as part of the 
‘system working’ described in the national guidance. 

 

 

 



 

 

 

 

Greater Manchester Cancer Board 

The Safety of Contemporary Planned Cancer Surgery During the COVID-19 Pandemic 

 

Title of paper: The Safety of Contemporary Planned Cancer Surgery 
During the COVID-19 Pandemic  

Purpose of the 
paper: 

This paper provides Cancer Board with an insight to the 
safety of planned cancer surgery during the Covid-19 
pandemic.  

Consulted S Gray, S Penney, L Galligan-Dawson, F Howle, S Arya, J 
Hunter, F Andrews, C Wasson, M Luckhas, B Ryan, J 
Eddleston, C Brookes, C Harrison 

 

Author of paper and 
contact details 

Name: David Shackley 

Title: Professor David Shackley 

Email:David.Shackley@srft.nhs.uk 

 

  

Paper 3 



 

 

 

Introduction:  

 

The COVID-19 pandemic caused by the novel coronavirus SARS-CoV-2 has put an 

unprecedented burden on global healthcare, including detrimental implications for the 

volume and provision of surgical services. Considerable surgical resources including staff, 

facilities and equipment (such as ventilators) were initially re-directed towards the 

preparation for, and the treatment of, symptomatic infected COVID-19 patients with the 

volumes of surgically-treated cases falling significantly across all specialities.  

 

Early research highlighted significant concerns regarding the safety of surgery during the 

pandemic; Lei et al 1 published the results of a cohort of 34 patients undergoing elective 

surgery in January and February 2020 in Wuhan, China, who were unintentionally scheduled 

for elective surgery during the incubation period of COVID-19, all of whom developed 

symptomatic disease post-operatively. They reported a 44% critical care admission rate post 

operatively, with a 20% mortality rate. The ‘COVIDSurg collaborative group’ looked at 1128 

patients in an international cohort who developed SARS-CoV-2 infection in the 7 days 

leading up to, or 30 days following surgery: They found a 23.8% mortality rate in patients 

diagnosed with COVID-19 in the peri-operative period.  2  

 

A blunt strategy for the avoidance of this risk would be to delay surgery altogether. It was 

forecast that globally this would mean 28 million elective operations would be cancelled over 

the 12-week peak of the coronavirus pandemic, including over 2 million cancer operations. 3 

The cancellation and delay of cancer surgery has devastating consequences for a health 

system, including potential unnecessary deaths. 4,5  

 

These studies taken together highlighted the (1) morbidity and mortality associated with 

having COVID-19 infection around the time of surgery and (2) the scale and numbers of 

patients possibly affected who require cancer surgery. Further, they underlined the 

importance of pre-operative screening for COVID-19 in elective surgery, and to take all 

necessary steps to reduce the chance of acquiring COVID-19 in the peri-operative period in 

those where cancer surgery was performed. 



 

 

In England, this led to the publication of (i) specific guidance for both the prioritisation of 

surgical procedures, and (ii) peri-operative measures/ guidance which should be taken to 

reduce the risk to patients of COVID-19 infection during the resumption of elective cancer 

surgery. 6,7 The clinical prioritisation tools/ guidance were used by local clinical committees 

based regionally or within Trusts across England to prioritise patients for cancer surgery 

based on urgency and clinical need. Greater Manchester was proactive in installing these 

steps which were largely in place from the end of April 2020. 

 

The guidance described measures designed to reduce the risk of developing COVID-19 -

related complications and harm and included requiring (1) a negative systematic COVID-19 

screening test 72 hours prior to surgery, (2) the patient self-isolating for 14 days prior to 

surgery, (3) where possible, patients were managed in “COVID-Secure Green” facilities and 

cohorted into ward and theatre zones separate to acute admission areas where patients had 

not followed the same pre-admission protocol.  

 

Elective cancer patients continued to be treated in Greater Manchester, United Kingdom 

throughout the pandemic in all Trusts following this protocol. 

 

The Greater Manchester cancer system involves ten hospital Trusts serving a population of 

approximately 3 million across the North West of England. 8   At the time of writing, the North 

West has the highest COVID-19 infection rate over the course of the pandemic of any region 

in the United Kingdom at 699 cases per 100,000 population. 9 In the months of March to 

June 2020, the North West of England had the second highest age-standardised COVID-19 

related mortality rate in the country, reporting 7,639 deaths. 10 

 

The aim of this audit was to assess if the planned surgical cancer care (both diagnostic for 

possible cancer, and treatment of known cancer) during this period of widespread 

community and hospital based COVID-19 infection resulted in patients acquiring 

symptomatic COVID-19 as a consequence of their surgical admission, and if so, what the 

impact on patients was.   

 



 

 

Methods:  

Greater Manchester Surgical Principles were agreed by the Executive Medical Directors of 

all Trusts undertaking surgery across the city-region at the start of May 2020 following a 

review of available national guidance on appropriate safety measures for surgical patients.  

 

These principles were formulated using the available published research, including guidance 

from NHS England 6 and the Royal College of Surgeons 5. This included the provision of:  

 

 Systematic patient COVID-19  testing via a nasopharyngeal swab 72 hours prior to 

surgery for all patients - a negative test being required before admission 

 Postponement of elective surgery for COVID-19  positive individuals with 

rescheduled surgery after they become COVID-negative on repeat swab testing 

 The formation of “COVID-19 Secure” facilities with designated “Green” areas. Green 

areas being protected facilities used for the care of elective surgical patients who 

have been screened and are COVID-19  negative, separate from treatment areas 

where patients’ COVID-19  status is uncertain or positive (such as emergency care)  

 Patients instructed to self-isolate in their own homes for 14 days prior to surgery  

 Every effort made to use a dedicated elective pool of staff for these cases 

 All staff instructed to inform their manager and ‘stay at home’ if they develop any 

symptoms that could be COVID-19 infection (staff testing protocol then initiated). 

 An inpatient COVID-19  test was rapidly initiated in any surgical patient with possible 

symptoms and during the 2 month audit, a process was introduced where patients 

who remained in hospital for more than 7 days were routinely re-tested for SARS-

CoV-2 infection 

 

These procedures were implemented in each of the ten hospital trusts providing elective 

cancer surgery in May and June 2020. A prospective audit of all patients undergoing elective 

cancer surgery in Greater Manchester operated on between 01/05/2020 and 31/06/2020 

was then undertaken as a standard measure to provide information and assurance to 

patients, healthcare teams and the wider public on the safety of contemporary surgery in a 

cancer cohort.  

