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CANCER PLANNING FRAMEWORK 2013-16 

 

NATIONAL CONTEXT & TARGETS  
It is recognised nationally that over the past 20 years enormous progress has been made in 
both the detection and treatment of cancers.  Detection, and awareness of possible cancer 
symptoms, has been the subject of many national health campaigns in recent years across 
Scotland.  This, overlaid with increased public awareness of contributory and risk factors, such 
as smoking, diet and exercise, alcohol, sun exposure, have heightened public awareness and 
knowledge around many of the common cancer types.     
Treating cancer early has vastly improved due in part screening programs for breast, colorectal 
and cervical cancers.  NHS access targets have also enabled rapid diagnostic and treatment 
pathways allowing patients to commence specialist treatment rapidly.  Advancements in 
surgical, medical and radiation treatments also give clinical teams considerably more options for 
radically treating the disease.  
However, approximately 30,000 people in Scotland are told they have cancer every year and 
trends predict that numbers are likely to rise to almost 35,000 by 2020.  This increase is largely 
due to the increasing population and life expectancy.  Cancer remains the second most 
common cause of death and smoking remains the single largest preventable cause of cancers. 
It causes about 90% of lung cancer and is responsible for over a quarter of all cancers.  Three 
modifiable risk factors: obesity, alcohol consumption and poor diet account for about 42% of 
breast cancers that might otherwise be avoided.  Colorectal cancer incidence increased by 
about 30% between 1970s and early 1990s. Red meat increases the risk of colorectal cancer by 
15% for every 50g/day consumed; every unit of alcohol increases the risk by about 9% and 
each extra inch of waist circumference increases risk by 5%.  Malignant melanoma is caused by 
ultraviolet light exposure, principally from sunlight and sun beds and childhood sun exposure. 
Co-morbidities, in particular those due to smoking, alcohol, poor diet, obesity and 
socioeconomic deprivation, are likely to influence patients’ survival directly and through their 
fitness to receive optimal cancer treatment.  In addition, patients who present with cancer at an 
advanced stage are less amenable to treatment, and have poorer survival outcomes, often 
resulting in more complex interventions with greater associated costs.  More positively, over the 
last two decades, almost all cancers have shown improvement in survival five years after 
diagnosis.  The key message of the national Detecting Cancer Early Programme is therefore 
‘the earlier the better’ cancer is detected. 
The Better Cancer Care: An Action Plan, published by the Scottish Government Health 
Department (SGHD) 2008 underpins national and local planning and policy development.  In 
addition, the SGHD’s Detecting Cancer Early Initiative (DCE) 2011 introduces a new HEAT 
target ‘to increase by 25% the proportion of patients diagnosed and treated when their cancer is 
at the earliest stage’, focussing on the stage of the disease at which treatment is provided and 
commencing with breast, colorectal and lung cancers.   
Current around 86% of cancers are under performance guarantee across Scotland.  Scoping 
work has been undertaken in last 18 months to look at the potential to increase these access 
targets to cover some of the rarer tumour groups (Sarcoma, Neurology, Mesothelioma, 
Endometrial, Thyroid, Squamous Cell Carcinoma of the skin, and Myeloma). A series of audit 
are underway looking at the performance of each tumour group in turn.  
There are two further distinct programmes currently underway from a national perspective. 
These are the introduction of Quality Performance Indicators (QPI) across the main tumour 
groups, and the Cancer Modernisation Programme.  The quality performance indicators will 
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allow services to review key element of the patients care from a standardised and defined set of 
quality performance criteria.  The QPIs are being developed nationally and the initial indicators 
for renal and breast will be measured from January 2012 onwards.  
The Cancer Modernisation Programme has also allocated funding to three distinct work flows: 
Radiotherapy Capacity, Acute Oncology and Surgical Oncology. NHS Boards have received 
funding allocations to take forward various initiatives under the three categories and pilot 
improvements over a period of 24 months. 
 
