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Welcome and housekeeping



Supported by the Department of Health, NHS Trust Development Authority, NHS England and Monitor

NHS South 

Cancer Pathways Improvement Collaborative
A joint programme hosted by NHS Improvement and NHS England

Launch Event – 24 July 2017

Chair: Chris Outram, Chair of the Board of Directors, The Christie NHS Foundation Trust

10.00      Welcome to the programme – Nigel Acheson, Regional Medical Director (South), 

NHS England

Good practice in delivering cancer pathways – Matt Noonan, Elective Intensive Support 

Team, NHS Improvement

The Greater Manchester Experience – Marie Hosey, Asst. Chief Operating Officer, 

The Christie NHS Foundation Trust 

Coffee

Cancer Standards – what should the Executive be doing to help? – Darren Leech, 

NHS Elect

How are we doing? Measurement for Improvement – Mike Davidge, NHS Elect

Wants & Offers – NHS Elect

Lunch

World Café - an opportunity to discuss the challenges of delivering effective cancer pathways, 

and to start to explore solutions. 

15 years of Change and Cancer– Professor Jane Maher, Joint Chief Medical Officer, 

Macmillan

The best approach to patient experience – Philip Britton, Consultant Urological Surgeon

16.00 Next steps and close – Amanda Lyons, Director of Improvement & Delivery (South Central) 

NHS Improvement



Nigel Acheson 
Regional Medical Director (South), NHS England



NHS South Cancer Pathways 
Improvement Collaborative – Timeline 

May & 

June

24 Jul 17 Aug 20 Sept 17 16 Oct 17 8 Nov 17 5 Dec 17 Feb 18

Launch Event

Action periods

Local teams set up project teams, meet fortnightly, develop plans, test and 

implement changes  - measure throughout

Input and support from regional team, QI coaches and  measurement teams, 

access to web resources 

Second Event Final Event

Topic specific webinars (1- 2 x monthly)

1:1 team support with QI and M4I (site visits with each organisation plus ongoing 

support to support implementation)

Preparation     

and planning

Masterclass One

Pathway mapping 

and flow principles

Masterclass Two –

Paul Plsek

Complex systems 

and the model for 

improvement

Masterclass Three

Building 

sustainable change



Performance trajectory
The South is planning to deliver 85% performance in aggregate from September 2017.  This 
includes expected performance improvement delivered through phase 1 recovery plan actions 
and the deployment of the rapid recovery team. Impact from the other phase 2 and 3 actions 
are not yet factored in, and work will be ongoing as these actions are rolled out to understand 
impact on expected performance, especially to avoid the predicted January 2018 dip.

South Missed 
standard by 62.5 
“excess” breaches



Matthew Noonan

Improvement Manager

July 2017

@m_noonan1

Good practice in delivering cancer 

pathways.



Pathway design

Capacity planning

Effective governance

Training 

Data quality and audit

What we will cover in this 

presentation



Pathways
capable of 
delivering 
within 62 

days

A balance 
between 

capacity & 
demand 

Effective 
Governance

Well trained 
staff

Good data 
quality and 

audit 
programs

Successful Delivery

Successful delivery of  cancer pathways is sustained by having:



Pathways



Pathway design
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Pathways should be: 

• Timed

• Clinically agreed

• Multi-organisational

• Audited



Pathways as a basis for planning

Mapping the pathway indicates the relevant waiting times needed 
for each stage

• 2ww outpatient appointment (OPA) within 7 days of referral

• A maximum wait of 7 days for all diagnostic tests, including 
reported results

• Treatment within 14 days of decision to treat (DTT)

• Sufficient follow up (FU) capacity so that patients can be seen 
quickly after diagnostic tests/ MDTs. 

2ww 
Referral 
(Day 0)

1st OPA 
(Day 7)

Diagnostic 
test       

(Day 14)

MDT       
(Day 17)

FU OPA 
(Day 21)

Staging 
diagnostic 
(Day 28)

MDT     
(Day 31)

FU OPA -
DTT made 
(Day 38)

Treatment 
(Day 52)



Flow, bottlenecks and constraints

13

Each stage of a clinical 

pathway must be able to 

keep pace with the 

previous ones that makes 

demands on it otherwise 

a bottleneck will occur 

and the waiting list for that 

element of the pathway 

will grow.

