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Executive summary 
1. Manchester Cancer is an integrated cancer system for Greater Manchester and East Cheshire. The 
Skin Pathway Clinical Director was appointed in January 2014. This transitional annual report outlines 
the current configuration of services, the progress in forming the Pathway Board, the data on 
outcomes and experience that the Board took into account when setting its objectives, and what those 
objectives are for 2014/15 and beyond.  

2. Data from Cancer research indicates 13,348 people in the UK were diagnosed with malignant 
melanoma skin cancer in 2011.There were 2,209 deaths from malignant melanoma skin cancer in the 
UK in 2011. The survival in the UK compares unfavourably with other countries in Western Europe.  
 
3. The previous Skin cancer Network Site Specific Group (NSSG) for the Greater Manchester and 
Cheshire Cancer Network (GMCCN) made some changes in service provision in line with NICE 
guidance. The current pathway board will look to build on what was achieved through the NSSG but to 
deliver on real improvements on patient care across the whole pathway.  

4. Current configuration of skin cancer services includes 9 weekly local skin cancer MDTs, Specialist 
MDT at Salford and MOH cancer surgery centralised at Salford Royal, and chemotherapy/radiotherapy 
delivered by The Christie, with some provision “closer-to-home” via the radiotherapy satellites at 
Oldham and Salford, and chemotherapy centres at East and Mid Cheshire.  

5. Overall, 62-day waits for skin cancer in Greater Manchester and Cheshire were not significantly 
different from the NHS England mean; most trusts consistently met the 85% operational standard for 
2013/14, which is positive that the pathways are working effectively. On the whole, targets were 
achieved for the 31-day and 2-week waits.  

6. The National Cancer Patient Experience Survey had a 52% response rate. Following their care at 
Salford Royal Foundation Trust 65% of the patients were extremely likely to recommend the service to 
their family of friends if they needed similar care or treatment.  

8. Outside of clinical trials, there are many areas of notable and innovative practice that have 
developed within the skin cancer pathway across Greater Manchester that aim to improve clinical 
outcomes and patient experience. The Skin Cancer Pathway Board aspires to adopt these innovative 
services across the whole Greater Manchester pathway with equitable access for all patients.  
 

The Skin pathway board has only been in existence since its first meeting on 2nd May and has only 
met once more since then. The attached report and work plan reflects this timescale.  However 
even with this short time period it has made good progress such as the following.   
 
As part of the on-going work plan the board will agree the outcome measures or outputs that will 
be used to assess and monitor the patient and carer experience along the whole pathway. This will 
be addressed as part of this year’s action plan. 
 
As part of this it is also planning to support patients and carers better in living with and beyond 
their disease by getting a deeper understanding of the whole pathway and designing appropriate 
supportive measures. It will also support the agenda of the detection, prevention and awareness 
cross cutting group.  
 
The board sees this as a key function and one that it looks forward to undertaking.  
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In the coming year the board has set five objectives, these are –  
  

 Optimise data collection to generate meaningful outcome data 

 Development of Manchester Cancer skin  education/engagement events 

 Reduce the waiting time for basal cell carcinoma patients  

 Extending and creation of a local patient survey and extending the survey 

 Increase clinical trial recruitment for malignant melanoma patients 

 
Introduction 
 
2013/14 was a transitional year for cancer services in Greater Manchester and East Cheshire. The 
Greater Manchester and Cheshire Cancer Network ceased to exist in March 2013 when cancer 
networks nationally were amalgamated into strategic clinical networks as part of the NHS 
reorganisation. In Greater Manchester this coincided with the creation of Manchester Cancer, an 
integrated cancer system for Greater Manchester and East Cheshire.  
 
Twenty Manchester Cancer Pathway Clinical Directors were appointed in late 2013 and took up 
their roles on 1st January 2014. They spent the first months in post forming their Pathway Boards, 
multi-professional clinical groups from across the region. These pathway Boards are now formed 
and most had their first meeting in April/May of 2014.  
 
As such, this is a transitional annual report. It outlines the current configuration of services, the 
progress in forming the Pathway Board, the data on outcomes and experience that the Board took 
into account when setting its objectives, and what those objectives are for 2014/15 and beyond. In 
July 2015 every Manchester Cancer Pathway Board will publish a full annual report, outlining the 
work of its first full year and its progress against those objectives.  
 
This annual report is designed to: 

 Provide a summary of the work programme, outcomes and progress of the Board – 
alongside the minutes of its meetings, its action plan and it scorecard it is the key 
document for the Board. 

 Provide an overview to the hospital trust CEOs and other interested parties about the 
current situation across Manchester Cancer in this particular cancer area  

 Meet the requirements of the National Cancer Peer Review Programme 

 Be openly published on the external facing website. 
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1. General overview  
 

Skin cancer differs fundamentally from other types of cancer in certain aspects, such as 
 

i. Very high incidence overall, compared to other types of cancer. 
ii. Extremely wide range of seriousness, from extremely good prognosis to life 

threatening. 
iii. Ready visibility and accessibility on the surface, giving opportunities for excision and 

diagnosis by practitioners in the community. 
 
Incidence and Prevalence 

Malignant melanoma is the 5th most common cancer in the UK (2011), accounting for 4% of all 
new cases. In males and females separately, malignant melanoma is the 6th most common cancer 
(4% each of the male and female total) 

In 2011, there were 13,348 new cases of malignant melanoma in the UK 6,495 (49%) in men and 
6,853 (51%) in women, giving a male: female ratio of around 10:11. The crude incidence rate 
shows that there are 21 new malignant melanoma cases for every 100,000 males in the UK and 21 
for every 100,000 females. 

Malignant melanoma incidence is related to age, but it has an unusual pattern when compared 
with most other cancer types. In the UK between 2009 and 2011, an average of 27% of cases were 
diagnosed in those aged under 50 years, and an average of 24% of cases were diagnosed in the 
75s and over. This is in contrast to all cancers combined (excluding non-melanoma skin cancer), 
where 11% of cases were diagnosed in those aged under 50 during the same period, and 36% of 
cases were diagnosed in those aged 75 years and over. 

