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WELCOME AND APOLOGIES
1.  Aileen Keel welcomed Jill Vickerman, Deputy Director of Healthcare Policy and Planning as a new member to the group, John Davies to his first Scottish Cancer Taskforce meeting and Emma Bennett, Lead Breast Care Clinical Nurse Specialist from NHS Lothian who was shadowing Gillian Knowles.   
2. Cathy Kelly, clinical eHealth lead in the eHealth Directorate, and attending for agenda item 4, was also welcomed.  
3. Apologies had been received from Sarah Grierson, Stephen Gallagher, Isobel Neil, Pamela Warrington and Elinor Smith. Maggie Grundy was deputising for Elinor Smith on behalf of the Directors of Nursing.
MINUTES FROM THE LAST MEETING

4. Tracy McKen asked if paragraph 46, page 9 of the previous minute (SCT 09/34) the words ‘due to be’ completed by December 2009 could be added, otherwise the minutes were agreed as an accurate record.  
[Secretariat note: minutes have been amended accordingly and sent to networks for posting on regional network websites].
BETTER TOGETHER

5. Following on from the last meeting Elizabeth Ireland and Carol Sinclair were going to provide the SCT with details of the cancer pilot work underway, this had not been received to date so Rachael Dunk offered to follow this up with colleagues.








Action: RD

IN VIVO DOSIMETRY

6. Alan Rodger had been asked to provide SCT with a paper about in vivo dosimetry but it had yet to go to SRAG. He agreed to update the group later in the meeting.
COMMUNICATION OF SCT WORK AND SUBGROUPS
7.  Aileen Keel reminded members that they had already agreed that once minutes or action notes of SCT or its respective sub groups had been accepted as a final accurate record these could be posted onto the Scottish Government and regional cancer network websites.  She noted, however, that following visits to all of the five cancer centres (undertaken by herself, Jennifer Armstrong and a member of the cancer policy team) it was apparent that information is not necessarily being disseminated in this way. Scottish Government Health Directorates were keen to rectify this situation.   Members were also reminded that they have been selected to represent their constituent bodies and therefore have a responsibility to ensure information flow is a two way process.

8. Dr Keel suggested that she would write to the three regional network managers outlining the role of the SCT and its subgroups and asking that the information be widely disseminated.  Members supported this suggestion. 







Action: AK
9. Members were asked to advise the cancer policy team of any other avenues which could be used to improve communication.







Action: All

10.  Bob Masterton advised that communication had been discussed at the National Cancer Quality Steering Group’s first meeting where members agreed that this should be a standing agenda item. This group had also been asked to bring ideas to their next meeting.
SCT WORK PLAN

11. This had been updated within Scottish Government and the networks recently.  NoSCAN were reminded that their update was awaited and Peter Gent agreed to look into this as he thought this had already been actioned.








Action: PG

RISK BASED GUIDELINE FOR INVESTIGATION OF PATIENTS WITH SYMPTOMS SUGGESTIVE OF LARGE BOWEL PATHOLOGY
12. Following the last SCT meeting the Bowel Cancer Advisory Group (BCAG) sub group members had developed this guideline further and it had also been discussed again at BCAG on 3 July, 2009.  BCAG members had agreed the document should follow a structured format of:

· A context setting letter (signed by Chair of SCT)

· The guideline 

· The evidence base

· References.
13. It is anticipated this work will be complete by end August.  Thereafter it will be circulated to SCT, any further comments incorporated, and it will then be circulated to the networks for implementation.








Action: JA/RD

SHORT LIFE WORKING GROUP (SLWG) – PUBLIC PETITION 1108

14. The remit of the group was to consider the process for exceptional prescribing of cancer drugs which had not been approved by the SMC.  Bob Masterton advised that the group (which had been established by the SCT) had met once. A presentation will be given at the next meeting concerning the stock take exercise of current practice undertaken by the Health Quality and Safety team.  Jennifer Armstrong and Bob Masterton had a useful teleconference discussion with Dr Gina Radford (formerly Director of Public Health in Fife) who is leading a piece of work on difficult decision making.  Bob reported a real enthusiasm to share work between groups.  Ultimately, the group aims to construct a process that can be used to underpin exceptional prescribing in the future.  The outcome of this work will be shared with the SCT at its October meeting.  

15. Bob raised a concern about the timescale associated with this work as he was very keen that there was time for consultation of the draft guidance produced by the SLWG.  Rachael Dunk reassured him that this had been discussed with the Health Quality and Safety colleagues who had advised that this would not present a problem,  providing we can in the meantime demonstrate that work is underway and that it will improve existing practice.  