It’s a bit like a log jam on a river



What should you be delivering?

– Gynae

• one stop Ultrasound, OP Hysteroscopy, STT 

Colposcopy

– Urology

• One stop haematuria

• STT to MRI/biopsy in prostate pathway

– Breast

• Triple assessment

– LGI/UGI

• STT - endoscopy unit

– Lung

• STT - CT.
14



Capacity 

Planning



Demand and Capacity Planning

IST approach to planning

• Modelling

• Use your pathways

• Engage clinicians

• Embed approach in organisation



Doing modelling well

Tends to work 
best within a 
structure or 
framework.

Oversight, 
challenge and 
sign-off by the 

Chief 
Operating 

Officer can be 
helpful, 

supportive 
and useful in 
unblocking.

Sharing with 
CCGs, can 
increase 

understanding 
and trust 
around 
referral 

demand, and 
its impact.

Establish a 
clear 

governance 
process & 
supporting 
structures.

Identify 
managerial & 
clinical leads 

for each of the 
services.

Identify a lead 
from the 

information 
department.



What models to use



Top tips

• Involve clinicians from the start of the process.

• Establish what to model (if not already a set priority).

• Decide what’s in and what’s out.

• Work with information team to ensure data will support 

what you want to model. 

• Sense check capacity information with outpatient and 

admissions booking staff – does it pass a reality check?



Governance 

and 

accountability
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Access Policy

Questions to ask

• Do you have a cancer access policy?

• Is there a patient friendly version?

• Does it describe how the trust ensures the cancer 
rules are adhered to?

• Is it underpinned by SOPs?



Governance structure

Trust level access board

Trust wide cancer PTL

Service 
level PTL

Service 
Level PTL

Service 
Level PTL

22
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The PTL 
should be 

produced at 
least on a 

weekly basis.

Each 
business unit 
should hold a 

local PTL 
meeting prior 
to the trust-
wide PTL 
meeting. 

They should 
occur at the 
same time 
each week

They should 
focus on the 
patients that 

need 
escalating.

23

Weekly Service Meeting
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Trust Wide Cancer PTL Meetings

Weekly and chaired by 
exec lead for cancer

Attended by  
Operational managers, 
cancer managers and 
cancer trackers/MDT 

coordinators. 

Think about CCG 
representation

NHS Trusts may want to 
decide if commissioner 
representatives attend 
part or all of the PTL 

meetings. 

The PTL should ideally
be refreshed daily 

(overnight)



Operational PTL’s

25



Using milestones

26



The Business Units must be sufficiently prepared for the 

PTL meeting to:
 Have addressed the majority of the key issues

 Have an action plan for those to be resolved

 To escalate any issues that cannot be resolved within the business unit. 

The focus of the weekly PTL meeting will be:
 Performance management and accountability 

 Breaches and prospective management of patients along the 62 day 

pathway

 Must be managed at individual patient level

 Monitoring and managing the number of over 62 and 104 day pathways

 Mandatory meeting

 Action focussed, and a record of discussions and actions should be noted at 

each meeting to inform discussions and monitor progress.
27

Roles and Responsibilities



Clear escalation 
policy in place to 

support staff.

It is important for any 
agreed actions to be 
followed through and 

reviewed the 
following week to 
ensure delivery. 

The relevant 
manager must take 
the lead in dealing 
with issues raised 

during the PTL 
meetings.