Age-specific incidence rates increase steadily from around age 20-24 years, reaching a peak at age 
85+ years for both sexes (with the increase being sharper for males from age 55-59 years 
onwards). Incidence rates are higher for females than for males in the younger age groups: the 
difference is largest at age 20-24, when the male:female incidence ratio of age-specific incidence 
rates (to account for the different proportions of males to females in each age group) is 4:10.  

However, males have higher incidence rates from age 60-64 onwards, and the male:female ratio 
of age-specific rates increases with age, from around 11:10 at age 60-64 years, to more than 17:10 
at age 85+ years 
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Non-melanoma skin cancer  

Non-melanoma skin cancers (NMSC) are extremely common, but relatively few deaths are caused 
by them. In 2011, there were 102,628 cases of NMSC registered in the UK, 57,800 (56%) in men 
and 44,828 (44%) in women, giving a male:female ratio of around 13:10. 

The majority of NMSCs are basal cell carcinomas (BCCs, 74%) or squamous cell carcinomas (SCCs, 
23%). The remainder comprises a mixed group of rare skin cancers; almost three in ten of these 
are Merkel cell carcinoma, which has a very poor prognosis. 

Both BCC and SCC are more common in males than females, though the sex difference is wider for 
SCC than BCC.  The recorded incidence of BCC increased by around a third (36% in males and 32% 
in females) between 2000-2002 and 2008-2010 in England, Scotland, Northern Ireland and Ireland 
combined.  SCC incidence increased by a similar amount (34% in males and 39% in females) over 
the same time period. Whilst improved registration may partly explain these increases, some of 
the increase is probably genuine, reflecting increased UV exposure from the sun or sunbeds.32 

NMSCs constitute a substantial burden to the national health services across the UK because of 
the large number of cases diagnosed each year; however NMSC incidence figures are under-
estimates because the recording of NMSC is known to be incomplete.  Many cancer registries 
record only the first NMSC of each histological type (e.g. BCC or SCC) per person, and information 
on small NMSCs treated in primary care or the private sector may never reach the registries.  An 
estimated 30-50% of BCC and around 30% of SCC goes unrecorded, though this may vary by 
registry. 

Malignant Melanoma (C43): 2009-2011  

Average Number of New Cases Per Year and Age-Specific Incidence Rates per 
100,000 Population, UK 

http://www.cancerresearchuk.org/cancer-info/cancerstats/types/skin/incidence/ssNODELINK/UKSkinCancerMortalityStatistic#Non-melanoma
javascript:void(0);
javascript:void(0);
http://www.cancerresearchuk.org/cancer-info/cancerstats/types/skin/incidence/#source32
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Both BCC and SCC are highly treatable and survival rates for NMSCs are very high.  However, if left 
untreated, these tumours can become destructive, invading local tissues and causing 
disfigurement.  

Mortality Data 
 
Data from Cancer research indicates 13,348 people in the UK were diagnosed with malignant 
melanoma skin cancer in 2011.There were 2,209 deaths from malignant melanoma skin cancer in 
the UK in 2011. 
88.2% of adult malignant melanoma skin cancer patients (83.6% of men and 91.6% of women) in 
England survived their cancer for five years or more in 2005-2009. 
Around 100,000 people were diagnosed with non-melanoma skin cancer in 2010 and there were 
585 deaths from non melanoma skin cancer in 2011.  
 
National Guidance 
Secondary care services to support patients with skin cancer are commissioned locally via Clinical 
Commissioning Groups (CCG’s). The improving outcomes guidance for skin cancer (NICE) 
highlighted key recommendations for service delivery and further guidance is provided in: 
 
- Nice guidelines ‘’Improving outcomes guidance (IOG) for people with skin tumours including 

melanoma and the management of low-risk basal cell carcinomas in the community 
- Manual for cancer standards – Peer review programme 
- Dept of health – revised guidance and competences for the provision of services using GPs 

with special interests (GPwSls) dermatology and skin surgery.  
- Chemotherapy services in England. National chemotherapy advisory group (2009) 
  
 

2. Background to the pathway/cross-cutting area 
 
The purpose of the previous Greater Manchester and Cheshire Cancer Netowrk (GMCCN) Skin 
Cancer NSSG was to ensure that services for patients with suspected or diagnosed lung cancers are 
being delivered in accordance with NICE Improving Outcomes Guidance and peer review cancer 
quality measures, as well as further developing the standards of care for those patients in a post 
treatment phase of the pathway.  
 
The principle aims and objectives of the Manchester Cancer Skin Cancer Pathway Board is similar 
to the previous NSSG, with members drawn from referring acute trusts and the relevant MDTs, as 
well as the clinical support services involved in cancer management along the entire patient care 
pathway.  
 
The previous NSSG, chaired by Dr John O’Driscoll (Consultant Dermatologist) made significant 
improvements in the Skin cancer pathway, with well-constructed guidelines and referral 
processes. The new pathway board will benefit from this experience as the majority of the 
pathway board were previous members of the NSSG. 
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Configuration of services 
 

Local Skin Cancer 

Team 

MDT Lead Facilities & Services  

Bolton Dr Corinna Mendonca Full diagnostic service  

East Cheshire Dr Tim Kingston Full diagnostic service 

Mid Cheshire Dr Chrisitina Wong Full diagnostic service 

Salford Dr David Fitzgerald  Full diagnostic 

service/MOH surgery 

Stockport Dr James Byrne Full diagnostic service 

South Manchester Dr Gavin Wong Full diagnostic service 

Central Manchester Dr Farzana Nyemuddin Full diagnostic service 

Tameside Dr Elizabeth Gilmour Full diagnostic service 

Wigan Dr Elizabeth Stewart  Full diagnostic service 

 
 
The local skin services at South Manchester, and Central Manchester have formed a joint MDT for discussion of 
patients. The MDT lead clinician is Dr Gavin Wong.  
 

