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1. Around a quarter of a million people are diagnosed with cancer in England each year.
All are anxious and face uncertainty. Many require several different tests to diagnose
their cancer accurately and then a combination of different treatments such as surgery,
radiotherapy and chemotherapy. Rapid access to high quality services and good
coordination between different parts of the NHS can save lives and improve patients’
quality of life.

The story of cancer

2. When I qualified as a doctor in the late 1970s, cancer was not a priority for
politicians, the NHS or the public – it was not a high profile issue like it is today.
Now, hardly a day goes by without an article in a newspaper related to cancer –
sometimes concerns, sometimes excitement about potential new treatments. Cancer
also regularly features as a health priority for the public in surveys and polls. This
shows how things have changed.

3. In the 1970s, the term cancer was often avoided – some patients might never be told
that they had cancer. This was partly because of a general view that there was little
that could be done for most cancer patients and little benefit in telling them they had
this condition – a diagnosis of cancer was often seen as a death sentence. Because of
the pessimism surrounding cancer, it was an area of medicine that many doctors did
not consider specialising in.

4. I was inspired to specialise as a cancer doctor by the late Professor Gordon Hamilton-
Fairley, one of the countries first medical oncologists – a doctor specialising in
chemotherapy. He was pioneering new approaches to chemotherapy in the early 1970s.

Cancer in numbers

l There were over 233,600 new cases of cancer in England in 2004.

l The four most common cancers – breast, lung, bowel and prostate – accounted for
just over half of these new cases of cancer (excluding non-melanoma skin cancer).

l Breast cancer accounted for 32% of cancer cases among women.

l Prostate cancer accounted for 25% of cancer cases among men.

l Cancer is predominantly a disease of the elderly – only 0.5% of cases registered in
2004 were in children (aged under 15) and only 26% were in people aged under 60.

l It is estimated that there will be a 16% increase in new cancer cases over the next 10
years – resulting in over 283,000 new cases of cancer per annum in England by 2016.
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5. When I started working in the field of cancer many scientific advances we take for
granted now were still new or not yet available. For example:

a. our ability to diagnose the extent or spread of a cancer was very limited – CT
scanning was only just being introduced and neither MRI nor PET scanning were
yet on the horizon – this impacted on the treatments that a patient could be
offered;

b. screening for common cancers, such as breast cancer were still a long way off –
now we know that around a third of breast cancers are picked up by screening,
many when they are still small and easily treatable; 

c. surgery was, and still is, the mainstay of treatment for most cancers, but was
much less successful then than nowadays; 

d. radiotherapy (the use of radiation to kill cancer cells) was relatively well
established but the equipment was far less sophisticated than it is now – today the
beam of radiotherapy can be shaped much more precisely to give the right dose to
the cancer and minimise damage to normal tissues surrounding the cancer;

e. chemotherapy (the use of drugs to treat cancer) was only in its infancy being used
on a very limited number of cancers – now it features as a key component in the
treatment of many cancers both as a potential cure and, for incurable cancers, as a
means to lengthen life and relieve some symptoms.

6. As a consequence of all these factors, outcomes for patients were a lot worse then than
they are now across a range of cancers. Even in the late 1980s and early 1990s, the
UK compared unfavourably against other Western European countries in terms of
cancer survival rates. 

7. The wake up call on cancer came from the chief medical officers for England and
Wales in the mid 1990s. They issued, what is commonly referred to as, the Calman-
Hine Report in 1995 – this focused attention on cancer at a national level for the first
time and set out the importance of cancer patients receiving good quality services no
matter where they lived. 

8. The messages in this report were built on and expanded on by the NHS Cancer Plan
in 2000 – the first time any UK government had issued a comprehensive plan to
tackle cancer. The Cancer Plan was supported by a series of reports referred to as
improving outcomes guidance. This series of reports was started by the Department of
Health in the late 1990s and recently completed by the National Institute for Health
and Clinical Excellence (NICE) – it provides recommendations on how services for
different types of cancer should be organised to deliver the best results for patients. It
has been written after considering all the research evidence available on the subject. 



9. Over the past decade a lot of progress has been made and results are improving.

10. The pessimistic view of the 1970s and 1980s about cancer is much less common.
A large and effective movement to fight cancer is now well underway. Concerted
efforts have been made by government, clinicians, NHS managers, charities and
patient groups. 

Real improvements in cancer services

Better waiting times

l Over 99% of people with suspected cancer are now seen by a specialist within two
weeks of being urgently referred by their GP.

l Over 99% of patients with cancer are receiving their first treatment within one
month of diagnosis. 

l Over 96% of patients with cancer are receiving their first treatment within two
months of being urgently referred by their GP.

More staff

l Since 1997 there has been a 49% increase in the number of cancer specialists.

More equipment 

l Some £520 million of central funding has been invested in new and replacement
equipment for the NHS since April 2000, for example:

– 158 new MRI scanners

– 231 CT scanners

– 144 linear accelerators (machines that give radiotherapy)

– Over 730 items of breast screening equipment.

l This means that 82% of MRI scanners, 81% of CT scanners and 76% of linear
accelerators now in use in the NHS are new since January 2000. 