28

Escalation and Expectation



• Recovery plans

• Trend data of 2ww referrals

• Trend data of total PTL size

• Trend data of over 62 and over 104 day waits

• Current 2ww, 31d and 62d performance for relevant months

29

Access Board – what to review
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• Trusts should ensure:

• clear timeframes for diagnostic access 

• for example - 7 days for cancer patients

• Radiology report on compliance to the Trust access board

• Whilst this is interested in the wait to test– the value add is the 

diagnostic report – NOT the attendance 

• Trusts should therefore confirm clear reporting timeframes 

(including reporting and report verification)

A quick note about diagnostics



Route cause analysis

• Review all 62 day and 31d breaches every month

• Timelines created by MDT Coordinator

– Some cancer management systems have functionality to 

create these with 1 click

• Timelines sent to service managers for analysis and 

completion of RCA template

• Monthly meeting where service teams attend to present their 

breaches

• Check and challenge from cancer team on breach reasons

• RCA’s should be fed back to clinical teams as a minimum.

31



Training



Training

33

Who to train:

• Clinical Staff

• Cancer team

• Operational teams

• Wider support teams and services

What do you need:

• A strategy

• Training resources

• Time!



Data quality 

and audit



Data quality and audit

Sites are generally in the dark at knowing if their data is ‘good’

There are things you can do to improve this

– Audit/Check 

• DTTs

• Removals from cancer clock

• Clock stops

• Pauses

• DNAs

• Use of active monitoring

– Compare IP waiting list against cancer PTL to check for 

cancer procedures not being tracked

– Compare clinical coding (C&D codes) against cancer 

upload to see if any treatments have been missed

35



 Milestones agreed for key points of the patient pathway;

 Milestones monitored to ensure timely intervention can be taken to 

correct shortfalls in capacity in order to prevent breaches;

 Ensure clear escalation processes for deviations from standards;

 PTL used to prospectively manage patient pathways, enabling 

pathways to be expedited;

 PTL provided to colleagues at least weekly, but preferably daily;

 Ensure participation and attendance at business unit and Trust wide 

PTL meeting, and escalate non attendance 

36

Critical Success Factors



Recap

• Pathways must be designed to meet 62 days

• Capacity and waiting list size needs to be managed and 

understood

• Proactive management of patients is key

• A good PTL meeting structure will enforce this

• Don’t wait for the PTL meeting to escalate!

• Be fair and open with each other but expect it to be 

challenging.

• Analyse why you breach even if you learn nothing!

• Train your staff well

• Audit your data

37



Contact us

@m_noonan1

@nigel_coomber

nhsi.electiveist@nhs.net

Improvement Hub

You can register here for access to the hub

https://improvement.nhs.uk/account/register/

38

mailto:nhsi.electiveist@nhs.net


Cancer Standards - what should the

Executive be doing to help ?

Darren Leech

Director, NHS Elect



Who is this bloke and what 
does he know about it ?

• Aseptic Production

• Hospital Pharmacy 

• Operations 

• Operations Director / COO



Role of the “Executive Lead”

• Clear on standards

• Understanding

• Accountability, Responsibility, Risk

• Provide structure and space

• Bring people together

• Motivate

• Genuine interest



Clear on standards / understanding



Clear on standards / understanding

• Able to explain and account to the board

• ABCD – clear and consistent on currencies and 
operational situation (by specialty)

• Honesty - what’s good…what’s not

• Key dependencies and risks 

• Able to explain to the wider system

• Plans to improve 



Accountability, responsibility and risk

Clear on

• Own responsibilities

• Responsibilities within the team 

Sources of assurance

• The numbers, yes

• Patient experience

• Commissioners / Networks / Partners

• Peer review

• The team (rescuers – sustainability risk?)



Space and Structure

• Air-cover



Space and Structure

• Space

1. ‘Air-cover’

2. Regulators, commissioners, emergency care, RTT, 
changes to technology, trajectories, WLI….

3. Get out a bit

• Structure

1. Managing day-to-day – e.g. PTLs

2. Reporting

3. Improvement 



Bringing people together



Bringing people together

YES…

• Clinicians

• Managers 

• Informatics

BUT ALSO…

• Diagnostics

• Data Validators

• Administrative

• Booking teams

• Improvement people

• Primary Care ?

• Commissioners ?

• Patients ?



Motivation and Interest



Motivation and Interest

• Be interested and stay interested – a priority and 
core business

• Show it through a desire to improve

MDTs

 Visit people (small stuff)

• Motivation

 Promote areas that improve (air-time)

 Build trust 

 Thank people



Role of the “Executive Lead”

• Clear on standards

• Understanding

• Accountability, Responsibility, Risk

• Provide structure and space

• Bring people together

• Motivate

• Genuine interest



Questions ?



