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WELCOME, APOLOGIES AND INTRODUCTIONS

1. Aileen Keel welcomed everyone to the second meeting of the Scottish Cancer Taskforce. Dr Keel then introduced new members of the Taskforce – Laura Steele who was due to join the Cancer Strategies team on 16 March, Maggie Grundy representing the Directors of Nursing, Elaine Anderson deputising for John Davies, Fergus Millan deputising for Tracy McKen and Isobel Neil deputising for Stephen Gallagher.  

2. Apologies had been received from Richard Carey, Peter Gent, Steven Gallagher, Elinor Smith, John Davies, Robert Masterton, Alan Rodger and Tracy McKen.
MINUTES OF LAST MEETING

3. Under point 16 of the minutes it was agreed that SCT paper 09/05 should not be circulated at this stage and that this action agreed against Evelyn Thomson be removed; the minutes have been amended accordingly.  Otherwise the minutes were agreed as an accurate record.

NATIONAL CANCER QUALITY STEERING GROUP

4. SCT paper 09/15 (tabled at the meeting) was introduced by Evelyn Thomson. This paper described the proposal to establish a National Cancer Quality Steering Group (NCQSG).  Evelyn outlined the proposed remit of the National Cancer Quality Steering Group. This included:
· To articulate the fundamental elements of the six domains of quality for cancer care; 
· To develop and agree a national framework to deliver these goals;
· To agree a prioritised three year work programme, against clear timescales;
· To link with other quality related work teams;
· To report to SCT on progress.
SCT members ratified the approach and Evelyn Thomson agreed to provide a draft work plan for the next SCT meeting.


Action: RD/RM/ET/JA

 [Secretariat Note:  The first meeting of the National Cancer Quality Steering Group is scheduled for 27 May which is after the next SCT, so a final agreed work plan will not be available for the SCT meeting on 30 April.]
5. Mike Cornbleet raised the issue of quality assurance in relation to chemotherapy and radiotherapy and how this would link with the NCQSG. It was agreed by all present that some form of reporting mechanism should be established between all sub groups reporting to the SCT. These links would require further discussion with Robert Masterton, the Chair of the NCQSG.  It was agreed that the chairs and the Cancer Strategies team would meet to agree how to take this forward.  



Action: MC/AR/RM/BON/JA/RD


   INTERVENTIONAL PROCEDURES PROGRAMME (IPP)

6. Jennifer Armstrong introduced SCT paper 09/16, highlighting paragraphs 3 and 4 which set out the background to the NICE/Interventional Procedure Programme (IPP). This programme provides advice on the safety and efficacy of new procedures and sets out required actions which clinicians and boards should take if they wish to use an IPP.  HDL 2004 (4) highlighted the need for boards to ensure proper audit and governance procedures are in place to support the use of interventional procedure covered in the NICE programme.  It was noted that NHS QIS has contributed to the funding of  the NICE IPP work since 2004.

7. In 2007, it became apparent that one of these procedures, radiofrequency ablation, was being used without robust clinical audit arrangements being in place. Indeed, no robust mechanisms exist for collecting audit results for many IPP procedures in use by clinicians throughout the UK. This makes it hard to assess whether there is enough evidence to support the widespread adoption of these procedures in the NHS.  Jennifer Armstrong and Dr Sara Davies, SMO with the Quality and Safety Division, had therefore met with NHS QIS colleagues and clinical experts to develop a way forward. SCT paper 09/16 describes a proposed process on how a radiofrequency ablation audit could be used as a pilot to inform future work in this area. It is hoped that the methodology can be shared with Dr Hannah Patrick, consultant in Public Health at NICE to determine whether a joint approach between NHS QIS and NICE can be adopted.  SCT members were asked for their thoughts on the paper.
8. Members offered the following comments;
· The NICE IPP programme is wider than cancer. However, it may be useful to establish a standard audit methodology for cancer related interventions before considering other interventions.
· The work would be used to raise awareness amongst clinicians who want to use IPP techniques/technologies and ensure that these are approved by local Boards’ governance structures.

· The question was raised of how sustainable this approach would be across the numerous areas (277 to date) of NICE IPP guidance.. 

· There needs to be a clear exit strategy from the pilot work.

· There is an issue of equity of access to new procedures of proven benefit.

· There was debate about whether such procedures should be subject to waiting times targets.

· A national register of such procedures should be developed.

9. With regard to waiting times targets, Isobel Neil advised that this had been taken into consideration when developing the new definitions for the new waiting time targets. Procedures which were the subject of IPP would be exempt from targets until they became accepted for mainstream use.   Further work in this policy area was ongoing.
10. The approach outlined in the paper was endorsed by the group.  Aileen Keel asked Jennifer Armstrong to feed these comments to NHS QIS.  A further update would be provided to SCT at a future meeting.