LOCAL CONTEXT 
The West of Scotland Cancer Surveillance Report (2011) highlights that cancers are the second 
most common cause of death among Greater Glasgow and Clyde residents.  Despite the good 
progress made over recent years, the population continues to face significant health challenges.  
It has shorter life expectancy than the rest of Scotland and indeed many parts of Europe.  There 
are however, markedly higher levels of deprivation in parts of the West of Scotland, resulting in 
an associated impact on health. Residents are experiencing some of the widest variations in 
health between the affluent and poor in society and there is a significant increase in obesity and 
alcohol related problems.  The population is ageing, but this is happening at different rates.  The 
inequalities and poor health in the population drive high levels of hospital admissions, GP 
consultations and the use of a wide range of other services, with particular pressures in 
emergency care services. 
There are a number of factors that individually or collectively to contribute to these variances 
including genetics; awareness and understanding; lifestyle behaviours; screening uptake; and 
treatment.  Evidence suggests these inequalities impact greatly on people from lower 
socioeconomic status; those adopting poor lifestyle behaviours; those from black and minority 
ethnic communities; people with learning disabilities; lesbian, gay, bisexual, transgender (LGBT) 
communities; and those living in remote geographical locations.  Action is required if variances 
within NHSGGC are to be brought into line with other Northern European countries and the US. 
The NHSGGC Cancer Services Steering Group (CSSG) oversees the strategic development, 
delivery and performance management of the whole system cancer planning. The CSSG has 
links to national, regional and local planning forums. It has a Quality and Improvement Sub-
Group, and an interface with Primary Care ensuring a cancer planning focus across Acute and 
CHCP/Primary Care Boundaries. The CSSG assumes responsibility for the development and 
updating of the Cancer Planning Framework 2013/16, the Cancer Plan 2010/13 and the Detect 
Cancer Early Health Improvement Strategy 2012/15. 
 
The NHS Greater Glasgow & Clyde DETECT CANCER EARLY HEALTH IMPROVEMENT 
STRATEGY (2012 to 2015) sets out NHSGGC’s Strategic Objectives to deliver the vision that: 

‘Greater Glasgow and Clyde residents and staff adopt a healthy lifestyle to 
reduce the risk of developing cancer and to improve outcomes for those who 

live with the disease’ “You can do it – We can help”. 

The Strategy focuses on the changeable determinants of cancer and provide clarity and co-
ordinate efforts to prevent and detect cancer. This strategy applies to prevention, as well as 
survivorship for people living with cancer. 
The Cancer Plan 2010/13 outlines the detailed priorities, actions and outcomes for NHSGGC.  
NHSGGC provides specialist cancer services on a national, regional and local level, which 
covers a population of more than 1.2 million for NHS Greater Glasgow & Clyde (NHSGGC) and 
extending on a West of Scotland basis to more than half of Scotland’s population. These span 
promotion, prevention, referral to diagnosis, treatment, care and after care spectrum of services 
across primary, community and secondary care settings. To ensure that our services meet the 
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needs of that extended population joint planning arrangements are in place with our partner 
West of Scotland Health Boards. 
Much progress has been made in the past three years, particularly around access targets.  
GG&C has consistently achieved 95% or above in the last two years for the current cancer 
performance access targets (62 and 31 days). 
The Board, in conjunction with the Region and SGHD, have actively progressed future planning 
assumptions for radiotherapy capacity across the central belt.  A business case is currently 
being developed to assess the viability of a satellite cancer centre in West Central Scotland. 
In terms of Chemotherapy delivery, NHSGG&C has achieved compliance with HDL 27 (2005) 
Chemotherapy standards.  Focus in the area of chemotherapy delivery is moving towards the 
implementation of an Acute Oncology Service, similar to the models in NHS England, taking 
cognisance of the NCEPOD report in 2008 reviewing the care of patients who died within 30 
days of receiving systemic anti-cancer therapy. 
 