EHEALTH

16. Cathy Kelly provided the group with an overview of the wider eHealth agenda, in particular;

·  A recognition that there are already many good information systems in existence, although their potential was not being fully exploited in terms of information sharing.
· The is eHealth Directorate were trying to maximise the benefits of existing systems.
· There is a Clinical Change Leadership Group co-chaired by Cathy and Jim Docherty from NHS Highland which has NHS Board lead eHealth representation.   This groups remit is to give full consideration to needs of the clinical community in terms of eHealth.
· The Patient Management System replacement procurement exercise is ongoing and GPASS IT system will be replaced.
· Work is underway in relation to identity and access management.  Clinicians should be able to log onto a system once but be able to access information currently held in different systems (where appropriate).
· An overview of the clinical portal – which will enable patient information to be shared.  The portal is being introduced in a pragmatic incremental way.

17. Cathy also outlined the results of a survey (which received in excess of 4000 responses) which asked clinicians what their eHealth priorities were.  One key priority identified was that the clinical systems must be joined up, however there were some ongoing eHealth governance issues that still need to be resolved in order to progress this further.   
18. Cathy advised that immediate electronic discharge letters (a key priority) were currently being piloted in  5 health boards and the role of the eHealth team was to provide the technology to support this rather than provide a new system that all boards had to use.  
19. Members were asked if there were other eHealth priority areas they felt were important at this stage, these included:

· Audit staff being able to access and input information;
· Waiting times modules for tracking cancer patients and the links to multi disciplinary team meetings
· Teleconferencing and infrastructure to support telemedicine (NSS had been tasked with this);
· Hospice access to electronic systems as hospices were often outwith the NHS.
20. Peter King, then updated the group of the work he had been leading.  Paper 09/36b provided an overview of his objectives and work to date.  He felt that lines of communication around eHealth, in particular between regions, had improved and highlighted the eCase initiative underway between NoSCAN and WoSCAN (with SCAN also being cited on this work).  SCT members endorsed this as an important piece of work which would help to improve outcome data in the future.  
21. Next steps were to identify the key areas of work for cancer eHealth so that SCT can take a view on prioritising these at a future meeting.   Peter advised he had been invited to the November meeting of the Clinical Change Leadership Group (see previous reference point 13) so it would be helpful to have an agreed priority list to present to that forum.








Action: PMK

22. Members discussed the requirement for a cancer eHealth sub group and felt at present this was not needed as communication channels had now been put in place between relevant groups.  However a reference group may be helpful to test ideas and gather information.  Peter was asked by Aileen Keel to maintain an overview of cancer eHealth work and act as a conduit for information so that any issues arising relating to this or identification of excellent practice anywhere can be shared.








Action: PMK    

SCOTTISH GOVERNMENT QUALITY STRATEGY
23. Jill Vickerman outlined this work and drew everyone’s attention to the quality leaflet they had been sent the link to,
http://www.scotland.gov.uk/Publications/2009/06/15093408/1
This work was in its early stages and had been formally announced at the recent NHS event.  The ambition now is to have a more detailed conversation about quality and to make sense about the current quality “landscape”, and how work already underway can be used to support clinicians and staff to deliver quality healthcare.  In order to achieve this it will be important to understand what quality healthcare means to patients/service users.
24. There is recognition that there is already a great deal of work ongoing in the area of quality.  The challenge is how to bring all of these existing building blocks together and prioritise some of this activity to maximise its impact.  The current challenging climate presents a timely opportunity to streamline this work.  Drawing on the outcomes from the Better Together Programme and also existing evidence, both international and UK wide, should also help to provide an evidence base for this work. 
25. This wider approach to quality was welcomed by members but with the caveats that this should not be viewed as an “add on” to existing work, and that the outcomes should not be used as a performance management tool. Jill reiterated the aim is to create a ‘golden thread’ between existing work rather than adding another layer.  She also felt that the patient safety programme would offer some key learning points that could underpin this work.

26. Jennifer Armstrong was keen that, in developing a national approach to quality, local and regional elements are not lost.  The framework will need to be able to articulate to what quality means at different levels, i.e. national, regional and local.

27. Jill concluded by stating she would be happy for any further comments from SCT members and these could be forwarded to the cancer policy team.








Action: All

Cathy Kelly left the meeting at this point.
NATIONAL CANCER QUALITY STEERING GROUP (NCQSG)
28. Bob Masterton highlighted the quality group had met once and were due to meet again on 21 July, where the outstanding responsibilities and timescales within the work plan (SCT 09/37) would be agreed.

29. Bob and Jennifer Armstrong had recently met with NHS QIS senior staff team, who had been very receptive of the cancer quality agenda and were keen to align their cancer work plan with that of the NCQSG, particularly around developing quality indicators for urology cancers.

