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WELCOME, APOLOGIES AND INTRODUCTIONS
1. Aileen Keel welcomed everyone to the meeting, including Vicky Crichton from Cancer Research UK, deputising for Elspeth Atkinson on behalf of the Scottish Cancer Coalition, Jill Vickerman, Deputy Director of Healthcare Policy and Planning, Scottish Government, Maggie Grundy deputising for Elinor Smith, Mary Maclean deputising for Pamela Warrington and Michael McFarlane a fourth year medical student who was shadowing Dr Keel. 
2. Terry O’Kelly and George Barlow were welcomed and would be discussing SCT paper 09/25 (agenda item 4) as were Carol Sinclair and Elizabeth Ireland from the Scottish Government’s Better Together Programme who would be discussing paper SCT 09/26 (agenda item 5).
3. Apologies had been received from Steven Gallagher, Elinor Smith, John Davies, Pamela Warrington and Elspeth Atkinson. 

MINUTES OF LAST MEETING

4. The minutes (paper SCT 09/23) of the last meeting held on 13 March were agreed as an accurate record.

5. Members agreed that the SCT minutes, once agreed as a final document, should be made available on the Better Cancer Care section of the Scottish Government website. The Chairs of the various subgroups also agreed that minutes/action notes from subgroup meetings should be made available on the website.


Action: Cancer Policy Team, ongoing. 
TOTAL MESORECTAL EXCISION
6. Jennifer Armstrong provided an update from the Bowel Cancer Advisory Group (BCAG) sub group meeting outlined in the previous minutes. She confirmed that the WoSCAN audit data for this technique had been reviewed. If the data proved robust, the results of this exercise would be presented at the National Bowel Cancer Clinical Meeting scheduled for the end of May.  Furthermore a surgical technique workshop is being organised by Professor Bob Steele for later this year.  Terry O’Kelly and Peter King felt that a workshop would provide the opportunity to improve understanding of the technique (particularly in relation to colon cancers). They also noted the importance of standardisation of the technique and training. However, they felt that current surgery for rectal cancer was already performed to a high standard across NHS Scotland. 
RISK BASED GUIDELINE FOR INVESTIGATING PATIENTS WITH SYMPTOMS SUGGESTIVE OF LARGE BOWEL PATHOLOGY 

7. Paper SCT 09/25 described a clearer, more streamlined process for investigating patients presenting with lower gastrointestinal symptoms, based on their estimated risk of bowel cancer.  This paper had been agreed by BCAG members at its March meeting where it had also been agreed that the paper should be presented to SCT for final ratification before dissemination to clinical teams across Scotland.  Regional cancer networks and various Royal Colleges had been asked for comments on the paper and these had been incorporated into the current draft. An earlier draft of the paper had been discussed at the National Cancer Waiting Times Delivery Group and members there felt it would be a valuable guideline to assist clinical practice. 

8. Terry O’Kelly and George Barlow explained the background to the paper in greater detail;
· HDL 2007 (9) Scottish Referral Guidelines for Suspected Cancer  had been very helpful for both primary and secondary care in both making and vetting referrals of patients who have symptoms suggestive of large bowel cancer, and this risk stratified investigation paper should be read in conjunction with the HDL
· following the Audit Scotland report it had been suggested that a risk based assessment would enhance the HDL guidance

· the risk assessment was based on credible recommendations (data available from Glasgow, recent publications in journals) that could be applied nationally
· risk based assessment should lead to improved use of diagnostic investigations and enhance patient safety. The approach outlined had been used in NHS Grampian since mid 2008 and had proved a useful vetting tool
· the paper was aimed primarily at secondary care clinicians; however once embedded in secondary care, direct referrals to investigations from primary care might also be possible.

9. In the ensuing discussion, the following points were raised:
· the practicalities of introducing the risk based guidance and the view that this needs to be accompanied by both HDL 2007 (9) and a covering letter from Scottish Government clearly setting out the context of the document

· further clarity around the detail of some of the investigations, particularly for women with iron deficiency anaemia
· the potential impact of guidance on waiting times

· some members felt the logical next step would be for the guidance to be introduced into primary care so that ‘straight to test’ can be arranged by GPs, which would fit very well with the 18 week referral to treatment work already underway 

· the guidance should be developed into an electronic format

· the implementation, monitoring and evaluation of the guidance should be carried out by the regional cancer networks.

10. Overall there was support for the guidance with the following caveats;

· an agreement that direct access to tests from primary care should be looked at once the guidance is embedded within secondary care

· that the guidance should be sent out with a covering letter from Scottish Government

· that some further work was required by the sub group to ensure the guidance clearly articulates the background, context and implementation process.








Action: TOK/RD/JA

Terry O’Kelly and George Barlow left the meeting following this agenda item.