WORKFORCE ISSUES 
Work will need to be undertaken to ensure the specialist health improvement and public health 
workforce have the required  knowledge, skills and time to work with organisations across the 
public, independent and voluntary sector to optimise their role in delivering the cancer health 
improvement and prevention agenda.  Much of the cancer promotion/prevention work focusses 
on children, young people and families, but there remains a need to consider health promotion 
and prevention across the life span.   
Strategies need to be developed and implemented to secure engagement of staff across 
NHSGGC workforce in positive lifestyle behaviours and taking up screening opportunities.  
Furthermore, the organisation needs to better equip staff with the necessary knowledge and 
skills to become cancer health improvement role models and agents of change. 
Work is being progressed to examine efficiencies in services, including planned national 
benchmarking of services, as well as determining aspects of the patient journey which could be 
more efficiently managed in the primary care setting.  Areas such as follow-up, community 
monitoring of disease progression in specific tumour groups, pre chemotherapy blood testing 
and referral education are currently being considered. A number of initiatives are also being 
progressed in relation to BWoSCC workforce modelling, including: 
 the impacts of medical staffing numbers by 2015 
 assessment of the role of therapist radiographers in light of the potential reduction in medical 

staffing time 
 assessing the advantage of utilising Advanced and Consultant Radiographers 
 further evaluation of general radiography to assess if the 4 tier structure could legitimately 

reduce staffing costs 
 assessing the role of Clinical Nurse Specialists within the Centre 
 Skills Mix Pilot Programme Board is taking forward training nursing auxiliary staff to take on 

enhanced responsibilities 
 remodelling internal administration support. The implementation of the PMS may provide 

further opportunities for service redesign  
 evaluating chemotherapy and radiotherapy capacity at the Beatson West of Scotland Cancer 

Centre. 
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FINANCE ISSUES  
Over the next three year period, there are a number of infrastructure programmes that are 
planned and/or underway.  The Capital replacement programme for Linear Accelerators across 
Scotland is agreed, and will ensure that state of the art technology is in place for this cancer 
treatment modality. Further work is currently underway to assess options for a West of Scotland 
Satellite Radiotherapy Centre.  It is anticipated that a fully costed business will be completed by 
the end of financial year 2012/13. This will then go forward for further consideration by the 
Regional Planning Group. It is likely that it would take around 3 years for any build to be 
commissioned from the point at which the business case is approved. 
The opening of the New South Glasgow Hospital (NSGH) marks a key milestone in the 
development of surgical services in general and in cancer surgery in particular.  Surgical cancer 
services are currently offered on a number of sites and coordinated across GGC via Multi 
Disciplinary Teams. This mechanism mitigates against the physical dislocation by close 
networking but evidence shows that better outcomes are often achieved with increased volume 
on a fewer number of sites.  The 2015 vision for surgical services in accordance with the extant 
Acute Services Review (CSR), sees the centralisation of Urology and ENT cancer cases in the 
NSGH.  The opportunity for  better outcomes by centralisation of these services at NSGH will 
enable the shared expertise, close team working and fast access to diagnostic facilities required 
for cutting edge cancer surgery. The final detail of the location and split of General Surgical 
cancer surgery will be shaped by the outcome of the Clinical Services Review (CSR) due for 
publication next year, however the overarching principles of centralisation to achieve better 
quality outcomes will be applied. 
Although there is a degree of uncertainty, there are likely to be a number of emerging 
medicines/indications that will have significant budgetary implications.  The majority of new 
medicines are for the treatment of cancer. Medicines are included in the plan using the 
information from SMC ‘Forward Look’ document as a starting point and then applying local 
intelligence. Historically there are usually around 20-30 new medicines/indications for 
consideration – these will range in individual patient cost, scale of anticipated uptake and overall 
budget impact. It is recognised that some medicines may fail to achieve marketing 
authorisation, slip in terms of timescale, or fail to demonstrate cost-effectiveness to SMC in 
which case there will be no budget impact for 2013/14. Others will come to fruition within this 
timescale but the initial assumptions may require revision for example, patient numbers, cost 
per patient, timescale for introduction, likely displaced therapies.  
In addition, it may be necessary to make provision for selected medicines currently not 
recommended by SMC but which, if successfully resubmitted, the Board would be expected to 
introduce to clinical practice.  There is some risk attached to this approach but it has proved 
prudent in previous years to include for example new medicines in melanoma that may be given 
such consideration for 2013/14. 
There are medicines introduced during 2012/13 for which the full financial impact has yet to be 
experienced. This includes Abiraterone for prostate cancer, Fingolimod for MS, Fidaxomicin for 
C difficile infection. As some local experience will have been gained with these medicines there 
would be increased confidence in the accuracy of predictions for use in 2013/14. 
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EARLY INTERVENTION AND PREVENTING ILL-HEALTH 
 