Please return in 15 minutes



The Christie NHS 

Foundation Trust

62 Day Performance

Breach allocation

Greater Manchester



The Christie NHS 

Foundation Trust

Greater Manchester

3.2 million population 

12 CCG’s

10 hospitals

1 tertiary cancer centre



The Christie NHS 

Foundation Trust



The Christie NHS 

Foundation Trust

Regulator

• Unacceptable referral times

• Proposed regulatory action against ALL providers 

in the network

• Duty to improve the quality of healthcare 

• CF condition 6

• Duty to co-operate 

• CF condition 18

• Reflect breach reallocations in Monitor declarations

• Review Q4 2010/11



The Christie NHS 

Foundation Trust

Common purpose

“……..it is clear that this target is the 
collective responsibility of all providers 
and commissioners in the Network, and 

that it is unacceptable that our 
patients continue to receive treatment 

outside the national standard”



The Christie NHS 

Foundation Trust

Actions
• Improvement programme

• Lead clinicians and managers reviewed and 

determined optimum clinical pathways for the 

following priority tumour groups

• Clinical collaboration to speed up referral process

• Cross Trust management support and capacity 

sharing

• Sharing of best practice

• Breach reallocation

More patients across GM treated within 62 days



The Christie NHS 

Foundation Trust

Breach reallocation policy

• Chief Operating Officers

• Incentive for improvement between providers

• Focus on whole patient pathway

• Underpinned by senior clinical leadership 

• Endorsed by GMCCN, NHS GM and Monitor

• Continued endorsement by NHSI

• Applicable all Trusts 

• Automatic reallocation and approval by CEOs

• MoU and commissioner contracts



The Christie NHS 

Foundation Trust

Greater Manchester automatic breach reallocation 

for inter-provider transfers

1. This is a local policy applying to all providers in the Greater Manchester and Cheshire conurbation. It is best 

practice for other providers transferring patients into the network.

2. The aim is to ensure that patients in a 62 day pathway receive timely access to definitive cancer treatment. 

The policy sets out rules for the reallocation of breaches of the 62 day cancer waiting time standard which 

incentivises prompt referral.

3. The measurement of referral times are set out and defined in the communication and referral protocol 

(CaRP) network agreement.

4. All breaches of the 62 day standard will be subject to automatic reallocation set out in the policy and will be 

routinely signed off by provider CEO’s.

5. Breach reallocation involving two trusts:-
• If a patient is referred onto a treating trust after day 42 of the pathway, the full breach reallocation will be assigned to the

first/referring trust. 

• If the referral is made before day 42, the full breach will be allocated to the treating trust.

6. Breach reallocation involving more than two trusts:-
• If a patient CaRP is received by a treating trust after day 38, the whole breach will automatically be reallocated to other 

trusts in the pathway:

• Where there are more than two trusts involved in this part of a pathway, the breach will not be allocated to the first trust if 

it has transferred the patient before day 19 of the pathway.

• Where there are more trusts involved, the breach will be allocated to the Trust that has taken the greatest time to refer 

on the patient.

• Treating trusts will not have any breach allocation, but will make their best endeavours to treat all patients within the 

pathway target. This will be subject to quarterly audit.

7. The breach reallocation form at Appendix 1 will be used for recording automatic breach reallocations.

8. It is acknowledged that the application of this breach policy does not cover all pathway scenarios equitably, 

but it is agreed to apply it universally, with no exceptions or appeals.