 



 

 

Inclusion criteria for the audit were defined as any patient undergoing elective cancer 

surgery, including diagnostic cancer surgery, during May and June 2020 with every effort 

being made to include all patients.  

 

Exclusion criteria included emergency cases where admission was unplanned, non-cancer 

elective surgery and local anaesthetic cases. Each patient’s notes were accessed and 

audited for the following criteria:  

 

a) Result of pre-operative COVID-19 nasopharyngeal screening swab within 72 hours 

of surgery 

b) Post-operative hospital-based diagnosis of COVID-19 within 14 days of surgery via a 

positive nasopharyngeal swab  

c) Admission to critical care due to diagnosis of COVID-19 post operatively 

d) Mortality due to COVID-19 post operatively in the hospital setting 

 

A route cause analysis (RCA) was performed on all patients diagnosed with COVID-19 in 

the post-operative period.  

 

Results:  

1512 (681 in May, 831 in June) elective cancer operations were scheduled in May and June 

2020 across Greater Manchester. In the corresponding period for 2019, 2300 patients had 

cancer related surgery and so the volume of cancer surgery during this audit was 65% of the 

previous year’s surgical volume.  

 

1505 patients had their COVID-19 swab results available prior to surgery with 7 patients 

proceeded to surgery without a COVID-19 swab result.  

 

25 patients had a positive pre-operative COVID-19  swab and their surgery was re-arranged. 

Upon review 14 of these have had their re-scheduled surgery in May and June. Therefore  

1501 elective cancer operations were performed in the two months analysed in this audit. 



 

 

 

Of the 1487 patients undergoing surgery, one (0.07%) was diagnosed with COVID-19 in 

hospital within 14 days of surgery. This patient did not require admission to critical care due 

to post-operative COVID-19 diagnosis, and there was no associated mortality related to 

post-operative COVID-19 infection. None of the seven patients who underwent a procedure 

without a pre-operative screening COVID-19 swab developed known COVID-19 (as defined 

by a positive swab whist an in-patient).  

 

Number of 

Included patients 

Number of 

patients with 

positive pre-

operative 

COVID-19 swab  

Number of 

patients 

preceding to 

surgery in May 

or June 2020 

(including 

patients who 

were 

rescheduled for 

a later date due 

to initial 

positive pre-op 

swab) 

Number of 

patients with 

post-operative 

inpatient 

positive 

COVID-19 swab 

within 14 days  

surgery 

Number of 

patients with 

post-

operative 

critical care 

admission or 

death due to 

COVID-19 

infection 

1512 25  1501 1 0 

 

The single patient who acquired COVID-19 post operatively underwent a root cause 

analysis. This patient had a negative pre-operative screening swab and had a positive 

COVID-19  swab day 6 post laparoscopic colectomy (this test being scheduled for all 

inpatients remaining in at 5-7 days after admission in that trust). The patient was 

asymptomatic and measures were taken to discharge her on her expected date of discharge 

with self isolation advice. She remained asymptomatic and did not re-present to secondary 

care after discharge and was asymptomatic on telephone follow up.  

 

 



 

 

Of the 25 patients who were cancelled due to a positive preoperative swab, follow up 

information is available for 22, and 19 have since had surgery with a median delay of 18 

days (longest 50 days) with 2 patients removed from the waiting list due to complicating 

medical (non COVID-19) issues, and 1 removed due to patient choice to not have surgery 

currently and to be reviewed in September.   

 

Discussion: 

This study is the largest contemporary analysis of COVID-19 related outcomes for patients 

undergoing elective cancer surgery during this pandemic to date. It is the first of its kind to 

look at outcomes following the widespread introduction of COVID-19 prevention strategies 

peri-operatively.   

 

The audit offers considerable assurance to healthcare teams, patients and the broader 

public that contemporary cancer surgery with the COVID-19 precautions outlined (principally 

14 days self-isolation and a negative preoperative swab result within 72 hours of surgery) is 

‘COVID-safe’. 

 

Of the 1501 cancer patients who underwent cancer surgery, only 1 (<0.1%) acquired a 

proven post-operative in-patient SARS-CoV-2 diagnosis, and this patient was asymptomatic 

and picked up by a routine post-operative COVID-19 swab.  This patient self-isolated on 

discharge for 14 days and on later review confirmed they had experienced no COVID-19 

symptoms.    

 

Twenty five patients (25/1501; 1.7%) were found to have positive swabs pre-operatively and 

their surgery was therefore delayed though 14 of these still had surgery within the audit 

period of May and June 2020.  

 

Seven patients (0.5%) did not have a swab pre-operatively but went forward for surgery 

regardless, and none of these seven acquired COVID-19 symptoms in the post-operative 

period. These patients were from the start of the cohort when processes were being 

established. 



 

 

The widely reported retrospective study published early in the pandemic by Lie et al 1 gave 

grave concern to the surgical community that operations may exacerbate very significant 

morbidity and mortality in COVID-19 infected individuals. It is widely known that immune 

system function and inflammatory response is important in the disease progression of this 

viral infection. 11 Surgery and anaesthesia have long been associated with impaired 

immunity 12,13 and a systemic inflammatory response. 14 

 

This study confirms the effectiveness of Greater Manchester’s approach in adopting a set of 

clinically agreed bio-safety measures which has facilitated cancer surgery’s continuation 

throughout the crisis.   

 

Of note is that all hospitals undertaking cancer surgery in the pre-COVID-19 era continued to 

do so following the UK national ‘lock-down’ and related NHS response of March 2020, 

though in reduced numbers.    

 

The authors hope that this study can be used as evidence to encourage a broader 

resumption of planned elective surgery (cancer and non-cancer).  

 

The limitations of this study design include potentially not identifying cases of asymptomatic 

COVID-19 positive patients post operatively or those who, after discharge, developed 

symptomatic COVID that did not require hospital admission. This is because all post 

operative patients were not routinely re-tested for COVID-19 unless symptoms or clinical 

deterioration occurred in a hospital setting within 14 days of surgery, or they remained in 

hospital for > 7 days (when routine testing was performed). An additional limitation is the 

unknown compliance of individuals with the 14 day pre-operative self-isolation protocol.  

Additionally, the bio-safety measures of green areas were adopted as ‘principles’ with every 

effort taken to avoid patient or staff–cross contamination but this could not be guaranteed in 

all settings particularly in the earlier phase of the audit period.    