 A plethora of international research clearly demonstrates that much of the suffering and death from cancer could be prevented by 

more systematic efforts to reduce tobacco use, improve diet and physical activity, reduce obesity, and expand the use of 
established screening tests 

 Tobacco use remains the single largest preventable cause of disease and premature death and the majority of smokers become 
addicted to tobacco before they are legally old enough to buy cigarettes. The opportunity to prevent diseases caused by smoking 
is greatest when smokers quit early and population surveys (Scotland & GGC) indicate that a significant majority of people want to 
quit 

 Obesity, physical inactivity, and poor nutrition are major risk factors for cancer, second only to tobacco use.  Maintaining a healthy 
weight, staying physically active throughout life, and consuming a healthy diet can substantially reduce a person’s lifetime risk of 
developing or dying from cancer. Research indicates that interventions are required to support individual choice, as well as 
community action to create a supportive physical and social environment. Community action can involve employer led health 
promotion programmes; health and social care professionals supporting patients on effective lifestyle behaviours; community 
leaders creating safe, enjoyable, and accessible environments for physical activity and affordable, healthy foods in schools, 
communities and worksites; and local councils developing policy and regulation that impact across different settings. 

Early detection of bowel, breast, and cervical cancer through screening can improve survival and decrease mortality by detecting 
cancer at an early stage when treatment is more effective.  In addition to detecting cancer early, screening for colorectal or cervical 

cancers can identify and result in the removal of precancerous abnormalities, preventing cancer altogether. 
EARLY INTERVENTION AND PREVENTING ILL-HEALTH 

OUTCOMES CHANGE OR DEVELOPMENT REQUIRED MEASURES 
 
Increase population awareness and 
uptake of cancer prevention messages, 
interventions and services: 
 Promote and support positive 

population health and well-being 
and prevent and/or minimise the 
risk factors that contribute to 

Deliver and/or support others to deliver public 
health campaigns relating to cancer prevention 

 Achieve comparable cancer incidence 
rates with the lowest European quartile by 
2015 

 
 Uptake of and outcome from behaviour 

change interventions across a range of 
settings. HEAT Targets & Standards and 
other targets 

Support local councils and other organisations 
to develop healthy public policies and 
regulations that impact across different settings 
Commission and/or deliver a range of health 
improvement programmes/interventions 
including for smoking, alcohol physical activity, 
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developing cancer 
 
 Detect cancer earlier for Breast, 

Lung and Colorectal (more 
treatable), particularly reducing 
variation in referral patterns 
amongst GP practices 

 
 Improve the health and well-being 

of the NHSGGC workforce 

nutrition across acute, primary care, community 
and particularly focussing on deprived 
communities and vulnerable groups 

- Smoking quit rates 
- Child Healthy Weight 
- ABI 
- Breast feeding rates 
- Screening targets (Bowel, Breast, 

cervical) 
- DCE HEAT Targets for breast, 

colorectal and lung cancers 
- Hepatitis C screening uptake 
- HPV uptake rates 
- RTT targets 
- Variance in uptake by social class 

and protected characteristics 
 
 Healthy Working Lives accreditation 
 
 Uptake of and outcomes achieved from 

financial inclusion and employability 
interventions/services 

 
 Referral pathway guidance to diagnostics, 

treatment and care produced and 
disseminated to primary care workforce 
(Not sure this is the right outcome, think 
the outcome should be that use of referral 
pathway guidance  demonstrates referral 
best practice to ensure early 
diagnosis/detection?) 