9. This policy commenced on the 1st October 2011, and will continue to be operational until further notice.



The Christie NHS 

Foundation Trust

Reallocation rules

2 stage patient pathway



The Christie NHS 

Foundation Trust

Reallocation rules 

> 2 stage patient pathway



The Christie NHS 

Foundation Trust

Reallocation rules 

> 3 stage patient pathway



The Christie NHS 

Foundation Trust

Example of reallocations 

Q1 2016/17

Bolton CMFT
East 

Cheshire

Mid 

Cheshire 
Pennine Salford Stockport Tameside

The 

Christie
UHSM WWL Other Total sent

Bolton 2 2 4

CMFT 8 2 1 1 1 1 14

East Cheshire 6 6

Mid Cheshire 2 1 3

Pennine 1 2 2 1 6

Salford 1 2 1 2 6

Stockport 2 2 6 10

Tameside 2 1 3

The Christie 5 17 5 13 43 10 11 10 13 7 9 143

UHSM 1 3 1 2 2 5 2 1 17

WWL 3 2 5

Other 1 1 2

Total received 5 22 10 15 56 17 12 13 27 21 9 12

Reallocation receiving Trust
Table 1: 62 day primary 

reallocations

Reallocating 

Trust



The Christie NHS 

Foundation Trust

81.0%

82.0%

83.0%

84.0%

85.0%

86.0%

87.0%

88.0%

89.0%

90.0%

91.0%

GM&C England

Standard:85%

62 day waiting time performance



The Christie NHS 

Foundation Trust

Greater Manchester experience 

• Contemporary referrals in any month referred to the first 

definitive treatment provider = 65% 

• Breach analysis, similar in all tumour site pathways, main 

cause varied with local pathway arrangements.

• Improvement indictors:

• Deliver 90% of 1st outpatient appointments inside 7 days

• Deliver 90% of CT scans reported within 7 days of requests

• Deliver 90% of conclusive MDT reviews by day 31 of the pathway

• Deliver 70% of referrals to a second provider by day 31



The Christie NHS 

Foundation Trust

Patient improvement



The Christie NHS 

Foundation Trust

Patient improvement

One-year adult pooled cancer survival (%)

by calendar year of diagnosis 1996-2011



The Christie NHS 

Foundation Trust

Maintaining performance

• Monitored/managed at COO’s monthly 

meeting

• Greater Manchester breach analysis 

• Diagnostic Referral Protocol (DRP)

• Validation standard operating procedure



The Christie NHS 

Foundation Trust



The Christie NHS 

Foundation Trust

62 Day Performance

Breach allocation

Greater Manchester



How are we doing?
Measurement for improvement

Mike Davidge & Susanna Shouls

www.nhselect.nhs.uk
Twitter @NHSElect



Launch 
event

Master 
class 1

2nd

event
Master 
class 2

The Big Picture

Master 
class 3

Final 
event

Diagnose the problems

Propose the solutions

Test those solutions



The key concept for today’s session

Any improvement requires you to make a 
change, but not every change is an 

improvement



7 Steps to measurement

1 Decide aim

2 Choose measures

3 Define measures

6 Review 
measures

5 Analyse & 
present

7 Repeat 
steps 
4-6

4 Collect 
data

76



Step 1: Decide your aim

1 Decide aim

2 Choose measures

3 Define measures

6 Review 
measures

5 Analyse & 
present

7 Repeat 
steps 
4-6

4 Collect 
data

Features of a good aims statement

 A worthwhile topic

 Outcome focused

 Measurable

 Specific population

 Clear timelines

 Succinct but clear

Adapted from 

Tom Nolan in 

The 

Improvement 

Guide



THINK PATIENT.  FORGET TARGETS.



Outcomes not solutions

• no needless death or disease

• no needless pain

• no feelings of helplessness 

amongst users and staff

• no unwanted delay

• no waste

• no inequality in service delivery



Beware Weasel words

“Weasel words are words 
that have no specific and 
obvious and singular
meaning. 

They bring no clear 
images to mind of what is 
meant.”

best practice, effective, evidence-based, excellence, high 
quality, high value, responsive, value, value-added, world 
class and many more!