Although these concerns are valid, they had no detrimental effect on the COVID-19 related 

outcomes in our cohort of patients which remain favourable.  

 



 

 

The strategies utilised for the peri operative screening and prevention of COVID-19 infection 

in Greater Manchester are replicable. However, it is important to bear in mind that peri 

operative patient self-isolation, designated COVID-secure facilities and systematic pre-

operative COVID-19 screening requires significant resources and infrastructure. These 

resources include the economic loss of a patient adhering to 14 days of self-isolation, and 

compliance with this measure is likely to be variable based on an individual’s circumstance 

and the social support available in their nation. There are notable flaws in the accuracy of 

nasopharyngeal swabs for screening for COVID-19 infection and incubation 12, however 

these had little impact on discernible post-operative COVID-19 infections in our cohort of 

patients.  

 

The COVID-19 pandemic has demanded changes to be made to the previous standard care 

for cancer patients across the world. This study supports the assertion that urgent cancer 

surgery can be safely performed during a COVID-19 pandemic provided certain safety 

precautions are in place.    

 

 

Conclusion 

The use of peri operative COVID-19 infection prevention strategies has allowed for the safe 

continuation of elective cancer surgery during this pandemic in all surgical units, without 

significant additional COVID-19 related morbidity or mortality.  This study can be used as 

part of individual patient risk discussions in relation to planned cancer surgery.  
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1.0 Background and Context 

Greater Manchester Cancer Board was formally updated on the progress of the GM Cancer 
transformation (TF) projects in mid-March 2020.  At the end of March, as a result of 
escalating events with COVID-19 and due to triggering of the level 4 NHS England Incident 
Response plan, all non-essential programmes of work within the NHS were paused in order 
to prioritise support to front line service provision. Thus, many of our GM Cancer 
transformation funded projects needed to be put on hold with many staff redeployed to 
support The Christie, as GM Cancer’s host organisation, with their business continuity plan. 
Due to the need for the Alliance to focus on cancer recovery, the impact on the current TF 
projects is captured within the individual project updates.  

 

2.0 Transformation Programme Dashboard 

The dashboard below provides a summary of the fortnightly highlight reports provided by the 
project leads to the GM Cancer Senior Management Team. 

 

 

3.0 Transformation Programme Funding  

The Cancer Alliance was allocated £10m for the delivery of transformation projects across 
2018-19 to 2020-21.  Following guidance from the CFO meeting in August, the Alliance have 
made contact with the Providers and CCGs in GM to instruct them to make the claims for all 
TF related activity for M1-6 in line with the current national financial regime (introduced as a 
result of the Covid-19 pandemic).  Further national and GM guidance is awaited on the 
process to follow for Q3 and Q4. The Alliance will continue to work with providers and 
commissioners on the 2020-21 funding and sustainability discussions. 

Project PM
Overall Progress 

RAG (current)
Stakeholder 

RAG
Delivery RAG Budget RAG Scope RAG Risk RAG

BTP Lung Delwyn Wray AMBER GREEN AMBER GREEN AMBER AMBER

BTP Prostate Susan Todd AMBER AMBER AMBER GREEN GREEN RED

BTP Colorectal Jonny Hirst AMBER GREEN RED GREEN GREEN RED

Recovery Package Suzanne Lilley AMBER GREEN GREEN GREEN GREEN AMBER

Cancer Intelligence Lisa Gallgan-Dawson AMBER AMBER AMBER GREEN AMBER AMBER

Transforming Aftercare Astrid Greenberry GREEN AMBER AMBER AMBER AMBER AMBER

CURE Freya Howle GREEN GREEN AMBER GREEN GREEN GREEN

Cancer Education 
Programme

Rachel Hickson AMBER AMBER AMBER GREEN AMBER AMBER

Prehab4Cancer Zoe Merchant AMBER GREEN RED AMBER AMBER AMBER



 
 

 

 

4.0 Individual Project Updates 

Project: Accelerated Pathway: Lung 

GM Cancer 
Leads: 

Seamus Grundy – Clinical Lead 

Delwyn Wray – Project Manager 

Summary of project 

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

 

Current Position 

 Excellent engagement with Pathway Navigators - Pathway Navigator meetings have 
been held virtually; this has enabled individuals to form a peer support network and is 
assisting with the future standardisation of data sets across provider trusts. Pathway 
navigators have been recruited to represent their colleagues both at a Pathway Board 
level, but also in supporting the Lung sub committees which feed into the pathway board. 
Pathway Navigators have taken part in Focus groups which will further support peer 
support and best practice working. 

 Key work being undertaken with provider trusts and GMC to monitor the early stages of 
the pathway from referral to Chest X-ray / CT scan. 

 Now in receipt of regular performance information from provider trusts and navigators to 
assist in the monitoring of the project outcomes and in preparation for the evaluation of 
the BTP. 

 Regular individual monthly meetings have been held with Provider trusts to support 
ongoing developments within the project and preparation towards the sustainability of 
posts. 

 Work with the Service User Lung Small Community group is nearing completion in line 
with the creation of a Lung Pathway Patient Experience Survey to inform the project 
evaluation. 

 Communication with other Cancer Alliances have been undertaken on a regular basis, 
this has enabled the sharing of information ensuring that best practice for the BTP can be 
attained.  

 Key areas of impact upon the BTP project are access to and the timely return of 
diagnostic testing and results.  

 All posts requested by provider trusts have been recruited to within Greater Manchester.  
 



 
 

 

Project: Accelerated Pathways: Prostate 

GM Cancer Leads: Satish Maddineni – Clinical Lead 

Susan Todd – Project Manager 

Summary of Project 

The BTiPP (Best Timed Prostate Pathway) project aims to support all provider Trusts who have 
a urology prostate service for new referrals within GM, to implement the new diagnostic pathway. 
In particular undertaking mpMRI prior to optimal prostate biopsy method. Working in conjunction 
with provider Trusts to establish and embed the NHSE best timed prostate pathway to faster 
diagnosis by day 28 for all new suspected prostate cancer referrals across GM. To give equal 
patient support and access to the pathway and specialist prostate cancer 
diagnosticians/clinicians, minimising patient travel and morbidity where possible. 

 

Current Position 

 All project transformation funded roles are in place in the Trusts, some are working 
remotely.  