 
Surgical Procedures in the past 2 years 
 
All surgical treatment takes place at The Christie hospital.   
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Christie Hospital Block Dissections and Sentinel Lymph Node Biopsy for Melanoma 2012-2013 
 
There were 64 block dissections for Melanoma undertaken at the Christie Hospital 
                                                     

SURGEON 
 
 

NUMBER OF 
DISSECTIONS 

Mr Ross 6 

Mr MOWATT 26 

Mr OUDIT 15 

Mr GAJANAN 17 

TOTAL 64 

 

There were also 132 sentinel lymph node biopsies undertaken at the Christie Hospital 
                                                    

SURGEON 
 

NUMBER OF 
SENTINEL LYMPH 
NODE BIOPSIES 

Mr Ross 33 

Mr Mowatt 39 

Mr Oudit 60 

TOTAL 132 

 

 

From July 2012 Wythenshawe hospital stopped the surgical procedures above. 
All block dissections and sentinel lymph node biopsies take place at the Christie hospital only. 
 
Christie Hospital Block Dissections and Sentinel Lymph Node Biopsy for Melanoma 2013-2014 
 
There were 89 block dissections for Melanoma undertaken at the Christie Hospital 
 

SURGEON 
 
 

NUMBER OF 
DISSECTIONS 

Mr Mowatt 13 

Ms Giblin 6 

Mr Lambe 16 

Dr Gajanan 19 

Mr Oudit 35 

Total 89 

 
There were 136 sentinel lymph node biopsies undertaken at the Christie Hospital 

 

SURGEON 
 

NUMBER OF 
SENTINEL LYMPH 
NODE BIOPSIES 

Ms Giblin 15 
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Mr Mowatt 19 

Mr Oudit 29 

Mr Lambe 19 

Mr Gajanan 53 

Total 136 

Mr Ross ceased to work at the Christie hospital from April 12th 2013 

 
Salford Royal NHS Foundation Trust provides both a local and specialist service for Skin Cancers 
reflecting Improving Outcome Guidance (IOG). The Local Skin MDT first met in July 2008, and was 
established in response to Improving Outcomes Guidance. 
 
The Skin Cancer Multidisciplinary Team (MDT) is a multi-professional group serving Salford Royal 
NHS Foundation Trust.  Due to the “hub and spoke” model of service provision for Dermatology 
patients across Greater Manchester patients with a diagnosis of skin cancer may reside outside 
the city of Salford or not be patients of Salford PCT.  It is part of the Greater Manchester and 
Cheshire Cancer Network.  This document outlines the Operational Policy for the MDT and this 
policy is reviewed on a yearly basis at an Annual General Meeting. 
 
The Dermatology Centre operates a weekly GP referral Rapid Access Skin Cancer Clinic (Two Week 
Wait), for the diagnosis and treatment of suspected SCC and Malignant Melanoma.  The clinic 
provides a ‘one-stop’ surgical facility to allow patients to have either diagnostic biopsies or 
excisional biopsies of suspected Skin Cancers performed on the same day they attend clinic. 
 
Six levels of care, differing in the degree of specialisation and service consolidation have been 
defined. These are provided by: 

1. Any GP in the community 
2. GP with special interest in skin 
3. Local skin cancer multidisciplinary team (LSCMDT) 
4. LSMDT – with mandatory individual case review by LSMDT 
5. Specialist skin cancer multidisciplinary team (SSMDT) 
6. Supra-network team (for provision of total body surface electron beam therapy and 

isolated limb infusion) 
 

3. Clinical guidelines 
 
The Pathway Board/Cross-cutting Board has only been in place since [date] and has not yet had 
the opportunity to review its clinical guidelines and patient pathways. As such, the guidelines 
created by the previous cancer network group have been adopted until such time as they can be 
reviewed and updated in the coming year.  
 
All of the relevant documentation has been migrated from the old cancer network website and can 
now be found at [insert relevant link e.g. www.manchestercancer.org/services/lung/].  
 
A full list of active current guidelines and their renewal dates will be produced for the next annual 
report of July 2015.  
 
 

http://www.manchestercancer.org/services/lung/
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4. Clinical information and outcomes  
 
 

Table x: Two-week wait referrals for suspected skin cancer in Greater Manchester and East Cheshire, 2012/13 
and 2014/15 

      

Organisation 
2ww referrals received    

2012/13 2013/14    

Central Manchester University Hospitals NHS Foundation Trust 980 1249    

East Cheshire NHS Trust 640 816    

Royal Bolton Hospital NHS Foundation Trust 899 1024    

Salford Royal NHS Foundation Trust 2065 2414    

Stockport NHS Foundation Trust 1526 1666    

Tameside Hospital NHS Foundation Trust 1718 1786    

University Hospital of South Manchester NHS Foundation Trust 759 809    

Wrightington, Wigan and Leigh NHS Foundation Trust 988 1134    

Total 9575 10898    

      

Source: Cancer Commissioning Toolkit, accessed 22/07/2014 
 
 
 
 
 
 

     

Table y: Referrals for suspected skin cancer seen with two weeks in Greater Manchester and East Cheshire, 2013/14 

     

Organisation Total referrals Seen within 2w Percentage  

Central Manchester University Hospitals NHS Foundation Trust 1249 1207 96.6%  

East Cheshire NHS Trust 816 801 98.2%  

Royal Bolton Hospital NHS Foundation Trust 1024 967 94.4%  

Salford Royal NHS Foundation Trust 2414 2374 98.3%  

Stockport NHS Foundation Trust 1666 1622 97.4%  

Tameside Hospital NHS Foundation Trust 1786 1735 97.1%  

University Hospital of South Manchester NHS Foundation Trust 809 768 94.9%  

Wrightington, Wigan and Leigh NHS Foundation Trust 1134 1124 99.1%  

Total 10898 10598 97.2%  

     

Source: Cancer Commissioning Toolkit, accessed 22/07/2014     

     

62 days Target Skin 
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Majority of trusts across the region regularly hit their 62 day targets.  