BETTER TOGETHER UPDATE 

11. Carol Sinclair and Elizabeth Ireland outlined in greater detail SCT paper 09/26 and discussed the possible ways in which the Better Together team could work with the SCT to achieve the aims of the programme.
12. Elizabeth Ireland highlighted the importance of palliative care and the role Better Together would play in gathering patient experience and using this knowledge for both qualitative and quantitative audit purposes.  Aileen Keel noted the importance of capturing patient experience data and the need for tools to facilitate this process. 
13. Carol Sinclair described the pilot projects which are currently underway. The cancer related pilot projects are being undertaken by 3 boards: NHS Grampian, NHS Lothian and NHS Greater Glasgow and Clyde. These projects are all at various stages of development.  NHS Grampian have already gathered information relating to both patient experience and cancer care and, as a result, are now aware of various quality issues that need to be addressed. NHS Lothian are focussing on those patients receiving treatment for head and neck cancers and NHS Greater Glasgow and Clyde’s project relates projects relate to experiences of those patients receiving chemotherapy in the west of Scotland and also those patients going through the bowel cancer screening programme’

14. Carol Sinclair asked how the outcomes of the Better Together programme could contribute to that of the SCT.  Various suggestions were made, including;

· ensuring the learning from the programme is truly embedded at all levels and that it must not be viewed in isolation from other ongoing work
· agreement that the programme must feed into local processes at board level to ensure strategic service changes are made in a timely way

· ensuring that front line staff are truly engaged in the programme.

15. Aileen Keel felt that further updates should be provided to the SCT as the various projects evolved.  She then thanked Carol Sinclair and Elizabeth Ireland and asked if details of the Better Together cancer pilots could be shared with members. It will then be easier to determine how the Taskforce can best engage with the Better Together programme.










Action: CS/EI
Carol Sinclair and Elizabeth Ireland left the meeting at this point.

NATIONAL CANCER QUALITY STEERING GROUP
16. Dr Robert Masterton, Chair of the National Cancer Quality Steering Group (NCQSG) introduced paper SCT 09/27 which provided a brief overview of the preliminary work and an outline work plan which will be discussed at the groups meeting. The first meeting will take place on the 27 May, 2009. Robert Masterton is still seeking representation from NHS QIS and NES, to ensure appropriate high level strategic input to the group. 








Action RM/NCQSG
17. It was noted that further action was needed to ensure good communication between all the other subgroups of the SCT and the NCQSG, particularly around developing the 6 domains of quality.




Action: Chairs of the subgroups/Cancer Policy Team

18. Robert Masterton asked for clarification of the subgroups’ roles in relation to progressing the various work streams.  Aileen Keel confirmed that all of the subgroups should be considered as the delivery vehicle for the relevant actions outlined in Better Cancer Care and that progress reports will be required for all SCT meetings for consideration, discussion, ratification or dissemination where appropriate. The SCT role was to assist the subgroups in their work, using its collective influence, along with the combined knowledge and experience of its members, to help the subgroups progress their work plans and if necessary overcome obstacles. 

19. Jennifer Armstrong reinforced the importance of the quality work stream, confirming that as a result of the commitments stated in Better Cancer Care, steps have to be taken to ensure focus moves from an emphasis solely on targets, in particular waiting times, to reviewing the overall quality of services provided.  Robert Masterton agreed that the role of the NCQSG was very much to ensure improvement in services and outcomes for patients. Aileen Keel confirmed that any disparities identified in clinical quality must result in timely discussion and subsequent action.

20. Richard Carey confirmed that the work generated by the NCQSG would be valuable to clinicians who need robust clinical outcome data that is standardised and easy to use. He suggested that the work of the NCQSG should be a focus for all three regional cancer networks, as standardised data collection could be facilitated at a relatively low cost but would be very beneficial to both patients and clinicians. 
21. Peter Gent drew members’ attention to disparities in audit data collection across the country and suggested that it would be sensible to compare the outcomes from the three regional cancer networks where differing data collection practises exist. He noted that the work of the eHealth group, in regards to standardising technology could be of interest to the NCQSG.
22. Aileen Keel summarised the discussion by noting that quality is overwhelmingly important to delivering improved patient outcomes; that data from audit must be shared rapidly with those delivering patient services; and that action must be undertaken to rectify any problem areas identified, thereby closing the quality/audit loop. 
LIVING WITH CANCER GROUP 