Action: JA

TOTAL MESORECTAL EXCISION (TME) MEETING

11. Peter King was invited to describe total mesorectal excision surgery to the group. This technique involves careful dissection of the tumour and surrounding lymph nodes and has been shown to reduce local tumour recurrence at 3 and 5 years post surgery. Jennifer advised that she had met Prof Phil Quirke at a meeting in London. He had recently written a paper, published in the Lancet describing how this technique could also be used for colon cancer surgery (copy attached for information). This work has been discussed at the Bowel Cancer Advisory Group and it had been agreed that a subgroup should be established to progress this issue.  
12. Jennifer Armstrong informed members that the subgroup, chaired by Professor Bob Steele would be discussing the use of TME across the regions.  The meeting would also consider the value of this type of procedure for colon cancers.   Peter King felt that TME would be practised widely across NHS Scotland but the issue of quality assurance across the regions was very important both in relation to the TME procedure and the associated reporting and audit.  Aileen Keel asked that Jennifer Armstrong keep the SCT updated on developments in the sub-group. 




Action: JA

[Secretariat note: the main outcome of the sub group meeting was to arrange a training day to discuss this topic for surgical colleagues later in the year and to explore auditing TME use in rectal cancer surgery. Bob Steele, Jennifer Armstrong and Rachael Dunk will be coordinating this day].
UROLOGICAL CANCERS
13. Aileen Keel advised she had given a talk at a Prostate Cancer Study Day on 12 March.  The regions had been asked to provide updates on the work of the regional urology groups to provide background for this talk. This highlighted that the three regional urology networks are all at different stages of development.  

14. David Brewster and Jennifer Armstrong asked whether the NCQSG should consider the quality of care for urological cancers. Prostate cancer is now the second commonest cancer in men.  David Brewster also highlighted the Euro Care 4 study, due to report at the end of March, which demonstrates significant variations in survival among patients with kidney cancer. Aileen Keel acknowledged these issues and requested that the NCQSG consider urological cancers as a matter of urgency. 


Action: RM to ensure urologic cancers feature early in the NCQSG work plan.

LIVING WITH CANCER GROUP 

15. Bill O’Neill referred to SCT paper 09/17 which described the Living with Cancer subgroup. This group would be dealing with a broad agenda and as such, many stakeholders had a valid interest in joining the group.  It was agreed that the skills and experience of those seeking involvement should be taken into consideration. There may also be a number of ways to engage a wide variety of stakeholders including open space events and a wider reference group.

16. A work plan will be developed and submitted to the next SCT meeting, along with confirmation of final membership. It was suggested that the Living with Cancer Group would function most efficiently if it is comprised a core steering group focusing on a limited (but not constrained) remit, which could then feed out to a wider reference group as necessary.

[Secretariat Note:  The first meeting of the Living with Cancer Group is scheduled for 14 May which is after the next SCT, so a work plan will not be available for the SCT meeting on 30 April.]
17. Evelyn Thomson requested that regional patient involvement groups should contribute to this group’s work. Over the next few months, the three regional networks will be developing their patient involvement groups and these groups may provide representatives for the Living with Cancer group.  Kate Price confirmed that SCAN already has good links with patient groups. However Peter King felt that relationships with patient groups in the North were not as strong, and needed to be revitalised.
Action: ET to inform BO’N of the regional work with patient groups date.
18. Elspeth Atkinson asked that the action points detailed in the work plan relating to the MacMillan projects should be changed to Bill O’Neill as the lead for SCT rather than her.


Action: Cancer Strategies Team 

CHEMOTHERAPY ADVISORY GROUP
19. The membership of the Chemotherapy Advisory Group (CAG) has now been agreed and the broad strategic remit outlined in Better Cancer care will inform the development of a work plan.  SCT agreed that this needs to include work relating to both the Public Petitions 1108 and the recent NCEPOD report from the Department of Health.   Mike Cornbleet confirmed the need for patient representation on the group and Evelyn Thomson advised she could provide contact details of a patient who may be willing to help. The first meeting of the Chemotherapy Advisory Group is scheduled for 3 April, 2009. A work plan for the Chemotherapy Advisory Group will be brought to the next SCT meeting.

Action: ET/MC

eHEALTH UPDATE
20. Peter King confirmed that various IT systems exist across the country but action needs to be taken to ensure all local and regional systems are able to ‘talk to one another’.  Evelyn Thomson described systems that need to be linked, for example, Ecase, CEPAS and C-Port, as these will all achieve significant improvements for patients and future ways of working.
21. Jennifer Armstrong commented that the priorities of any eHealth programme have to be determined before a work plan can be developed.  It was agreed that Peter King would draft a letter to the regional IT leads together with a template, that would serve as a scoping exercise. The results of this survey would establish the current baseline.  Fergus Millan suggested it might also be helpful to involve National Services Division (NSD) as NSD colleagues have relevant experience in relation to  developing the IT support for screening programmes.
22. Peter King agreed that the results of the scoping exercise could be discussed at next SCT meeting.