 
 Voluntary Sector contracts in place 

incorporating service specifications, 
expected outcomes and performance 
measures 

Support those in greatest need though 
improving the uptake of services to address life  
circumstances including income maximisation 
and employability opportunities 
Build community capacity to support 
communities to become more empowered, 
resilient and engaged in health improvement 
Utilise social marketing opportunities and 
deliver targeted interventions to increase 
awareness and understanding of early 
symptoms of cancer among the general 
population and target groups and communities 
Increased awareness and understanding in 
primary care of  early  tests and referral 
pathways through liaising with primary care 
staff to share care pathways information 
Develop relationships and/or contracts with 
relevant voluntary sector organisations to 
deliver key messages and services relating to 
cancer prevention, treatment and care 
Increase NHSGGC Staff awareness of the 
impact of lifestyle factors on cancer risk and 
understanding of early symptoms of cancer 
Implement and continue to monitor Bowel, 
Breast (including two-View digital 
mammography service) and Cervical Screening 
Increase the numbers of NHSGGC staff 
engaged in positive lifestyle activities, 
participating in workplace health improvement  
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programmes and attending screening services  Brief interventions and prompts to 
screening at Occupational Health re cancer 
risk factors 

 
 Uptake by staff of ‘Raising the Issue’ and 

other Health Improvement training 
programmes 

 
 Network of Health Champions established 

 
 Health Improvement Strategies & action 

plans developed and implemented 

Increased numbers of  NHSGGC staff feel 
empowered to be  Cancer HI role models and 
to act as agents of change 
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IMPROVING QUALITY EFFICIENCY AND EFFECTIVENESS 
 NHSGGC makes a significant investment every year in the delivery of cancer care across primary, community, acute and tertiary 

services. As demand continues to expand and new opportunities emerge, it is incumbent on the Board to deliver the range and 
quality of services required to meet the needs of their local populations and to make best possible use of the available resources. 

 To achieve quality assurance, cancer services need to keep abreast of clinical and technological developments; understand and 
address variations in clinical practice; apply the learning from clinical audit; and comply with agreed clinical protocols and Scottish 
Intercollegiate Guidelines Network ( SIGN) clinical guidelines for specific tumour types. 

 The Cancer Networks have proved extremely valuable in implementing the actions set out in Cancer in Scotland: Action for 
Change, clarifying the complexities of clinical pathways and service delivery and supporting continuing qualitative improvements in 
the delivery of care 

 The views and experiences of carers informs service changes and developments as part of the “Better Together” programme. 
Patient experiences provides a better understanding of the barriers that prevent cancer services from delivering the most effective 
and appropriate care for communities. 

 NHSGGC Cancer Services also take account of the Scottish Health Council Participation Standard (published in 2009), the 
Healthcare Strategy for NHS Scotland (2010) and the work of the National Quality Steering Group set up under the auspices of the 
Scottish Cancer Task Force 

 

Improving quality efficiency and effectiveness 

OUTCOMES CHANGE OR DEVELOPMENT REQUIRED MEASURES 
Patients with cancer experience high 
quality services which are safe, 
effective and efficient: 
 
 Effective planning systems in 

place 
 
 Clinical audits undertaken and 

findings acted upon 

Embed CPORT – (Chemotherapy Planning 
Online Tool) 
Embed CEPAS (RCAG) 
Embed R-Port Glasgow and Edinburgh to pilot 
this year 

 Project Commissioning/Implementation Plan 
 Outcome of pilots 

Continue to develop joint planning 
arrangements across NHSGGC and robust 
links at national and regional levels. 