 Weekly figures to assess numbers of prostate referrals coming into Trusts are being 
monitored, some Trust are still below typical referral numbers, others are above typical 
numbers, varies week by week and by Trust, not a settled pattern yet.  

 All Trusts have now included the mpMRI scan as the ‘straight to test’ diagnostic where 
appropriate as per NHSE pathway (‘go live’ delayed from beginning of April due to 
Covid). 

 Most Trusts have reserved mpMRI slots to assist with rapid diagnosis. There are 
adjustments in place due to Covid safe practices. There are still long term concerns with 
capacity for scanning and timely reporting of scans. 

 Draft standardised template for reporting mpMRI scans is being piloted. 
 mpMRI masterclass for radiologists and radiographers (educational event to assist with 

knowledge required for radiology report) has been postponed until January 2021 due to 
Covid, this was a workstation-based hands on event that may not proceed if it cannot be 
delivered face to face. 

 Most Trusts can and have been performing the optimal safe prostate biopsy method of 
transperineal route under local anaesthetic where appropriate, all the more pertinent with 
Covid. This has been supported by the project and enabled with transformation monies - 
equipment (ultrasound scanners/probes/couch and stirrups), assisting with training and 
sharing of information such as patient leaflet for biopsy developed with the Prostate 
Small Community (service users). The final enabling equipment (reusable metal biopsy 
guides) are ordered. There were delays with biopsy services at some sites due to Covid.  

 mpMRI for the urology clinical team to support the mpMRI and biopsy steps is planned 
for November 2020 as a webinar. 

 Engagement continuing. 
 

 
 
 



 
 

 

Project: Accelerated Pathways: Colorectal 

GM Cancer Leads: David Smith – Clinical Lead 

Jonny Hirst – Project Manager 

Summary of Project 

By 2020 the new Faster Diagnosis Standard (FDS) of confirmation of cancer diagnosis (or no 
cancer) by day 28 following a suspected cancer referral will be implemented. This project aims to 
support Trusts to establish or improve upon straight to test (STT) for appropriate patients, with 
first clinic appointment within 7 days for those not appropriate for STT. This will reduce the time 
to a diagnosis and ultimately treatment. Additionally, the efficiencies the project will realise due 
to a reduction in the numbers of outpatient appointments required and a reduction in the number 
of DNAs for endoscopy is anticipated to more than balance the cost of the new service.  

Current Position 

 The Band 7 CNSs and Band 4 Pathway Navigators funded by the Colorectal BTP project 
continue to play a crucial role in ensuring that all HSC Colorectal referrals are managed 
and supported as closely as possible in the extremely challenging situation regarding 
endoscopy capacity. 

 All Trusts now have an established best timed pathway for colorectal HSC referrals, with 
the CNSs and Pathway Navigators playing a key role in both their development and on-
going management. These pathways have been significantly affected by Covid due to the 
huge backlog in diagnostic endoscopy. 

 Straight to Test (STT) is currently on hold across the region in order to ensure that all 
patients are prioritised according to greatest need. This is being done via the use of FIT 
testing for all HSC Colorectal patients in secondary care. However, although STT is on 
hold, all other aspects of the best timed pathways are continuing. 

 In most Trusts, the management of the FIT testing in order to manage risk and prioritise 
those patients most in need is being led and supported by the BTP Colorectal CNSs, with 
support from their Pathway Navigators. 

 CNSs continue to lead and manage Telephone Assessment Clinics (TACs) in order to 
assess the symptoms and situation of HSC Colorectal patients and decide the best 
pathway for them. These are conducted no more than 3 days from the referral being 
made in primary care. Most CNSs are currently running around 30 TACs per week. 

 Pathway Navigators are playing a crucial role in contacting regularly and supporting 
patients on the PTL, including both new HSC referrals and those who, due to the 
endoscopy backlog, may have been on the PTL for longer than desired. They also have 
a key role in supporting the patients in the lead up to their colonoscopy, ensuring that 
they follow the bowel prep procedure correctly and turn up ready for their investigation. 
This is reducing DNA rates in Trusts and helping to encourage patients to attend their 
investigation who might be hesitant to do so in the current pandemic. 

 Pathways Navigators also communicate with GP practices if a referral is incomplete (i.e. 
recent patient blood result not included). They are tracking the contact they make with 
primary care for audit purposes and to feed back to primary care, via CCGs, as 
appropriate. Due to this relationship building and communicate with primary care, Trusts 
are seeing fewer and fewer incomplete referrals coming through. 

 Outcome measures data is currently being collected, collated and analysed and an 
evaluation will be produced to evidence the impact of the now established BTP services. 



 
 

 

Project: Prehab4Cancer 

GM Cancer Leads: John Moore – Clinical Lead 

Zoe Merchant – Project Manager 

Summary of Project 

Prehab4Cancer is an evidence-based prehabilitation and rehabilitation programme which 
incorporates exercise, nutrition and wellbeing interventions to optimise people diagnosed with 
cancer prior to treatment (surgery, chemotherapy and/or radiotherapy) and to support enhanced 
recovery. Approximately 2000 people will benefit from participating in this programme over the 
next 2 years and it is the first prehab programme to be delivered at scale nationally. 

The programme is designed to achieve improved clinical outcomes with increased survival rates 
and improved morbidity. It contributes to greater quality of life, empowering participants to live 
well with and beyond cancer. Physiological status, PROMs and PREMs are recorded at regular 
intervals via leisure facilities database system Refer-all. There is provision within this project to 
develop a digital platform in conjunction with HInM to further support physiological and QOL data 
collection, facilitate clinical monitoring of patients and provide enriched participation to the 
programme. This will include participants using wearable devices (heart rate monitors). 

Current Position 

 The Prehab4Cancer and recovery service has continued to accept new referrals and 
support existing participants since March 2020 via remote service delivery. 478 patients 
have accessed the remote service delivery model which has included telephone and 
video support, personalised home exercise programmes and equipment provided for 
home use, provision of digital heart rate monitors (MyZones), access to a weekly virtual 
exercise timetable for enhanced peer support and P4C exercise, nutrition and wellbeing 
videos available via YouTube. 

 Over 1200 cancer patients have been referred to the service since its inception in April 
2019. Over 1000 people have engaged in the service provision, with engagement rates 
remaining at over 80% and uptake from first appointment remaining at 93%. 