 
 
 
 
 
 
 
 
 
31 Days Wait target  
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Majority of trusts are able to regularly hit their 31 days target.  
 
 

5. Patient experience  
 

Dermatology Patient Experience Survey 2014 
 

The survey had a 52% response rate. 
Following their care at Salford Royal Foundation Trust 65% of the patients were extremely likely to 
recommend our service to their family of friends if they needed similar care or treatment.  

 
 

Visit to the GP 
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Only 38.5% of GPs mentioned that the patient may have cancer upon referral to the Hospital. 
However 73.1% of patients feel that GPs should make patients aware there could be a possible 
diagnosis.  
The length of time of “referral to appointment” varied for the patients as below.  
 

 
 

In addition to the length of wait, the hospital which the patient was referred to was also looked at 
taking into account patient satisfaction as below:  
 

 
 
Information  
All patients were given information about the theatre procedure and understood the information. 
The majority of the patients were happy with the level and amount of information provided, only 8% 
would have liked additional information; one from the Macmillan Information Centre and one from a 
written source.  
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Receiving diagnosis 
With the exception of two patients, all other patients were informed of their diagnosis by a Hospital 
Doctors specialist. One patient was dissatisfied with the way in which the Hospital Doctor advised of 
the diagnosis. All other patients were satisfied with their diagnosis. Regardless of who advised the 
patient of the diagnosis 100% of the patients felt they had the opportunity to ask questions and 
importantly that they understood the answers provided. (92.3% of patients easily understood the 
answers with 3.8% of patients couldn’t remember and 3.8% of the responses were left blank).  
 
92.3% of patients were given the opportunity to see a Specialist nurse and provided with contact 
information. One patient could not remember receiving the information and one patient did not 
receive any information. Of the patients who did contact the specialist nurse 65% found it useful. 
 

 
 
All patients felt included when deciding with the Doctor the best course of treatment. One patient 
indicated they did not wish to be involved in the decision making process however the remaining 
participants indicated they were involved “as much as I wanted to be”.  
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There was a mixture of willingness to attend a support group as below.  
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6. Research and clinical trials  
 
The latest report on clinical trial recruitment is below. 

 
Skin Cancer Pathway Paper 

NIHR: Clinical Research Network:  Cancer      

  

Network Performance 

Number of Skin Cancer/Pre-Malignant Patients Recruited to NIHR Cancer Studies by Year 

 
*Open data platform and EDGE data (includes data reported between 01.04.14- 07.08.14). 

 

 
 
 
NCRN Recruitment Targets: 

 7.5% Cancer/Pre-malignant patients recruited to NIHR 
randomised controlled trials 

 10% Cancer/Pre-malignant patients recruited to NIHR 
studies 

Recruitment Targets for Skin Cancer in GMCCRN: 
 

 RCT = 28 patients 

 Overall =74 patients 

2014-15 Skin Cancer Recruitment Performance in 
GMCCRN 
 
In 2014-15*, 2 patients have been recruited to skin 
cancer/pre-malignant RCTs. GMCCRN has recruited 1 
patient to skin cancer/pre-malignant non-RCT trials. 
 
 

 

20% 

7.5% 

 
 
The Melanoma Lifestyle Study was granted Ethical Approval in 2010.  There is currently one 

patient participating in this trial.  The STEVIE trial, for patients with locally advanced, inoperable or 

metastatic BCC has recruited 5 patients in total. This trial is still currently on-going although, it is 

currently closed for new recruits.  

7. Innovation in clinical practice 
 
Example of innovative practices for the skin pathway across the region includes a multidisciplinary 
Gorlins syndrome clinic. Further, there is a Sentinel Lymph node biopsy service & ECT service 
based at The Christie. Also there is a specialist hand surgery service provided UHSM.  
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8. The Pathway Board  
 
8.1. Formation of the Board  
 
The principle of Manchester Cancer Pathway Boards is that they should be professionally and 
institutionally representative, yet small and manageable in size. To help Pathway Clinical Directors 
form institutionally representative Boards the Manchester Cancer central team sought 
nominations from trusts for their representative(s) on 16 of the 20 Pathway Boards. Nominations 
were not sought for Children’s, Sarcoma, Palliative Care and Early Diagnosis as alternative 
arrangements were necessary in these areas.  
 
For each Pathway Board trusts were asked to provide up to three nominations from a range of 
professions from which the trust representative(s) could be chosen. The team asked that 
nominations included a brief statement of the individual’s suitability for membership of the 
relevant Pathway Board. 
 
Nominations were passed to Pathway Clinical Directors who took them into account when forming 
their Boards. Trusts were informed during this process that Directors would not be obliged to 
accept all trust nominations but that, if a Pathway Clinical Director wished to appoint a trust 
representative that had not been nominated by their organisation, then this would be discussed 
with the Trust Cancer Clinical Lead. 
 
8.2. Membership  
 
The board was finalised in March and during the first meeting in April, the terms of reference were 

agreed and can be found in the appendix. Below is the membership of the Manchester Cancer skin 
pathway board. 
 