Action: PK
PUBLIC PETITION 1108 

23. Aileen Keel thanked the three regions for responding promptly to the letter sent out following the first SCT meeting about this Petition.  The responses had been amalgamated into SCT paper 09/20 and were discussed in detail by members.  
24. A summary of the comments was considered, including:
· The possibility of developing a national framework for discussing cancer drug treatment–some SCT members queried whether this would be possible, given differing local circumstances and, most importantly, differing individual patient circumstances.
· It was felt that overall, in relation to exceptional panel prescribing, Boards would wish this to remain local. However, it was agreed that a consistency of approach and a set of nationally agreed principles were clearly needed.

· There were potentially two aspects to this work; 1) principles guiding the introduction of SMC approved drugs into local systems in a timely manner and 2) guidance on the exceptional panel process which promoted transparency and equity across the boards.
25. It was agreed that the SCT paper 09/20 should be circulated to the Chemotherapy Advisory Group members and that Mike Cornbleet would highlight the SCT discussion in that forum.  A short-life working group of the Chemotherapy Advisory Group may be needed to consider the development of a transparent process for the exceptional panel process. The timescale would need to be clarified as the Public Petition work is clearly high on the political agenda and a priority to be resolved.  Overall, members felt reassured that the process for the introduction of SMC approved drugs works well but that the Chemotherapy Advisory Group should look at best practise and ensure this is shared and adhered to consistently across the country.  


Action: MC/Chemotherapy Advisory Group
IMPROVEMENT AND SUPPORT TEAM UPDATE - CANCER

26. Isobel Neil discussed SCT paper 09/21 confirming the actions undertaken by the Improvement and Support Team to date. Reference was made, in particular, to the detail of points 72 and 73 in the paper.
27. Point 72: Extend the 62-day urgent referral to treatment target to include screened positive patients and all patients referred urgently with a suspicion of cancer (to be delivered by 2011).   From April 2009, £0.5m has been made available to Boards to support implementation of this target.  Use of the funding has been agreed with all Boards.  Work is currently underway to determine how to introduce the targets to the 3 national cancer screening programs.
28. Point 73: Introduce a new 31-day target for all patients diagnosed with cancer (whatever their route of referral) from decision to treat to treatment (to be delivered by 2011).   
The Board draft Local Delivery Plans have been received and are currently being considered.
29. Isobel Neil noted that where possible, they were working with the 18 week “referral to treatment” team to ensure consistency of approach.  Indeed, the 18 week team are developing a unique pathway identifier that may be of use for cancer patients in the future.  

30. A workshop had recently been held to consider the targets. This resulted in a consultation paper detailing all of the definitions associated with the new targets (eg “receipt of referral”) to ensure they are inclusive and meaningful for patients and staff had been agreed.  This paper has recently been circulated to Boards for comments and the results of this consultation will be fed back to a future SCT meeting.
31. Isobel Neil acknowledged that the collection of waiting times data has had a significant impact on the work of clinical audit teams. Isobel reassured members that she is mindful of this issue. She is working with the Cancer Strategies team to look at options to reduce this burden and enable teams to resume clinical audit work.
32. A discussion also ensued in relation to the format of referrals from Primary Care, including electronic referrals.  Bill O’Neill updated members on work in the Primary Care Cancer Group aimed at raising awareness of existing referral guidelines for GPs.  Aileen Keel asked that this is brought to a future SCT meeting.

Action: BO’N/Cancer Strategies Team

SCREENING UPDATE – CANCER

33. Fergus Millan introduced SCT paper 09/22, primarily for information.
34. In relation to the breast cancer screening programme, Fergus described plans to implement 2 views for all screening rounds and outlined the resources needed to deliver this service.  There were some staffing shortages in Aberdeen and work was underway to address this shortfall. NSD were also putting together a business case to introduce digital mammography to the breast screening programme.  Mention was made of the fact that this technology may not be suitable for use in mobile screening units.
35. A feasibility study is underway to assess computer aided reading of cervical smears in Scotland. The English National Advisory Group on Cervical Screening has committed to considering the evidence for screening at an earlier age (25) and they will report on their findings by end of the year.  In Scotland, the National Advisory Group on Breast and Cervical Screening are committed to reviewing the evidence in 2010.

36. The uptake rate for the bowel cancer screening programme was approximately 56%. Work is ongoing to improve this figure. 

NATIONAL TUMOUR TISSUE BANK GROUP

37. The SCT were advised that the main support for this group will be provided by the Chief Scientist Office. Dr John Davies will Chair the group and will be able to provide updates to SCT.

WEST OF SCOTLAND REGIONAL CANCER ADVISORY GROUP CHAIR

38. Robert Calderwood is to replace Tom Divers as the WoSCAN RCAG Chair.

DATE, TIME, VENUE OF NEXT MEETING

30 April, 10.00-13.30, Scottish Health Service Centre, Edinburgh 

Cancer Strategies
April 2009 
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