 Proposals for resuming ‘prehab’ face to face assessment clinics and rehabilitation 
exercise sessions are being presented to the P4C steering group on the 11th September 
for clinical governance as to whether to go ahead. If agreed then this will commence from 
October 2020, further COVID restrictions permitting. 

 Prehab4Cancer website www.prehab4cancer.co.uk was launched in August 2020 and 
has had over 7000 visits at the time of writing. This offers prehab and rehab support to 
people affected by cancer beyond those who are currently eligible for the service, 
potentially supporting many more thousands of patients diagnosed with cancer in GM 
and beyond. The site has received a largescale positive response from local and national 
stakeholders. 

 The remaining project budget has been agreed by the GM Cancer SMT to be utilised for 
digital provision of prehab and rehab, in response to the new challenges faced by 
patients and healthcare professionals related to COVID-19, including the requirement for 
patients to self-isolate within 14 days of planned surgery. 

 The project team are working closely with the cancer intelligence team to undertake the 
evaluation of the project, particularly understanding the clinical benefits of participants 
engagement with prehab and rehab, as well as the efficiencies it may afford the 



 
 

 

healthcare system within GM. This will be presented to key decision makers and 
commissioning colleagues in the coming months, for sustainability of the existing service 
provision beyond March 2021, when transformation funding is due to end. 

 The project team are working with key stakeholders and the Royal College of 
Occupational Therapists to prepare for a confirmed visit to the service from a 
distinguished guest in October.  

 Provisional proposals to extend this project to include other patients cohorts, particularly 
other major cancer surgical patients, will not go ahead due to the financial priorities 
needed within the recovery plan and in response to NHSE requirements. 

 In order to support the GM Cancer recovery plan, the Programme Lead and Project 
Support officer for Prehab4Cancer have been partially repurposed. 

 

Project: Recovery Package 

GM Cancer Leads: Wendy Makin – Clinical Lead 

Suzanne Lilley – Project Manager 

Summary of Project 

The full implementation of the Recovery Package Personalised Care Interventions is one of the 
key objectives in the GM Cancer Plan. Work is underway to ensure that all appropriate patients 
diagnosed with cancer in GM receive a Holistic Needs Assessment both before and after 
treatment. 7800 HNAs were recorded across the region in 2018. This is suspected to be an 
under estimate as not all Trust IT systems were able to capture this activity in the first half of 
2018. We will also ensure that treatment summaries are provided to patients, and copied to their 
GP, at the end of each treatment modality. We are working to develop a sustainable Health and 
Wellbeing offer for all patients approaching the end of treatment. Much of this work is being led 
by Macmillan-funded Recovery Package Project Managers in the acute Trusts, and is co-
ordinated at GM Cancer level. 

Current Position 

- The service has adapted well to COVID-19 with cancer care coordinators continuing to 
offer personalised care to cancer patients in the form of holistic needs assessments 
(HNAs) conducted via telephone, and supporting CNS’ by offering more support phone 
calls to patients 

- Despite major disruption to services as a result of COVID-19, the number of HNAs 
offered and completed continues to increase 

- The role has been positively received by the cancer CNS workforce and patients, full 
survey data will be collected next quarter 

- By having the CCC role in post to conduct HNAs and offer telephone support to patients, 
this has freed up CNS time to prioritise and focus on the more complex patients.  The 
average CNS time saved per week has increased to 3.4 days. 

- The project team is currently working with providers to look at the sustainability of these 
posts going forward, as they have been recognised as a valuable asset to the cancer 
workforce.  

 

 



 
 

 

Project: CURE 

GM Cancer Leads: Dr Matthew Evison – Clinical Lead 

Freya Howle – Project Manager 

Summary of Project 

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

 

Current Position 

 The Northern Care Alliance sites successfully launched with the CURE service in August 
2020. Tameside, Stockport and Wigan are all launching in September 2020. 

 Recruitment of CURE teams has taken place. There are a few outstanding vacancies, 
however there are no localities without a CURE team.  

 Updates have been made to patient recording systems to record the CURE pathway in 
Bury, Rochdale, Oldham, Salford, Stockport and Wigan. Tameside are implementing an 
IT solution in mid-September and are currently recording paper based in the meantime.  

 ELearning modules have all been uploaded onto locality systems and are accessible for 
staff. 

 Communications plans agreed at all Trusts with posters, screensavers, blogs, trust wide 
emails and stalls being used currently. 

 Pharmocotherapy protocols have been embedded across all localities. PGDs are still to 
be progressed at the majority of sites, however this should not affect patients receiving 
NRT/medication in a timely manner. 

 Data monitoring meetings are taking place across the localities to agree requirements 
and reporting schedules. It has been discussed with each locality that the expectation is 
on them to review and monitor their CURE service data on a monthly basis and the data 
will be reviewed at a GM level on a three monthly basis. 

 Future shared learning events/platforms are being arranged for teams across GM 
following launch 

 Due to the focus on the GM Cancer Recovery Plan, there is limited project management 
resource for CURE which may affect the evaluation of the project and therefore the future 
sustainability of the service.  

 

Project: Transforming Aftercare 

GM Cancer Leads: Mohammed Absar – Clinical Lead 

Astrid Greenberry - Project Manager 

Summary of Project 

This project enables the identification of patients who are suitable for supported self-
management, reducing the demand for routine follow up, and releasing capacity to address the 



 
 

 

expected increase in patient numbers.   

Initially the project is rolling out the personalised stratified follow-up pathway that was put in 
place at Pennine Acute Hospitals NHS Trust and Manchester University NHS Foundation Trust 
(Nightingale Centre) through the Macmillan Cancer Improvement Partnership Programme to the 
remaining breast services in Greater Manchester In addition testing and evaluating a 
personalised stratified follow-up pathway for colorectal cancer. 