23. Bill O’Neill discussed SCT paper 09/28 highlighting the fact that the group is intentionally small as it is important that any work it undertakes remains focussed.  He outlined how the Department of Health has had a similar work stream in place for over 18 months but that they are struggling to meet their agreed outcomes. As such, he stressed the importance of defining an agenda and deliverables for the Living With Cancer group.  The sub group were due to meet on 14 May, 2009 and a work plan would be brought to the next SCT meeting.
Action: BON
CHEMOTHERAPY ADVISORY GROUP (CAG)
24. Mike Cornbleet confirmed that the group had its first meeting on 3 April 2009. A work programme was being developed and will be brought to the next SCT for approval. 
25. Both the C-Port and CEPAS projects are progressing.  For C-Port a launch day is planned for 1 May 2009. A project manager has been appointed and three pilot sites have been identified – NHS Lothian, NHS Grampian and NHS Lanarkshire.  Mary Maclean confirmed that an interim report on the progress of C-Port will be available by autumn when it will be brought to the SCT. 
Action: MM
26. Progress is continuing with the implementation of CEPAS with the exception of the boards in the SCAN area who have yet to approve funding. It was agreed by the SCT it must be made clear to SCAN that funding of this project is vital, particularly for auditing the use and clinical impact of cytotoxic chemotherapy regimens and their appropriateness. Aileen Keel agreed to write to SCAN to reinforce the commitment made in Better Cancer Care to progress this.







Action: AK

27. The group were advised that the HDL (2005) 29 – Guidance for the Safe Administration of Cytotoxic Chemotherapy had been reviewed and unless any evidence came to light no further reviews were planned prior to 2011.

28. Reference was made to the ‘National Confidential Enquiry into Patient Outcome and Death (NCEPOD) For Better, for Worse?’ report.  Subsequent to its publication, ISD had analysed Scottish data (which was not validated) and presented this to the CAG.  The data suggested that the issues identified in England may well be similar in Scotland.  However, as the data required some further detailed analysis and scrutiny it was agreed that ISD colleagues would undertake this work and report back to both the CAG and SCT in the future.   Mike Cornbleet confirmed that, as a result of discussion at the CAG meeting, the three regional cancer networks were undertaking individual reviews which will be reported back to the next CAG meeting.  There may be a need to undertake some case note review work to assist with validating the data and this may have resource implications.  Rachael Dunk and Jill Vickerman will discuss this issue. 



Action: ISD to carry out further work on data




Cancer Policy Team to ensure agenda item for CAG 

SCOTTISH RADIOTHERAPY ADVISORY GROUP (SRAG)
29. Alan Rodger confirmed that the membership of SRAG is currently being reviewed and that this will include representatives from all 5 cancer centres at an appropriately senior level, including clinical oncologists, radiotherapy staff and physicists. The group already has patient representatives and they are being asked if they wish to continue or stand down. 
30. Alan Rodger advised that he is now an observer of the English National Radiotherapy Implementation Group (NRIG) and that this should help to develop and strengthen relationships between the two groups and aid collaborative working in the future.
31. The Chief Medical Officer in England had recently supported in vivo dosimetry in all centres in England.  Alan Rodger felt it would be very helpful to have a Scottish view point on this, especially as this had implications for physicists’ work load, which was one of the staff groups where Scotland already has short falls.  Aileen Keel asked if a copy of the letter could be forwarded to her and that a paper be prepared for the next SCT outlining the value of in vivo dosimetry.  Thereafter a view could be taken by SCT.








Action: AR

32. SCT paper 09/29 detailed the SRAG work plan with timescales against the actions outlined in Better Cancer Care. Members were asked for comments. In relation to point 7 on work force it was requested that links be made across the screening and symptomatic services.  Alan Rodger advised the group that the Royal Society of Radiographers will shortly be publishing a report with recommendations on the optimum number of radiographers which cancer centres should have to deliver a given service. He noted that it was unlikely Scotland would currently meet the standard.  A work force plan for Scotland is being developed by Elizabeth Preston from the Edinburgh Cancer Centre. This plan together with its conclusions would be considered by SRAG members at their next meeting and any concerns can be reported back to SCT thereafter.  
33. There are also a number of new technologies that centres may wish to use in the future. There is therefore a need to establish a formal link between the SCT and the Scottish Health Technology Group. This would enable formal health technology assessments to be undertaken for new technologies. Jennifer Armstrong agreed to progress this.







Action: JA

eHEALTH UPDATE
34. Peter King updated members on SCT paper 09/30 and the scoping exercise underway for eHealth to date.  The three regional cancer networks had been approached to provide details of current eHealth activity and also details of any eCase work. A number of key people had been identified who will help to deliver the high level activity that may be required.
35. Aileen Keel stressed the importance of working alongside Scottish Government eHealth staff to prevent duplication of work and effort.  Peter King and the Cancer Policy Team are mindful of this and will liaise with eHealth colleagues to ensure this does not happen.
Action: Cancer Policy Team to meet with eHealth colleagues.