Mr. John Lear Pathway Director 

Miss. Caroline McCall Pathway Manager 

Dr Corinna Mendonca Bolton Representative 

Dr Paul Lorigan Medical Oncology Lead 

Dr Timothy Kingston LSMDT Lead East Cheshire 

Sue Taylor  Nurse Representative  

Dr David Fitzgerald SRFT Representative & MDT lead 

Julie Collins Nurse Representative  

Dr Luisa Motta Histopathology Lead 

Andrew Sykes  Clinical oncology Lead 
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Dr Steph Ogden LSMDT chair for Stockport 

Dr Elizabeth Gilmour LSMDT for Tameside & Research Lead 

Katie Bailey Tameside 

Dr Chris Duff Plastic Surgeon UHSM 

Gerard Lambe Plastic surgeon Christie 

Dr Elizabeth Stewart WWL LSMDT  

Gavin Wong UHSM LSMDT Chair  
Wythenshawe, Trafford and Central 

Vishal Madan MOHS SRFT 

Tim Woolford MOHS SRFT, ENT Rep Salford & MRI  

Vindy Ghura MOHS SRFT  

Elaine Hodkinson Dermatology Divisional Manger, Salford 

Nick Telfer MOH’s lead 

David Mowatt Christie Plastic Surgical lead 

Neil Cutler Patient representative  

 
 
8.3. Meetings  
 
A record of attendance is recorded in the appendix 3. So far, Manchester cancer has had two 
board meetings, and we plan to have a board meeting every quarter. We have set dates for the 
remainder of the year and some for next year; these are also in the minutes.  
 

9. Progress and challenges to date  
 
We now have a functioning board and clinical subgroup. We are creating a Nurse’s subgroup to 
ensure effective communication and engagement with nursing community.  
 
Challenges 

 Access to data and its limitations on modelling the pathway.  This has been recognised by 
MC and local solutions are being sought with Jac Livsey’s IT project.  

 Patient engagement - we envisage to have representation from three different skin 
cancers, SCC, BCC and MM. We feel this is important due to the varying natures and 
outcomes of the tumour groups.  

 MOH’s pathway amnesty  

 Primary Care engagement  
 
Primary care and patient engagement is our top priority and we are currently seeking primary care 
engagement locally and patient representation for the three tumour groups. We now have one 
patient on board representing BCC and MM tumours and we hope to have all three by the next 
board meeting.  
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We are also currently in discussions with management and commissioners regarding the  MOH’s 
pathway amnesty. Salford MDT lead and MC board member, David Fitzgerald is currently in talks 
with commissioners to help come to an optimum solution clinically.  
 

10. Vision and objectives  
 

The board has benefitted from the legacy of the work undertaken by the previous Greater 
Manchester and Cheshire NSSG chaired by Dr John O’Driscoll (Consultant Dermatologist). As a 
result the pathway has been well managed with clear referral protocols and mechanisms for 
patients to be reviewed, assessed and treated. 

 
However the board recognises that there needs to be a focus on engagement with primary care. 
Over the next 12 months the board intends to deepen its knowledge base and understanding of 
the whole pathway and put in place actions were the patient outcomes, survival rates and 
experience can be improved and enhanced. 

 
It will also support and actively participate in the work of the prevention, awareness and screening 
by engaging with public health England and the cross cutting groups of Manchester cancer.  

 
It is the intention of the board to identify relevant clinical outcomes and begin measuring these to 
decide on what appropriate actions need to be put in place as a consequence.  

 
The board intends that dermatology patients of Greater Manchester will be managed in an IOG 
compliant service within streamlined and standardised pathways. 

 
In its initial work the board has identified a number of potential objectives, the board further 
defined those objectives to be placed into the skin pathway work plan for the next year. Here is 
the redefined list 
 

1. IT project to look at online data capture for MDT’s to include MM and non- melanoma skin 
cancer. Development of online proformas and data capture. 

2. Development of MOH surgery for SCC and Lentigo Maligana 
3. SLNB for low risk melanoma – relook at guidelines for pt1b patients 
4. Increasing MDT compliance across Greater Manchester and Cheshire 
5. Establish nurse network and support 
6. Clinical back up for medical and clinical oncology services 
7. Development MC education events 
8. Achieving compliance with NICE guidance across Heywood, Middleton and Rochdale, at 

present no commissioned service. 
9. Audit projects – audit melanoma. Audit and survival assessment & development. 
10. Follow up protocols for melanoma patients 
11. Porocarcinoma project – audit of cases and development of guidelines 
12. Comparison of melanoma breslow thickness across MDT’s 
13. Mohs cancer breaches project 
14. Development of skin cancer radiotherapy services at SRFT at The Christie 
15. Prevention & education (added on 18/07/2014) 
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Appendix 1 – Pathway Board Terms of Reference 

 

 
Skin Cancer Pathway Board  
Terms of Reference  
These terms of reference were agreed on 25th March 2014 by Dr John Lear, Pathway Clinical Director 
for Lung Cancer, and Mr David Shackley, Medical Director of Greater Manchester Cancer Services, on 
behalf of the Greater Manchester Cancer Services Provider Board. The terms of reference will be 
subject to future review.  

The Pathway Board  
The Skin Cancer Pathway Board is a cancer care specific board with responsibility to improve cancer 
outcomes and patient experience for local people across Greater Manchester and areas of Cheshire (a 
catchment population of 3.2 million). This area is synonymous with the old Greater Manchester and 
Cheshire Cancer Network area.  
 
The Pathway Board is led by a Pathway Clinical Director and is formed of a multidisciplinary team of 
clinicians and other staff from all of the hospital trusts that are involved in the delivery of Skin cancer 
care in Greater Manchester. The Pathway Board also has membership and active participation from 
primary care and patients representatives.  
 
The Skin Cancer Pathway Board reports into and is ultimately governed and held to account by the 
Greater Manchester Cancer Services Provider Board.  
 

Greater Manchester Cancer Services Provider Board  
The Greater Manchester Cancer Services Provider Board is responsible for the service and clinical 
delivery arm of Manchester Cancer, Greater Manchester’s integrated cancer system. Manchester 
Cancer has two other arms: research and education (see appendix for the structure of Manchester 
Cancer).  
 
The Provider Board is independently chaired and consists of the Chief Executive Officers of the ten 
acute hospital trusts in the Greater Manchester area:  
 

 

Hospitals NHS Foundation Trust  

 

 

 

 

 

 

al of South Manchester NHS Foundation Trust;  
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The Provider Board regularly invites representatives of commissioners, the Strategic Clinical Network, 
and Manchester Cancer to its meetings.  