 RCAG, WOSCAN, SCT: frameworks and 
joint work plans in place 

 Equity of standardised care 
Continue to develop the Cancer Steering  Cancer Plan Developed 
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 Service sustainability plans in 

place 

Group and its sub-groups in order to improve 
cancer planning, communications/joint working 
between primary and secondary care and 
share best practice. 

 Cancer Plan Action Plan 
 Quality Action Plan 
 Clinical Lead Action Plan 

Put in place single system protocols 
Work to develop integrated, streamlined care 
pathways 
Continue to make progress pathways for acute 
specialty services: 
Breast, Head & Neck, ENT, Haematology, 
Lung Cancer, Upper GI, Urology etc. 

 Pathways developed subject to EQIA 
 Infection Control Standards 
 Equity of pathways 
 QIS Standards for endoscopy 
 Carry out a national survey of the patient 

experience of their cancer care 

Continue to implement the recommendations 
from the RCAG FRMC report (October 2008): 
Review: Phase 1 – Gap analysis, Phase 2 – 
Review of Strategy, Phase 3 – Review of 
MDTs, Phase 4 – Follow-up, Phase 5 – 
Radiotherapy 

Monitored against FRMC 
Recommendations 
RCAG 

Develop IT systems, fit for purpose across the 
system to support the delivery of cancer services. 

QIS Cancer Core Standards 

Take forward agreed service specialty 
developments within the GGC Cancer Plan 

 Cancer Plan performance process/action 
plan 

 Monitor capacity and demand 
 Patient views 

Deliver and review Patient Experience Programme National evaluation and Patient views 
Provide information and advice to carers and 
where appropriate involve older people and their 
carers in care planning and delivery 

 Patient and carers experience audits 
 Patients/carers participating in service 

planning groups 
Review and refine NHSGGC internal cancer audit 
reporting schedule, with clearly defined data items 
to be reported on for each tumour sites, including 
improved data quality and consistency; and ensure 
robust risk management and governance 
arrangements developed. 

 Evaluation of service 
 Clinical staff views 
 QIS Standards – Governance 
 CSG Quality Improvement Group Work Plan 
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Increase skills and capacity of workforce to 
undertake clinical audit 

Clinical Effectiveness Action Plans 

Patients with cancer have improved 
access to palliative care at the right 
time and in the right setting, and that 
meet or surpass the national 
standards 

Deliver better end of life care through Liverpool 
Care in all care settings and roll out through 
established NHSGGC plan  

Demonstrate through Audit LCP in place 
and being used appropriately in all care 
settings 

Track development in Communication,  
Advanced Care Planning and DNACPR for 
implementation in all care settings and 
implement agreed approaches across NHSGG 

Audit use of SPAR, DNACPR  and ACP 
over time in all care settings 
 
Further review of living and dying well 

Improve access to Psychological, social, 
emotional and spiritual needs across all care 
settings with partners in providing palliative 
care 

 Audit of DES  and LCP  
 Each CHCP/CHP has palliative care plan 

Ensure 24 hour support through Community 
nursing, Home care and other services such 
as equipment to support people as near to 
home for as long as possible 

 Part of ongoing audit 
 Each CHCP/CHP has palliative care 

Implementation plan 

Support all staff through appropriate training to 
support  patients who are dying and their 
carers through communication and 
competency in providing good quality care 
including pain management in all care settings 

 Monitor uptake of training through PDPs 
against sector plans, Acute, Community and 
Care Home 

 Patient/family feedback 
 Complaints feedback 
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TACKLING INEQUALITIES 
 The overall picture with regard to cancer morbidity and mortality is positive.  Death rates are falling and survival rates have 

improved for almost all of the twenty most commonly diagnosed cancers 
 Cancer Research UK advises there are considerable inequalities in cancer incidence and outcomes still exist between different 

social groups across the UK and Scotland specifically with the harder to reach groups having unmet need relating to information, 
support and cancer services.  Evidence suggests there are inequalities at each stage of the patient pathway, from information and 
advice through to end of life care. 