30. Aileen Keel questioned whether action 71 in the work plan was achievable – ‘Ensure by 2010, all tumour networks take part in national audit and agree a governance framework with RCAGs and their constituent boards about how the results of these audits are acted upon locally’.   Bob Masterton felt that it may be too ambitious but pointed out that good progress was already being made, in particular around the governance framework.  
31.  Jennifer Armstrong felt that the governance framework was key to the audit work and ensure that results were acted on.  She and Rachael Dunk were working on developing this framework for NCQSG.
[Secretariat note: At the NCQSG meeting members were advised that NHS QIS were also undertaking work on around governance frameworks, therefore this will be developed jointly with them.] 

32. Jill Vickerman requested that the relationship between the overarching quality strategy and the NCQSG should be clearly articulated within the NCQSG work plan and Bob agreed with this.








Action: NCQSG

CANCER CLINICAL AUDIT – BASELINE SUMMARY REPORT
33. SCT paper 09/38 summarised the results of the two audit mapping questionnaires which were sent out under the auspices of the NCQSG, and which Evelyn Thomson had collated.  Members agreed that the paper gave an excellent overview of current audit activity and what the overarching priorities were for clinicians.  
34. Alan Rodger was surprised there were no national data sets for cervical and endometrial cancers.  Bob Masterton stated this was exactly what the NCQSG were trying to achieve – filling gaps to sort this. Data set development had grown in an ad hoc and uncoordinated manner over the years. The NCQSG brings all of the stakeholders together, so that in the future work programmes will be coherent and complement one another rather than for example, by avoiding data sets being developed before standards.  By taking a step back from previous practice a more streamlined structured approach will be possible, but this means, that not all tumour groups will be able to take part in national audits by 2010.  

35. Bob Masterton also felt it was crucially important for lead cancer clinicians to be involved in the overall process, and this is why communication was key to the work of NCQSG’s.
IMPROVEMENT AND SUPPORT TEAM UPDATE

36. Paper 09/39 was provided for members’ information as an update to the ongoing work being led and supported by the Improvement and Support Team.  Aileen Keel asked members if they had any questions or comments directly to the Improvement and Support team, who had been unable to attend today’s meeting.

37. Richard Carey commented on actions 72 and 73 – surrounding the two new waiting times targets – and pointed out there may well be difficulties in the early stages following introduction.   Past experience with other targets demonstrated that it would not be realistic to expect Boards to meet the new targets immediately.   Aileen Keel agreed and said that this points would be fed back to the team as a matter of urgency.







Action: RD  

SMC/MTA APPROVED DRUGS PROCESS

38. SCT paper 09/40 summarised the work to date for SMC/MTA approved cancer drugs with an outline of proposed next steps.  Members were asked for initial comments on the draft to date, these included:
· There needs to be clear delineation between national/regional and local responsibility so it is clear where accountability lies

· There needs to be absolute clarity of process

· Heamato-oncology is one of the more challenging areas in relation to introduction of SMC/MTA approved drugs
· The work should support Boards and regions to take a standardised approach to the introduction of these new drugs, but in a manner which take account of and allows for local circumstances.

39. Members were asked to provide further comments on the draft to Rachael Dunk (by 19 August) and were reminded the regional aspect to provision of SMC/MTA approved cancer drugs needs to be clearly articulated in the guidance, whilst allowing explainable variation.  The paper would also be discussed at the Chemotherapy Advisory Group for their comments next week. 







Action: All 

[Secretariat note: Following discussion with the Head of Health Quality and Safety it is unlikely the regional process will form part of the CEL due to be published later this summer as indicated in the final point of the paper. The focus of the CEL is a broad framework of principles that can be applied at any level.  This work may be circulated as a CMO letter although final method of dissemination can be determined once the process is clearly articulated and agreed by stakeholders].

SCOTTISH RADIOTHERAPY ADVISORY GROUP (SRAG)
40. Alan Rodger highlighted the issues arising from SRAGs last meeting in June. Agreeing membership was proving to be difficult and despite agreement that it should include 3 representatives from each cancer centres in key disciplines and one regional representative, some areas were still putting forward and requesting additional members.  Rachael Dunk requested that the decision by SRAG on membership was ratified by SCT and that this should draw a line under these discussions.  Members agreed with this suggestion.


Action: SJG to invite SRAG members as agreed at last meeting
41. Alan outlined the capacity and demand work being undertaken by SRAG and the fact that an early look at the data was quite alarming, however he advised that Information Services Division (ISD) were revisiting the incidence data which underpins demand.  He also highlighted the fact that data from the centres and regions was not complete despite several requests.  He therefore sought agreement from SCT members that a letter be sent to regions emphasising the importance of this data for planning future capacity and pointing out that it is required to ensure capital funding continues to be available for replacement or any additional machines that may be required in the future.  Members agreed it is vitally important that data is made available to inform this work.