Current Position 

 Transforming Aftercare Project working in close alignment with national directive to 
transition from living with and beyond cancer to personalised care for cancer; 

 Personalised Care Steering Group set up with working groups to direct required change 
in delivery from the Recovery Package to personalised care interventions for cancer 
(treatment summaries, personalised care and support plans, cancer care reviews, health 
and wellbeing information and support) in order to support someone onto a personalised 
stratified follow-up pathway; 

 Delays in providing breast personalised stratified follow-up due to staffing issues because 
of COVID being addressed through project steering group; 

 Work to evaluate, share learning, encourage and continue appointments happening 
virtually post COVID to meet Phase 3 Recovery aim for 60% of follow-up appointments to 
happen virtually; 

 Work continuing with colorectal teams covered by the project.  Implementation of the 
pathway continuing at Pennine and evaluation of the existing service at Salford.  In 
addition the colorectal team at Pennine are being supported to provide a proof of concept 
that colorectal PSFU pathway can be put in at pace; 

 Host for GM-wide IT tracking and patient portal system (InfoFlex) being sought to enable 
sharing of information across Trusts; 

Design of breast and colorectal on InfoFlex by clinical teams nearing completion 

 

Project: CAN-Guide (Supported Decision Making around Palliative 
Chemotherapy) 

GM Cancer Leads: Janelle Yorke – Clinical Lead 

Grant Punnett – Project Manager 

Summary of Project 

Following a successful small Greater Manchester pilot of an enhanced-decision making package 
called the ‘Goals 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. 



 
 

 

Current Position 

 A Goals of Care Initiative (GOCI) booklet and website for patients were developed for the 
purposes of facilitating Shared Decision Making (SDM) in clinical consultations. The 
booklet contains information relating to the advantages of an SDM approach and a 
worksheet designed to incorporate the patient’s priorities and goals of care into 
discussions about treatment options. The website contains similar content with the 
addition of multiple videos which demonstrate fictional consultations where SDM was 
applied or discussed and interviews with Christie clinicians regarding the benefits of 
SDM.  

 GOCI resources were ready for implementation within two Christie oncology specialties 
(Lung and Sarcoma) following engagement with the teams in March 2020. 
Implementation was delayed as a result of the evolving pandemic situation and was 
rescheduled to August 2020 following the restart of Christie research studies.  

 Resources for clinicians were also developed to assist in using an SDM approach within 
consultations. Conversational Frameworks were being developed in collaboration with 
oncology teams at the Christie and Professor Matthew Cripps, Director of Sustainable 
Healthcare for NHS England. One framework was completed with the Lung team at the 
Christie with others in the process of being edited prior to the relevant teams 
implementation of GOCI. A Goals of Care tool was also developed and included within 
the Christie’s electronic patient record system (CWP) for the purposes of documenting 
discussions relating to the patients goals of care so that this information could be 
disseminated to relevant healthcare professionals (primary care) and revisited with 
patients at other appropriate decision points in their pathway.  

 Since June 2019, data relating to patients perceived involvement in decision making 
during their consultations has been collected within the 6 oncology teams that were due 
to implement GOCI. As of August 2020, 220 patients had consented to part in the study 
and had returned at least baseline data to the GOCI team. This figure may increase with 
some patients yet to return their data. 

 The GOCI team are now developing the project as a service improvement project and 
removing the ‘research’ aspects including ethical approval and academic input from UoM 
colleagues. This means that the work completed to date (i.e. development of the GOCI 
package and CWP sheet) will be implemented and evaluation under a service 
improvement framework.  It was agreed between the Christie NHS FT and GM Cancer 
that in the context of the COVID pandemic and the focus on system recovery plans, the 
ongoing funding of the GOCI project was no longer a priority, Therefore there would be 
no further call on the GM Cancer transformation funding to support this project going 
forward and thus the GOCI project from a GM Cancer perspective will now cease.  

 

Project: Cancer Education 

GM Cancer Leads: Dr Catherine Heaven, Programme Director for Cancer Education 

Rachel Hickson – Project Manager 

Summary of Project 

The Cancer Education project will work with all stakeholders across the GMHSCP (in health & 
social, voluntary, charitable and community) to create opportunities for equal access to 
education for cancer care givers across GM & EC. The aim is a collaborative system wide 



 
 

 

approach to workforce development; upskilling the workforce, resulting in better patient 
experiences across the region, as a trailblazer for the NHS nationally.  
This two year transformational education programme has three core elements: 
- Creation of an education transformation team 
- Dedicated cancer education leadership  
- Ongoing development of GatewayC, educational events and other innovative methods of 
delivering education across GM & EC. 
 
Current Position 

 Since March all planned training has been postponed and we have instead been 
signposting the cancer workforce to targeted e-learning that already exists. Transferring 
planned training to virtual formats was not a viable option due to the increased pressures 
and workload of the cancer workforce across GM. However, we recognise that the 
pandemic will present challenges to the system for some time, and we cannot abandon 
all training for the foreseeable. We are currently tailoring training to reflect the support 
and education that the workforce require to help them meet the ongoing challenges:  

- Advanced Communications Training recommences on 10th September in a 
virtual live format. 

- Psychological Level 2 trainers have confirmed sessions can commence from 
October 2020 onwards, currently one per month with current capacity. 

- Cancer Support Roles training has been revised and discussions with Cancer 
Managers are taking place to negotiate when staff may be released for these 
sessions to take place virtually. 

 In partnership with the GM lymphoedemapProgramme, we have created a video 
demonstrating how good skin care management can reduce the risk of patients 
developing lymphoedema after cancer treatment or surgery. This resource will be 
launched imminently and used by the GM Cancer Education Team, GM lymphoedema 
programme, and Gateway C. 

 Discussions around transformational education initiatives that stemmed from seeking out 
best practice across the system have been significantly set back; such as EndOLSim 
(End of life simulation training in partnership with the University of Salford) and GMSCHP 
Teaching in Care Homes.  

 The Gateway C Regional Hub will be developed as a regional pilot, development briefs 
are underway. 

 The ‘What’s On In Manchester’ online training calendar/repository development brief is 
also underway, and will house all training and education opportunities available across 
the system. 

 The Education Team have been continuing to progress the Education Programme whilst 
some team resource has been redeployed to recovery projects. 

 The Education Programme Manager will be commencing maternity leave at the end of 
September 2020 and support for the project in her absence are being finalised.  
 

 

 

 



 
 

 

Project: Cancer Intelligence Service 

GM Cancer Leads: Lisa Galligan-Dawson, Performance Director 

Summary of Project 

This project seeks to deliver intelligence and insight into the GM Cancer delivery team and 
beyond into the GMHSCP / GMEC system. By aligning to the GMHSCP BI team since 
October 2019, there are many opportunities that can be realised both in terms of technology 
and expertise.  
The project seeks to build towards being a national exemplar in demonstrating actionable 
insight and world class business intelligence. Key milestones will be. 
- Set solid data foundations - single sources for performance and insight reporting, ensuring 

alignment with national and local expectations in terms of information delivery.  
- Robust data management of patient level data, ensuring the flows are suitable for meeting 

the requirements of the region. 
- Develop self-service provider / commissioner performance reporting via GM Tableau 
- Develop GM Cancer board report and pathway board reports utilising GMHSCP KPI 

database approach. 
- Develop logic for patient level data to deliver requirements against the best time 

pathways, outside of national reporting logic. 
- Collaborate with provider and commissioner BI teams to coproduce reports that are 

understood against a wide cross section of GMHSCP/ GMEC organisations breeding 
confidence in GM Cancer Intelligence reporting. 