 Evidence suggests there are specific groups of people experiencing cancer inequalities:- 
- Socioeconomic status – incidence, mortality and survival is poorest in lower socioeconomic groups and the gap is widening. 

GG&C has some of the greatest levels of deprivation in Scotland 
- Black and minority ethnic communities - differences in lifestyle, language, culture resulting in poor uptake of prevention 

services 
- People with learning disabilities –experience higher incidence of particular cancer types and have poor access to preventative 

services  
- Geographical location – as a regional service, GGC serve people living in rural communities and research suggests these 

communities attend health services late which effects their treatment options and survival rates 
- Lesbian, gay, bisexual, transgender (LGBT) communities – Lifestyle is a significant contributing factor including higher than 

average levels of smoking, alcohol consumption and overweight.  Although the evidence is limited, it is estimated that around 
half of all cancers could be prevented by changes to lifestyle and there appear to exist unmet need within this group for 
information, support and health services. 

 People from deprived communities are less likely to access preventive care, including timely cancer screening and are more likely 
to be diagnosed at an advanced stage of cancer, when survival rates are much lower and treatment is more extensive and costly. 
These circumstances often result in poorer outcomes for these patients. 

 Multi-agency multifaceted approaches to cancer prevention, treatment and care are required to address some of the complex 
wider determinants of health that contribute to widening health inequalities. 
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Tackling inequalities 

OUTCOMES CHANGE OR DEVELOPMENT REQUIRED MEASURES 
Cancer health inequalities between 
deprived and non-deprived population 
are identified and action taken to 
reduce variances 

Address financial inclusion across all settings, 
including access to Welfare Benefits for cancer 
sufferers and carers 

Uptake of and outcomes achieved from 
financial inclusion and employability 
interventions/services 
Patient views 

Identify and address differential access issues 
to support planning, and to facilitate 
prioritisation of resources for the most deprived 
populations 

Benchmark health variances within and 
across CHCPs 

Identify and address differential access issues 
to support planning, and to facilitate 
prioritisation of resources for the most deprived 
populations 

Number determined for each service area 

Patients with cancer have equity of access 
and improved access to services in the 
right place at the right time: 
 
• For local and WoS - regional services, 

with timely information, diagnosis, 
treatment and 

• For rehabilitation services 
 

Continue to use electronic systems to support 
service delivery/local and regional services: 
SCI Gateway to improve vetting of referrals, 
e.g. E-Triage, E-Tertiary referrals and Inter-
hospital referrals 

 HEAT E7  
 Referral management Group action Plan 
 Undertake referral audits 

Develop relationships with voluntary and 
charitable organisations, e.g. Cancer Charities, 
support Groups, Cancer Coalition to deliver 
support to patients and families/carers 

Voluntary Sector contracts in place 
incorporating service specifications, 
expected outcomes and performance 
measures 

Delivery of cancer access targets. 
 
NHSGGC retrospective analysis of cancer 
types. 

HEAT Standard: A9 and A10 
National review for expansion of additional 
cancer types subject to performance review 

Implement the role of community pharmacy as 
lead care manager 

Determine benchmark target numbers 
Through Macmillan Pharmacy PC 
Demonstrator Project 
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Increase the availability of locally delivered day 
case/OP chemotherapy treatments on a 
regional basis 

Monitor Day case/OP activity vs. IP activity 

Repatriate patient management/treatments to 
appropriate local services as close to the patients 
home as possible including FRMC chemotherapy 
repatriation 

As above 
 

Implement Scottish Referral Guidelines - Cancer 
Pathways (2007/ 2009) across primary, community 
and secondary care, including streamlining cancer 
journey and review of Patient Pathways/System to 
remove bottlenecks. 

Referral Management Group Action Plan: 
Reduction and consolidation of pathways 
developed and implemented 
 
HEAT A9 – radiotherapy pathway 

 