Action: AR/SJG  
42. With regard to in vivo dosimetry this has made some progress and systems are being piloted in Aberdeen/Glasgow/Edinburgh.  As such SRAG will consider this further before formal presentation to SCT. 

43. Brachytherapy continued to be an ongoing issue for NoSCAN, however Peter Gent advised he was meeting Richard Carey on 10 July to discuss some possible solutions to this.  Alan Rodger requested he be advised of the outcome of these discussions.











Action: RC/PG

CHEMOTHERAPY ADVISORY GROUP (CAG)
44.  CAG had not met since the last SCT but members agreed to ratify the draft work plan (SCT paper 09/41), subject to any final amendments raised by CAG members on 13 July (their next meeting). 
45.  Mike Cornbleet felt a significant piece of work for the group to take forward was that relating to the NCEPOD report and the implications of this for Scotland.  ISD had provided some Scottish data that would be discussed in detail at the 13 July meeting and a clear plan made for next steps.  

46. Aileen Keel outlined the work of other national groups, for example, SASM who considered all deaths within 30 days of surgery.  This might be of relevance for the NCEPOD work which CAG are taking forward.  She agreed to discuss the process further with SGHD colleagues to agree how best to progress this work.







Action: AK/JA
NEW TECHNOLOGIES AND INTERVENTIONAL PROCEDURES PROGRAMME UPDATE
47. Jennifer Armstrong outlined SCT paper 09/42 which provided an update on previous discussions at SCT on this issue.  The paper proposed a model for taking the work forward and NHS QIS have agreed to lead this.  Members agreed that compliance with the previous HDL for interventional procedures was not necessarily being followed uniformly across NHSScotland and that maintaining a register of procedures would be very valuable.





Action: JA to feedback to NHS QIS   

SCREENING UPDATE – CANCER

48. Tracy McKen provided an update on screening programmes and also feedback from the recent National Screening Committee (NSC) meeting, including:

· Based on current evidence the NSC had not agreed to a national screening programme for prostate screening.

· Further studies on prostate screening were due to report next year.

· The Prostate Cancer Risk Management Pack had been updated and was being circulated in England in the near future.  Scotland were aware of this process and were planning to do something similar in August/September.

· Cervical screening: The English Cervical Cancer Group had reviewed the age range for screening and confirmed it would be remain at start age of 25. Scotland were due to review the limits in the near future. 

· Breast screening: Roll out of 2 views work was progressing.

· Bowel screening: Programme remains on target for full roll out and is due to be completed by the end of December 2009.

49. Statistics were due to be published in August for all of the screening programmes and for the first time will include bowel screening statistics as well.

TISSUE BANK  UPDATE

50. John Davies introduced the preliminary work (SCT paper 09/43) for establishing a national tissue bank.  A group will be established, supported by the Chief Scientist Office, although John will report progress to SCT.  The work will utilise local histopathology laboratories to produce paraffin embedded material which will then be made available to the 4 bio banks already in the country.  The group first meets in August and John agreed to bring its work plan to the next SCT meeting for agreement.



Action: JD   

LIVING WITH CANCER GROUP

51. Bill O Neill updated the group on the agenda setting ‘World Café’ style event being planned for 20 August, and advised that a flyer will be circulated either later this week or early next week.  The event is primarily aimed at patients, their families and carers.  A report of the event will be taken to the next Living with Cancer Group meeting and priorities from this agreed. 





Action: SJG to circulate flyer
CANCER PREVENTION
52. SCT Members had been invited to a cancer prevention meeting on 18 August, (invitation had been circulated earlier this week).
TNM CLASSIFICATION
53. Evelyn Thomson raised this issue which had been brought to her attention by one of the clinical leads in the West of Scotland.  A new TNM system is being introduced and Evelyn was keen to hear others’ views on how it can be introduced consistently.  It appeared not all members were aware of this so Evelyn was asked to bring further information to the next SCT.








Action: ET 

CHARGING OF PATIENTS FOR DENTAL WORK

54. John Davies highlighted the fact that cancer patients requiring dental work as part of their treatment plan (for example head/neck patients) had to pay for this if they were an out patient.  However for inpatients treatment was free.  Members agreed this needed to be investigated further and Aileen Keel would discuss this with the Chief Dental Officer.








Action: AK/CDO 

PRESENTATION FROM JOHN DAVIES

55. Over lunch John Davies provided SCT members with an overview of his recent sabbatical to Australia and compared/contrasted Scotland to Victoria, Australia.  
NEXT MEETING

16 October, 10-1, Scottish Health Service Centre
Cancer Strategies

August 2009
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