- Continuation of Ad-Hoc requests to support GM Cancer Team in day to day operations. 
Beyond this point the team will work towards a cancer application of the GM Health and Care 
Intelligence strategy in terms of working towards delivering risk stratification, forecasting and 
actionable insight alongside strong performance and business intelligence reporting.  
Current Position 

  Board report to be re-designed in light of the changing landscape as a result of the 
COVID-19 pandemic. 

 Multiple data sources have been automated from publicly available sources, to deliver 
single sources of data from nationally published metrics at various available 
aggregations. 

 Provider and Commissioner views of national published data available via GM Tableau 
 Key CCG metrics report produced from multiple data sources available via GM Tableau 
 New team structure in place 
 New local data flows in place to support daily PTL feed  
 New national metrics feed in place, awaiting population by national team. 
 Facts and Dimensions work has begun with support from temporary contract resource 

within GMHSCP infrastructure for patient level data normalisation.  
 Published data available via tableau for the GM cancer system.  Development work 

planned and scheduled 

 

  



 
 

 

 

Title of paper: Implementation of Rapid Diagnostic Centres (RDCs): progress to date 
and proposal for the expansion of RDC sites across Greater 
Mancheste 

Purpose of the 
paper: 

To update the Greater Manchester Cancer Board on progress to date 
and future plans for implementation of RDCs in Greater Manchester. 

Summary outline of 
main points / 
highlights / issues 

To advise the Board on the progress made to date with the 
implementation of RDCs in Greater Manchester, outlining: 

 Pre COVID-19 plans,  
 The impact of COVID-19 on implementation, 
 GM Cancer Alliance’s RDC approach to COVID-19 Recovery, 
 Expansion of RDCs across Greater Manchester. 

Consulted  GM Cancer Senior Management Team 
 Manchester University Foundation NHS Foundation Trust 
 Northern Care Alliance NHS Group 
 GM Cancer Rapid Diagnostic Centre Programme Board 

Author of paper and 
contact details 

Name: Sue Sykes 

Title: GM Cancer RDC Programme Lead 

Email: susansykes@nhs.net 
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1 Background and Context 
 

In July 2019 NHSE published the RDC Vision 2019/20 Implementation Specification, 
https://www.england.nhs.uk/wp-content/uploads/2019/07/rdc-vision-and-1920-
implementation-specification.pdf which proposes that by implementing RDCs the NHS aims 
to provide: 
 A single point of access to a diagnostic pathway for all patients with symptoms that could 

indicate cancer. 
 A personalised, accurate and rapid diagnosis of patients’ symptoms by integrating 

existing diagnostic provision and utilising networked clinical expertise and information 
locally.  

The national vision is to take a phased approach to the implementation of RDCs over a five 
year period (2019-2024), embedding the 7 RDC principles. 

 
2 Key discussion points 
 

Title: Greater Manchester Cancer Alliance RDC Plans Pre COVID -19 

Subject  GM Cancer RDC 5 year plan agreed nationally by NHSE in March 2020. 
 Northern Care Alliance Hospitals Group (NCA) and Manchester 

University Hospital Foundation Trust (MFT) lead RDC organisations for 
Greater Manchester (GM) 2020/21. 

 Recruitment of RDC staff commenced in January and go live dates 
planned for Non Site Specific (NSS) RDCs in March 2020. 

 Plan to develop RDC Site-Specific (SS) pathways plus increasing access 
to NSS RDCs across the GM conurbation with delivery over the next 4 
years 2020 – 2024. 

 

Title: Impact of COVID -19 on the development of RDC’s in Greater Manchester 

Subject  Both RDC site developments paused at the peak of COVID-19 due to 
staff redeployment and inability to recruit to vacant posts, causing a delay 
in both sites going live with NSS RDC’s. 

 Funding mechanisms changed due to COVID-19, resulting in uncertainty 
within RDC organisations, with potential impact on delivery. 

 Confirmation of longer term funding mechanisms still awaited from NHSE 
(as of 11/9/2020). 

 GM Cancer Alliance RDC Programme Board agreed from the start of the 
pandemic that the RDC approach would be one solution to the recovery 
of cancer services post peak.   

 GM Cancer Alliance RDC programme team supported sites in 
establishing how RDC development could resume as soon as possible 
post peak. 

 



 
 

 

Title: GM Cancer Alliance RDC approach to COVID-19 Recovery 

Subject  RDCs are a fundamental element of the GM Cancer Alliance Recovery 
Plan. 

 NCA went live with a NSS RDC on 15/6/2020, on 2 sites (original plan 
was 1 site).  Providing access to NSS, Malignancy of the Unknown Origin 
(MUO), Ovarian cancer and Haematology pathways for 4 CCGs. 

 Phase 2 of NCA RDC will include a revised plan to incorporate the 
Oesophago-gastric pathway (weight loss) and Hepato-Pancreato- Biliary 
(HPB) Painless Jaundice pathway in Q3 and Q4 of 2020. 

 Up to the 27/8/2020 NCA RDC has received 135 referrals; with a cancer 
conversion rate of 10%, a non-cancer but serious diagnosis rate of 12% 
and average referral to first diagnostic test of 7 days. 

 MFT are focussing on embedding RDC principles into the Oesophago-
gastric, Hepato-Pancreato- Biliary (HPB), Gynaecology and Haematology 
cancer pathways by the end of September 2020.   

 MFT plan to re- start work on developing a NSS RDC (by Mid- January 
2021) once clarity is established around national RDC funding 
mechanisms. 

 GM Cancer Alliance Programme team are developing draft plans to 
expand NSS RDC roll out to cover the entirety of GM – this is dependent 
on national funding clarity. 

  

3 Next steps  
 

 The National Cancer Team have highlighted the importance of the RDC model delivery 
as a priority to support recovery, in addition RDCs form a significant part of the GM 
Cancer Recovery Plan.   