Purpose of the Pathway Board  
The purpose of the Pathway Board is to improve cancer care for patients on the Greater Manchester 
Skin cancer pathway. Specifically, the Pathway Board aims to save more lives, put patients at the 
centre of care, and improve patient experience. The Board will represent the interests of local people 
with cancer, respecting their wider needs and concerns. It is the primary source of clinical opinion on 
this pathway for the Greater Manchester Cancer Services Provider Board and Greater Manchester’s 
cancer commissioners.  
The Pathway Board will gain a robust understanding of the key opportunities to improve outcomes and 
experience by gathering and reviewing intelligence about the lung cancer pathway. It will ensure that 
objectives are set, with a supporting work programme that drives improvements in clinical care and 
patient experience.  
The Pathway Board will also promote equality of access, choice and quality of care for all patients 
within Greater Manchester, irrespective of their individual circumstances. The Board will also work 
with cancer commissioners to provide expert opinion on the design of any commissioning pathways, 
metrics and specifications.  

Role of the Pathway Board  
The role of the Skin Cancer Pathway Board is to:  
Represent the Greater Manchester Cancer Services professional and patient community for Skin 
cancer.  
Identify specific opportunities for improving outcomes and patient experience and convert these into 
agreed objectives and a prioritised programme of work.  
Gain approval from Greater Manchester’s cancer commissioners and the Greater Manchester Cancer 
Services Provider Board for the programme of work and provide regular reporting on progress.  
Design and implement new services for patients where these progress the objectives of commissioners 
and Greater Manchester Cancer Services, can be resourced, and have been shown to provide 
improvements in outcomes that matter to patients.  
Ensure that diagnosis and treatment guidelines are agreed and followed by all teams in provider trusts, 
and are annually reviewed.  
Ensure that all providers working within the pathway collect the pathway dataset measures to a high 
standard of data quality and that this data is shared transparently amongst the Pathway Board and 
beyond.  
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Promote and develop research and innovation in the pathway, and have agreed objectives in this area.  
Monitor performance and improvements in outcomes and patient experience via a pathway scorecard, 
understanding variation to identify areas for action.  
Escalate any clinical concerns through provider trusts.  
Highlight any key issues that cannot be resolved within the Pathway Board itself to the Medical 
Director of Greater Manchester Cancer Services for assistance.  
Ensure that decisions, work programmes, and scorecards involve clearly demonstrable patient 
participation.  
Share best practices with other Pathway Boards within Greater Manchester Cancer Services.  
Contribute to cross-cutting initiatives (e.g. work streams in living with and beyond cancer and early 
diagnosis).  
Discuss opportunities for improved education and training related to the pathway and implement new 
educational initiatives.  
Develop an annual report of outcomes and patient experience, including an overview of progress, 
difficulties, peer review data and all relevant key documentation. This report will be published in July 
of each year and will be the key document for circulation to the Provider Board. A template for this 
report is available so that all Pathway Boards complete the report in a similar manner.  

Membership principles  
All member organisations of Greater Manchester Cancer Services will have at least one representative 
on the Pathway Board unless they do not wish to be represented.  
Provider trusts not part of Greater Manchester Cancer Services can be represented on the Pathway 
Board if they have links to the Greater Manchester lung cancer pathway.  
All specialties and professions involved in the delivery of the pathway will be represented.  
The Board will have at least one patient or carer representative within its membership  
One professional member of the Pathway Board will act as a Patient Advocate, offering support to the 
patient and carer representative(s).  
 
The Board will have named leads for:  
Early diagnosis  

Pathology  

Radiology  

Surgery  

Oncology  

Specialist nursing  

Operational management 

Primary Care rep 

Living with and beyond cancer (‘survivorship’)  

Research  

Data collection (clinical outcomes/experience and research input).  
 
It is possible for an individual to hold more than one of these posts. The Pathway Clinical Director is 
responsible for their fair appointment and holding them to account.  
These named leads will link with wider Greater Manchester Cancer Services Boards for these areas 
where they exist.  
All members will be expected to attend regular meetings of the Pathway Board to ensure consistency 
of discussions and decision-making (meeting dates for the whole year will be set annually to allow 
members to make arrangements for their attendance).  
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A register of attendance will be kept: members should aim to attend at least 5 of the 6 meetings 
annually and an individual’s membership of the Pathway Board will be reviewed in the event of 
frequent non-attendance.  
Each member will have a named deputy who will attend on the rare occasions that the member of the 
Board cannot.  

Frequency of meetings  
The Skin Cancer Pathway Board will meet every Three months.  

Quorum  
Quorum will be the Pathway Clinical Director plus five members of the Pathway Board or their named 
deputies.  

Communication and engagement  
Accurate representative minutes will be taken at all meetings and these will be circulated and then 
validated at the next meeting of the Board.  
All minutes, circulated papers and associated data outputs will be archived and stored by the Pathway 
Clinical Director and relevant Pathway Manager.  
The Pathway Board will design, organise and host at least one open meeting per year for the wider 
clinical community and local people. This meeting or meetings will include:  
 
An annual engagement event to account for its progress against its work programme objectives and to 
obtain input and feedback from the local professional community  

 
An annual educational event for wider pathway professionals and interested others to allow new 
developments and learning to be disseminated across the system  
 
Representatives from all sections of the Greater Manchester Cancer Services professional body will be 
invited to these events, as well as patient and public representatives and voluntary sector partners.  
An annual report will be created and circulated to the Medical Director of the Greater Manchester 
Cancer Services Provider Board by 31st July of each calendar year.  
The agendas, minutes and work programmes of the Pathway Board, as well as copies of papers from 
educational and engagement events, will be made available to all in an open and transparent manner 
through the Greater Manchester Cancer Services website once this has been developed.  