Source: Stacey Barr quoting Don Watson



Write your aim statement down 
individually then each share with the 
group – you have 5 minutes

Aims exercise

Does the aim:
• Describe patient outcomes and not solutions?
• Use plain English and contain no weasel words (like 

excellence, high quality, world class)



Step 2: Choose measures

1 Decide aim

2 Choose measures

3 Define measures

6 Review 
measures

5 Analyse & 
present

7 Repeat 
steps 
4-6

4 Collect 
data

82



Systems thinking

Input Process Outcome

Staff time and 
resources used 
by your service

The care plans,  
protocols and 
policies which 

staff use to 
care for 
patients

The effect on 
the patient of 
how you use 

the inputs and 
follow the 

process

Source: “Evaluating the Quality of Medical Care”, Donabedian A, 1966



Types of measure

Outcome measure

Process measure

Balancing measure

Outcome measures show the 
impact on patients

Process measures show how well 
we do what we say we do

Balancing measures show any 
unintended consequences



• What outcome measure is related to 
your aim? 

• What balancing measure(s) do you 
need?

• You have 5 minutes

Measures Exercise



We want the pathway to flow

2ww 
Referral

1st OPA 

Diagnostic 
test

MDT

FU OPA

Staging 
diagnostic

MDT   

FU OPA -
DTT made

Treatment



The ABCD

Activity

Backlog

Capacity

Demand

Work done

Size of queue

Resource available

Work referred in

Description

What do these 

mean for each 

step in your 

cancer 

pathway?



How do they fit together?

Demand 
= water 

pouring in

Capacity = plug hole size

Activity = water pouring out

Backlog= 

level of water 

in bath



WHAT NEXT?



Masterclass 1

• Map your actual cancer pathway

• Decide how your ABCD data is defined collected

• Explore why queues form with 2 interactive 
simulations



A refresher on 
the 7 steps to
measurement

on YouTube
http://youtu.be/Za1o77jAnbw

Or put ‘Mike Davidge measurement’ into YouTube 
search box

Watch the video

http://youtu.be/Za1o77jAnbw


Read the booklets

http://www.institute.nhs.uk/index.php?option=com_joomcart&main_page=document_product_info&products_id=680&cPath=89

www.nhselect.nhs.uk



Before the September Masterclass:

• Agree your aim statement with 
the team and wider stakeholders

• Agree your outcome and balancing 
measures

• Watch the Measurement for 
Improvement video and read 7 Ways to No Delays

• Investigate your ABCD data

How will you achieve all this and have a summer 
holiday?  Discuss

Homework Exercise



Wants & Offers

On the RED card, note anything you WANT to know to

solve an issue you are currently grappling with

On the GREEN card, note anything you can OFFER to

share e.g. an improvement you have recently made that

has worked very well.

**If you have an OFFER, please add your 

name and system to the GREEN card** 

At least one card per person is required. 



Please return by 14:00



World Cafe

Table Topic Facilitator System

MDT Lisa Godfrey Gill, Frimley

Governance Darren Leech Richard Harris, 

Wessex

Wendy Young, 

Salisbury

Diagnostics Philip Britton East Kent

Gifford

Data reporting and 

measurement

Susanna Shouls David Fitzgerald, 

M&TW

Breach Allocation Matt Noonan Bucks

Poole

Capacity & Demand Mike Davidge Nathan, North Devon

Anthony Walsh, Glos



15 years of change & cancer 
Professor Jane Maher

Joint Chief Medical Officer, Macmillan Cancer 
Consultant oncologist MVCC 



p

Achieving World-Class Cancer Outcomes (2015)

•Prevention, diagnosis, treatment, patient experience, 

quality of life, living with and beyond cancer

The NHS Cancer Plan (2000)
• Focused on survival, adequate funding, cancer waiting times

Cancer Reform Strategy (2007)
• Prevention, treatment guidelines, reduce variation, improve access

Improving Outcomes: A Strategy for Cancer (2011)
• Efficiency, prevention, patient choice, treatment consequences 





Tony Cragg, Daily Bread 

1994

Relationships outlast
organisational 
structures and projects





McConnell, H. White, R. And Maher, J. 2015. Explaining the different complexity, intensity and longevity of broad clinical needs. 

Not everyone is living 10 years ....



People with cancer have other 

illnesses 

Macmillan Cancer Support. Cancer in the context of other long-term conditions. Scoping evidence review and secondary data analysis. 2015. 