 Greater Manchester Cancer Alliance’s ambition is by 2024 to have full geographical 
coverage for NSS RDC’s and every suspected cancer pathway will have embedded 
RDC principles.   

 Due to the outbreak of COVID -19 and as part of the GM Cancer Alliance Recovery Plan 
we now need to accelerate the roll out of NSS RDCs across the remaining localities in 
GM. 

 Building on the work to date with RDC development in GM, consideration now needs to 
be given to how the second stage of RDC implementation is progressed based on the 
experiences / lessons learnt from phase 1 of implementation. 

 The GM RDC programme team are currently developing a proposal for the future 
expansion of RDC sites across GM, to provide equity of access to RDC pathways and 
address inequalities.  The proposal will be presented at the next GM cancer Alliance 
RDC Programme Board in October. 

 The current lack of clarity around the national RDC funding allocation mechanisms may 
impact on RDC delivery at MFT and further roll out across Greater Manchester. 

 The GM Cancer Board are asked to support the GM Cancer Alliance RDC programme 
team working up a model for expansion of RDCs across GM. 

 



 
 

 

4 Recommendation, requests / support required of the Board  
 

The Greater Manchester Cancer Board is asked to: 

 Note the progress made to date. 
 Support the GM Cancer Alliance RDC programme team working up a model for 

expansion of RDCs across GM. 
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1. Help Us to Help You – Key campaign messages to the public 
 

A national #HelpUsHelpYou campaign, led by NHS England, is reinforcing key messages to 
the public around: 

- Contacting primary care with concerning symptoms 
- Importance of engaging with treatment 
- Safety measures in place on clinical sites 

This is in line with concerns around a drop in suspected cancer referrals and feedback 
around non-attendance for appointments.  

GM Cancer is linked in with this work and has also developed complementary local materials 
and messages to support this campaign, including: 

- A social media toolkit reinforcing key messages around symptoms, attendance, the 
importance of engagement with treatment and appropriate safety measures. This 
was shared with CCG and Trust comms teams and was used across the region. 
 

- Videos from Greater Manchester GPs and secondary care clinicians, in addition to a 
video from BBC broadcaster Steve Bland urging the public to be vigilant of 
symptoms, which has had well over 10,000 views. 
 

- Additional information for people affected by cancer was also available via individual 
Trust websites and the GM Cancer website. 
 

- A number of Trusts also facilitated proactive media coverage including a patient 
video diary featuring on ITV Granada to reassure patients that hospitals remained 
safe and cancer care continued, facilitated by The Christie communications team 
 

- Second-language materials are also in production, to reinforce key messages and 
reach a wider public cohort. These will be developed in collaboration with additional-
language speaking clinicians from around Greater Manchester.  
 

- Patient representatives are also supporting GM Cancer’s communications; having 
initially provided feedback to direct our work they will now also be filmed for short 
videos as part of the campaign. 

 
 

2. GM Cancer team providing key national messages for primary care on suspected 
cancer referrals and lung cancer  

Primary care has been provided with a number of educational webinars to support key 
messages around changes to referral pathways. These have been facilitated by the 
GatewayC education programme team, in partnership with Greater Manchester clinicians.  

The recent ‘Suspected Cancer Referrals and Covid-19’ webinar, led by Dr Sarah Taylor and 
Miss Susi Penney, was circulated nationally and has received in excess of 700 views by 
primary care staff and high levels of interest and engagement.  



 
 

 

A further webinar on key messages around lung cancer and covid, to address current 
levels of concern in reduced referral numbers, is in development to provide primary care with 
further tools to support them in identifying at risk patients and supporting them through the 
pathway. This is scheduled for 7 October, 7-8pm and will be led by Matt, Lung Physician at 
MFT and Dr Sarah Taylor, GM Cancer’s primary care lead. This will be made available 
nationally.  

 
3. BMJ Awards Shortlist – ‘Transforming Cancer Care in Greater Manchester’ 

Greater Manchester Cancer has been shortlisted in the Cancer Care category for The BMJ 
Awards 2020 for its work in Transforming Cancer Services in Greater Manchester. Judging 
had been delayed due to Covid-19 from April 2020. The team will now attend a virtual 
judging panel ahead of final decisions towards the end of the year.  

Along with other shortlisted teams, GM Cancer will be featured in an article appearing both 
in print and online on www.thebmj.com. 

 
4. World Cancer Day (4 February 2021) / Virtual Cancer Week 

Plans are underway to deliver a ‘Virtual Cancer Week’ to coincide with World Cancer Day 
next year. 

Early plans are in development in line with service users, healthcare professionals and other 
strategic partners in Greater Manchester to deliver a week of events supporting cancer 
education and public health messaging. The event will replace the Alliance’s usual annual 
conference. More details will follow in the coming weeks.   

 

5. Cancer in the Press 

A number of individual patient case stories suggesting concerns about delays in treatment 
during Covid-19 have appeared in the national and local media throughout the pandemic. 
These will continue to be monitored and managed in line with NHS communications teams.  

In other news… in case you missed it: 

BBC Panorama: Britain’s Cancer Crisis 
July 2020 

Panorama investigates fears that the coronavirus pandemic has caused a crisis in cancer 
care that could mean many thousands more will die. 
https://www.bbc.co.uk/programmes/m000kqzv  

CRUK: Non-Hodgkin lymphoma treatment gets the green light for NHS use in England 
20 August 2020 
 



 
 

 

The National Institute for Health and Care Excellence (NICE) has recommended a new 
combination therapy for adults with an aggressive type of non-Hodgkin lymphoma on the 
NHS in England.   

After an initial rejection back in March, a combination of polatuzumab vedotin (Polivy) and 2 
existing cancer drugs – rituximab and bendamustine – will now be available to some adults 
with diffuse large B cell lymphoma. It will be a new option for people whose cancer has 
either not responded to, or come back after, initial treatment, and who are unable to have a 
stem cell transplant.   

Read more: https://www.cancerresearchuk.org/about-us/cancer-news/news-report/2020-08-
20-non-hodgkin-lymphoma-treatment-gets-the-green-light-for-nhs-use-in-england 

BBC: Honeybee venom 'kills some breast cancer cells' 
2 September 2020 

BBC News reported results showing that the venom from honeybees can kill aggressive 
breast cancer cells in the lab following a study published in Nature Precision Oncology, but 
caution it’s early days. 

Read more: https://www.bbc.co.uk/news/world-australia-53994058  