Administrative support  
Administrative support will be provided by the relevant Pathway Manager with the support of the 
Greater Manchester Cancer Services core team. Over the course of a year, an average of one day per 
week support will be provided. 
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11. Appendix 2 – Pathway Board meeting attendance 

Name Role 02/05/14 18/07/14 

Mr. John Lear Pathway Director ×  

Miss. Caroline 
McCall 

Pathway Manager ×  

Dr Corinna 
Mendonca 

Bolton 
Representative 

NO  

Dr Paul Lorigan Medical Oncology 
Lead 

NO  

Dr Timothy 
Kingston 

LSMDT Lead East 
Cheshire 

×  

Sue Taylor  Nurse 
Representative  

NO  

Dr David 
Fitzgerald 

SRFT 
Representative & 

MDT lead 

×  

Julie Collins Nurse 
Representative  

×  

Dr Luisa Motta Histopathology 
Lead 

×  

Andrew Sykes  Clinical oncology 
Lead 

 

NO  

Dr Steph Ogden LSMDT chair for 
Stockport 

×  

Dr Elizabeth 
Gilmour 

LSMDT for 
Tameside & 

Research Lead 

×  

Katie Bailey Tameside ×  

Dr Chris Duff Plastic Surgeon 
UHSM 

NO  

Gerard Lambe Plastic surgeon 
Christie 

NO  

Dr Elizabeth 
Stewart 

WWL LSMDT  NO  

Gavin Wong UHSM LSMDT 
Chair 

Wythenshawe, 
Trafford and 

Central 

×  

Vishal Madan MOHS SRFT NO  

Tim Woolford MOHS SRFT, ENT 
Rep Salford & MRI  

NO  
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Apologies: 
 
Caty O’Neill 
Corinna Mendonca 
Paul Lorigan 
Jan Sleigh  
Lynsey Taylor 
Kate Howlen 
Chris Duff 
Libby Stewart  
Vindy Ghura 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Vindy Ghura MOHS SRFT  NO  

Elaine Hodkinson Dermatology 
Divisional Manger, 

Salford 

×  

Nick Telfer MOH’s lead NO  

David Mowatt Christie Plastic 
Surgical lead 

×  

Neil Cutler Patient 
representative  

NO  
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12. Appendix 3 – Pathway Board minutes to 31st July 2014 
 

SKIN PATHWAY BOARD MEETING 
MINUTES 

 
DATE: 2nd May 2014 
 
Aims & Priorities of Pathway group 
 
Improving outcomes, survival rates and improving processes whilst remaining focussed on patient 
experience, Research and education. Moving from where we are now to a more patient focussed 
approach.  
 

1. Introduction to Manchester Cancer, Caroline presented a slideshow of MC structure, its aims, 

objectives and its new role looking at the whole integrated pathway including representative from 

primary care, and patients. It was experience that Manchester cancer outcomes focusing on:  

i. Patient experience 

ii. Clinical engagement 

iii. Research 

iv. Education 

To achieve its aims and objectives and to improve skin cancer outcomes.  
 

There was some further clarification needed around the new pathways’ role for peer review as 
historically in the old cancer network focussed heavily on peer. This is now no longer the focus of 
the group but there was further clarification needed. There has been production and agreement of 
some guidelines, which will be circulated in due course.  

 
Action: JL/CMC to clarify with MC and circulate slides 
 
 

2. Confirmed board members, Patient rep, GP rep and Managerial representation. There was an 

agreement for a board role for operational management since some inefficiencies of the pathway 

can be due to operational and  administrative processes. It was suggested by the board that we 

should have 3 patient representatives – one for each cancer type. It was discussed whether 

cutaneous lymphoma would be covered by this pathway board or lymphoma. It was felt more 

appropriate that it should be in the lymphoma which mirrors current mdt practice 

 
Action: All board – to email CMC with any patients who may be interested in getting involved. There is 
also a patient cancer event organised by MC and Macmillian on 23rd June – details to be circulated.  
JL/EH – EH to email JL dermatology service manager email addresses to invite nominations to obtain 
derm manager rep and deputy.  
JL – to clarify cutaneous lymphoma for cancer pathway  
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3. Board Meeting – discussion round the frequency of meetings, location and best time of the week. It 

was discussed whether there should be a set day or to rotate the days. It was generally agreed to 

stick to one set day, namely Friday afternoon and that 3 monthly meetings would be the the most 

appropriate frequency of meetings. There was also a discussion and agreement that should 

anything require a vote that for a vote to be counted the board member must be physically present 

in the meeting to exercise that vote.  

It was also discussed that each member should have a named deputy to attend in their absence. 
Attendance is being monitored by the provider board to ensure that strong attendance is 
maintained.  
 
The next meeting times agreed are as follows: Mar/Jun/Sept/Dec. First Friday of each month, apart 
from Sept 2014 where it will be on the 2nd Friday and an interim meeting in July. Meetings will take 
place at The Christie (due to ease of parking) and will be at 2.30pm.  

 
 
Action: CMC to send out invites for the meetings for the remainder of the year 
All Board – to email CMC with their nominated deputy.  
 

4. Annual Report to be completed by end of July. Interim meeting arranged for Friday 18 July to 

create the report for the next year.  

 
Action: CMC to send out invite for this meeting 
 

5. Work programme – Main part of meeting was a discussion around potential areas of pathway to 

work on and for the group to take forward. So far 16 ideas have been populated for discussion for 

the next meeting. (see separate attachment) These ideas will be emailed around for the board to 

consider before the next meet. It is important to consider these ideas inbetween meetings so we 

can utilise the time we have in the meeting for discussion of different opinions. Further to this MC 

are developing an online forum to facilitate better communication between the boards.  

 
 

6. MOH Surgery – JL presented to the group a pathway for MOH surgery referral to the group. This 

had been developed by Elaine Hodskinson and David Fitzgerald and MOH surgeon at Salford. This 

was based on the fact that the amnesty which had been previously agreed for MOH surgery 

breaches has been removed by the commissioners. This has very serious implications for the 

services at Salford as a number of breaches involved would be numerous and potentially affect 

viability of the service at Salford.  