Stages before treatment

Patient notices symptom

Patient presents to the doctor

Doctor recognises cancer is a possibility and refers 
for investigations

Definitive investigations undertaken

Treatment begins

<62 days 
for 95% 

of urgent 
referral





How do cancers present in primary 
care ? 

▪ Alarm symptom (the obvious)

▪ Urgent referral investigations for a specific cancer

▪ Unspecific, serious symptoms (the difficult) 

▪ Diagnostic centre – fast multidisciplinary assessment

▪ Vague symptoms (the common) 

▪ Quick and direct access to investigations (e.g. ultrasound)

- Vedsted, Olesen. Early diagnosis of cancer--the role of general practice. Scand J Prim Health Care. 2009;27:193-4.
- Olesen, Hansen, Vedsted. Delay in diagnosis: the experience in Denmark. Br J Cancer. 2009 Dec 3;101 Suppl 2:S5-8.
- Rubin, Vedsted, Emery. Improving cancer outcomes: better access to diagnostics in primary care could be critical. Br J Gen Pract. 2011;61:317-8.
- Jensen H, et al. Cancer suspicion in general practice, urgent referral and time to diagnosis. BMC Cancer. 2014;14:636



Hjertholm P, et al. Br J Gen Pract 2014

GP raises the suspicion of serious 
disease



diagnostic centres - out patient pit 
stop 

▪ If the GP cannot allocate to a specific alarm
route

▪ The GP performs a filter function (50 % filtered)  
▪ Imaging and blood samples within 2 days

▪ If no explanation, referral &  seen within 2 days

▪ A multidisciplinary team 
of specialists at hospital 

▪ 16% cancer 



▪ No difference in use of CT scans

▪ 22 pulmonary specialist hours saved per 100 patients referred





££

Treatment
Aftercare 

Sub 1 year 

Survival

Short Term 

Survival
Short Term Recurrence Pre Existing Morbidities

Medium Term 

Recurrence

Living 

with Cancer

Survivors with Chronic 

Conditions

Complication Free 

Survival

0-1 Year Survival 
1-5 Year Survival, No 

Complications

1-3 Year Survival, 

Cancer Complications

1-5 Year Survival, Non 

Cancer Complications 

3-5 Year Survival, 

Cancer Complications

Continued Survival, 

Cancer Complications

Continued Survival, 

Non Cancer 

Complications

Continued Survival, 

No Complications

9% 41% 57% 58% 56% 46% 39% 22%

Spend per Patient In Treatment & time after initial treatment 

(£K)

Increasing length of survivorship

Average Cost Across All 

Pathways: £13,006

15
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CMO involvement

Professional 
Workshop 2010

Macmillan offer of 
funding

Patient / Carer 
Workshop 2009

Ministerial approval

CE Regional Board

Director of 
Commissioning

TCFU Programme 
Lead

Approach









Doctors 

• Are there when needs change

• Stay put for longer than most 

• Solid networks  peer groups 

• Key influencers/ blockers 
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Partnership programmes across the UK



www.macmillan.org.uk

@maherjane



Philip Britton  

Consultant Urological Surgeon, 

philip britton medical consulting



3
Three people that I will 

be speaking to, back at 

work (and why)

2
Two concepts or ideas 

that I intend to start or 

continue using in my 

work and organisation

1
One thing that had the 

most impact on me 

during this event

Action planning
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Thank you

• To support the work of the collaborative, a range of resources, 

including case studies, videos and webinars will be made available  

on www.cancerimprovement.org The website will be added to as 

the programme advances. 

• The slides from today’s event will be posted on the website shortly. 

• Dates of upcoming events:

Masterclass One - Wednesday 20 September 2017

Second Event - Monday 16 October 2017

Masterclass Two - Wednesday 8 November 2017

Masterclass Three - Tuesday 5 December 2017

Final Event - February 2018 (date TBC)

• For further information on these events and the collaborative, 

please contact networksinfo@nhselect.org.uk

• Please leave name badges and completed evaluation forms on your 

tables.

mailto:networksinfo@nhselect.org.uk