36. It was agreed that Peter King would summarise the priorities of the eHealth work and present these to the next SCT.
Action: PMK
PUBLIC PETITIONS 1108
37. Aileen Keel reminded the group of the previous discussions at SCT regarding Public Petition 1108 and confirmed that this had also been considered by the Chemotherapy Advisory Group.  SCT paper 09/31 outlined two distinct work areas that the group should consider and agree as a possible way forward. 

38. For drugs that have received SMC/MTA approval the information already provided by the three regional cancer networks will be distilled into a best practice document that can then be agreed by the three regions. 

Action: Cancer Policy Team.
39. For non SMC approved drugs/ non submissions to SMC further work needs to be undertaken.  Jennifer Armstrong stated that many people did not understand the different processes which were in place to consider whether these drugs should be funded by Boards for individual patients. It is therefore important to set out the process together with guiding principles which can be used by Boards and the regional cancer networks to promote a transparent, fair and equitable process across Scotland.  Ideally there should be a national framework for non-SMC approved drugs/non submissions which allows individual Boards and regional cancer networks to demonstrate that they have a clear process in place, which is consistent with existing governance responsibilities. 
40. Aileen Keel supported the proposal to establish a short life working group to consider the non SMC/non submission drugs as part of this work, reporting directly to SCT. All agreed to this approach and a short life working group will be established with the aim of a first meeting in June. It was felt that membership did not need to include network managers but regional pharmacy input to the group was vital.
Action: Cancer Policy Team

41. Peter Gent noted that the outcome from the short life working group may be applicable to other treatment regimes (other than those for the treatment of cancer) and that any output from the group should be mindful of this.

[Secretariat note: the short life working group has been established, Robert Masterton has agreed to chair the group and the first meeting is scheduled for 9 June.]

IMPROVEMENT AND SUPPORT TEAM UPDATE - CANCER 

42. Isobel Neil reported that a consultation document on the definitions for the two new waiting times targets had received an excellent response.  The majority of definitions had now been agreed; however there were a number of outstanding issues primarily for the screening programmes. To address these, Isobel Neil advised that a work shop had been arranged for the 5 June 2009.  NHS Boards and patients had been invited to take part in the work shop.
43. There is ongoing discussion about the publication of waiting times data and how this might be handled in the future.  Further consultation was planned around this.  Aileen Keel reiterated the fact that audit resources should not be depleted any further as a result of introducing the new waiting times targets.  Isobel Neil was mindful of this fact, also that other tumour types may be reported on in the future and that this needs to be factored in.

SCREENING UPDATE – CANCER

44. Tracy McKen confirmed that annual statistics, due to be published in August, would for the first time include data for the bowel cancer screening programme.

45.  The UK National Screening Committee is currently considering the recently published evidence for population based prostate screening. Tracy McKen will update members at a future meeting on the outcome of the review. 
46. NHS Greater Glasgow and Clyde launched its bowel screening programme in April 2009 and a further 4 Boards are due to join over the next few months, with full roll out of the programme due to be completed by December 2009.  
UPDATE FROM DIRECTORS OF PLANNING MEETING

47. Jennifer Armstrong informed the SCT that she had attended a recent meeting of Directors of Planning and given a presentation on Better Cancer Care.   The group had asked for further updates in the future.  At the meeting, some of the Directors of Planning mentioned that the links between Boards and the regional cancer networks were not as strong as they would like. Aileen Keel reminded SCT members that they were all responsible for dissemination of information back to their relevant constituencies and suggested that the regional cancer networks could promote improved links with Boards. 

BETTER CANCER CARE CONFERENCE

48. It is anticipated that a conference would be held in early 2010 where progress against the actions in Better Cancer Care could be communicated to a wider audience. Members were asked to forward ideas to the Cancer Policy Team as to what might feature in the programme. 
Action: All

SCOTTISH CANCER TASKFORCE WORK PLAN
49. Rachael Dunk confirmed that the SCT workplan discussed at the first meeting was being updated to show progress against actions.  This process had already been undertaken with colleagues within Scottish Government, but some members of the SCT would also be asked to provide updates.  The work plan would be circulated to members in the near future. 
                                                             Action: Cancer Policy Team/SCT Members
CHILDREN AND TEENAGE CANCER

50. Alan Rodger asked how the SCT should consider the issue of young people and teenagers with a cancer diagnosis. Jennifer Armstrong confirmed that CATSCAN were currently working with the RCAGs in this area and it was agreed that a summary of this work should be presented to the Taskforce as a paper for consideration.

                                                                                     Action: Cancer Policy Team


DATE, TIME, VENUE OF NEXT MEETING

9 July, Scottish Health Services Centre, 10 am - 1 pm.
Cancer Strategies

May 2009
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