One of the main aims of the pathway was to reduce the time that BCC’s are seen initially from GP 
referral in order that the patients are assessed for MOHs at an earlier stage of the pathway 
enabling Salford to reduce breaches.  
Much discussion at this point was undertaken and it was felt that prioritising BCC’s over other 
referrals in DGH’s is difficult to justify on clinical grounds and would be a difficult managerial and 
logistical exercise to achieve in all trusts. It was discussed that there would need to be discussions 
between the various trusts to look at another way of solving this problem with perhaps a sharing of 
breaches. It was pointed out that the number of mohs referrals was likely to be quite small for each 
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individual trust. EH & DF agreed to circulation of the MOH’s pathway document together with the 
Salford paper that was prepared for commissioners.  
 

Action: JL to discuss with EH&DF further ways to take forward the pathway 
 
7. Next Meeting is Friday 18th July at 2.30pm at The Christie trust administration, Seminar Room  

 

The 2nd Pathway Meeting held on 18th July have not been approved by the board yet.  
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Appendix 4 – Pathway Board Annual Plan 2014/15 
 
 

Skin Pathway Board Annual Plan 2014-15 

Pathway Clinical Director:  
 

John Lear 

Pathway Board Members: 
 

Skin pathway Board 

Pathway Manager:  
 

Caroline McCall 

Date agreed by Pathway Board:  
 

18th July 2014 

Date agreed by Medical Director: 
  

18th July 2014 

Review date:  
 

31st July 2015 

 
Summary of objectives  

No Objective Alignment with Provider Board 
objectives 

1 IT project – optimise data collection to generate 
meaningful outcome data 

1 year survival 

2 Development of MC education/engagement 
events 

Research & innovation  

3 Reduce the time that BCC’s waiting time Patient Experience  

4 Extending and creation of patient survey  Patient Experience 

5 Increase clinical trial on MM Research & Innovation 

 
Manchester Cancer core objectives  
 

1. 1-year SURVIVAL: Focus on improving 1-year pooled cancer overall survival rate, so 
that we halve the survival gap with the world’s best (Sweden) for patients diagnosed in 
2020, and approach their figures by 2025 

2. Patient EXPERIENCE: Achieve year-on-year improvement in patient experience aspiring 
to be the best performing conurbation in the National Cancer Patient Experience 
Survey  

3. RESEARCH and INNOVATION: Increase patient involvement in research (>40% by 2019) 
and be an international leader in developing innovation in clinical practice.



 
Objective 1:  IT project – optimise data collection to generate meaningful outcome data 

Objective:  
 

To optimise data collection to allow the generation of meaningful outcome 
measures. To scrutinise data collection to enable measurement of outcome 
measures 

Rationale:  
 
 
 

The board wishes to be able to reliably generate meaningful annual outcome 
data, to facilitate comparison. And year on year comparison.  

By (date): 
 

April 2015 
 

Board 
measure(s):  

The ability to generate outcome figures for 1 or 2 year survival without 
additional task-specific audit 
 

Risks to 
success:  
 

Largely dependent of a regional data input into the system.  Needs buy in 
from consultants at all the trusts 

Support 
required:  
 

We need support for such a project from the provider board and from 
existing data managers and MDT’s.  

 

Work programme  

Action Resp.  By (date) 

Outcome measures to be agreed at next meeting JL/CMC 09/14 
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Objective 2: Development of MC education/engagement events/ 

Objective:  
 

Development of MC education/engagement events 

Rationale:  
 
 
 

To engagement with wider stakeholders including primary care 

By (date): 
 

Next Spring 2015 
 

Board 
measure(s):  

Attendance of events 
 

Risks to 
success:  
 

Engagement from primary care could be low if only focussed on one tumour  

Support 
required:  
 

MC primary care strategy to join the tumour group with another to increase 
turnout of GP’s.  

 
 

Work programme  

Action Resp.  By (date) 

Awaiting strategy from MC regarding Primary Care events CMC 09/14 

Chose a date to organise event Board  09/14 

   

   

   

   

   

 



 

32 

 

 
Objective 3:  Reduce the time that BCC’s waiting time  

Objective:  
 

Reduce the time that BCC’s waiting time 

Rationale:  
 
 
 

To reduce the time that BCC’s are seen initially from GP referral in order that 
the patients are assessed for MOHs at an earlier stage of the pathway 

By (date): 
 

Sept 2014 
 

Board 
measure(s):  

When an agreement with commissioners and board are agreed 
 

Risks to 
success:  
 

A decision not being reached  

Support 
required:  
 

Potentially support from provider board if an agreement is not made 

 
 

Work programme  

Action Resp.  By (date) 

Discussion in board to look at the problem clinically  Board 05/14 

Meetings with commissioners to try to agree a deal DF 09/14 
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Objective 4:   Patient survey 

Objective:  
 

To create patient survey and increase participation  

Rationale:  
 
 
 

Low participation in skin patient survey, small number of patients require 
surgery 

By (date): 
 

March 15 
 

Board 
measure(s):  

Patient experience  
 

Risks to 
success:  
 

None  

Support 
required:  
 

Support required from patient survey  

 

Work programme  

Action Resp.  By (date) 

Create small working group to take on the project JL/CMC 09/14 
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Objective 5: Increase Clinical trials recruitment 

Objective:  
 

Increase participation in clinical trials. 

Rationale:  
 

Current Low participation in clinical trials 

By (date): 
 

June 15 
 

Board 
measure(s):  

Research & innovation  
 

Risks to 
success:  

Lack of resource  

Support 
required:  

Support from research network and clinical staff  

 

Work programme  

Action Resp.  By (date) 

Board decided to focus on clinical trials for Melanoma specify   JL 07/14 

Nominated Dr Gilmore as research lead for the board JL 07/14 

   

   

   

   

   

 