More opportunities to join clinical trials

l In 2005/06 over 28,600 cancer patients in England entered clinical trials.

l The number of cancer patients entering clinical trials in England has more than tripled
in the last five years – this is the highest national per capita rate of cancer trial
participation in the world.

Reasons for optimism in cancer services 

l Cancer mortality in those under 75 has fallen by nearly 16% in the last seven years. 

l For most cancers, survival has been improving steadily over the last 30 years.
For example:

l 80% of women diagnosed with breast cancer today will now survive for at least five
years compared to 50% in the 1970s

l 50% of patients with colon (bowel) cancer today will survive for at least five years
compared to 26% in the 1970s. 

Improvements in survival are due to several factors such as screening, earlier diagnosis
and better treatment but more needs to be done. 
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11. No single factor accounts for the progress and there is still much more to do – but I
would highlight five key areas where configuration of services has played, and will
continue to play, a key role in improving cancer services for patients:

a. better co-ordination of care – team working & cancer networks;

b. centralisation of complex services – more specialisation;

c. moving some services closer to patients – more convenience;

d. adapting the roles of different staff – more flexibility; 

e. using hospital beds better – reinvesting savings in other areas of cancer care.

Better co-ordination of care – team working & cancer networks

12. Cancer is not just one disease – there are around 200 different types of cancer.
Some are common such as breast cancer where there are over 37,000 new cases in
England each year. Some are less common such as pancreatic cancer where there are
over 6,200 cases each year or mesothelioma (caused by asbestos) where there are
around 1,800 cases a year. Others are very rare such as cancer of the lips where
there are only around 200 cases a year.

13. Whilst there are some similarities between cancers there are also some differences in
the symptoms and the tests and treatments needed. What is the same for all cancer
patients is that they will come into contact with many different health professionals
while they are having tests, receiving treatment or attending follow-up appointments
and they are likely to visit different buildings and clinics at different points in time. 

14. Jim, a bowel cancer patient, told me recently that he had counted 126 health
professionals involved in his care over a 26 month period including doctors and
nurses together with “backroom” staff such as laboratory technicians and pharmacists.
This didn’t include staff such as porters and cleaners that he also came into contact
with. That’s a lot of people for any patient to be faced with. All had a significant
contribution to make to Jim’s care, but the sheer numbers make clear the importance
of co-ordinating care and good communication between staff if patients like Jim are
to receive the best care and treatment. 
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15. Hearing Jim’s story reassured me that we have been doing the right thing over the last
6-7 years to formalise team working amongst health professionals caring for cancer
patients across the NHS in England.

Specialist teams

16. When I first started working with cancer patients, I noticed that the links between
GP services, district general hospitals and specialist centres were often poor and
different experts usually worked on their own rather than as part of a cancer team.
This meant that a patient was likely to have the treatment that the doctor they were
seeing specialised in – other possibilities, maybe more appropriate treatments, might
not be considered. Specialist teams, bringing together the local experts with an
interest in the cancer in question were not common at that time – only a few major
centres had them. 

17. From 1982 onwards, when I started specialising as a medical oncologist, I was
fortunate enough to work in multi-disciplinary specialist cancer teams – teams
including surgeons, oncologists (that specialise in radiotherapy and chemotherapy),
pathologists, radiologists, nurses and other health professionals. No one health
professional can know everything or do everything needed by an individual cancer
patient and I soon realised the benefit of coming together as a team to discuss our
patients’ cases. We considered recommendations for treatment together so that our
patients would get the best informed advice and we shared information so that the
care our patients received was better co-ordinated. 

Clinicians involved in Jim’s cancer journey

In the hospital – 111 staff 

l 22 doctors
(including consultant surgeons, anaesthetics, haematologists, oncologists, radiologists,
pathologists and junior doctors)

l 63 sisters/nurses
(including clinical nurse specialists, nurses in theatre and on wards, nurses specialising
in areas such as endoscopy, stoma care and pain management plus student nurses
and healthcare assistants)

l 10 allied health professionals 
(including a physiotherapist, dietician and radiographers who take scans etc) 

l 16 other healthcare staff 
(such as pharmacists and laboratory technicians)

In the community – 15 staff

l 3 GPs 

l 12 district and practice nurses (incl. out of hours support) 
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18. Over the past decade the series of improving outcomes guidance has emphasised the
benefit of multidisciplinary team working. This guidance has helped to ensure that
team working spreads across the NHS and has led to the widespread implementation
of two important roles:

a. clinical nurse specialists – these nurses have already played a huge part in the
improvements in information, support and care reported by patients in recent
surveys of their experiences of cancer care;

b. team coordinators – people who make sure that all the necessary information
required for discussions and decision making is gathered together so that team
meetings run smoothly.

19. Over the past decade around 1500 specialist teams have been set up to help care for
and treat patients with different types of cancers. The vast majority of cancer patients
now have their care considered by such a team. I am particularly grateful to all the
staff that have changed how they work, and sometimes where they work, to achieve
this – in doing this they have put the needs of patients ahead of the convenience of
the NHS. We now need to ensure that we keep pushing team working forward until
all cancer patients have their care managed by such teams – in the last 10 years we
have done a very good job setting up most of the teams we need, indeed the UK is
considered a world leader in having specialist cancer teams. We now need to focus on
ensuring these teams are working as effectively as possible.

Cancer networks 

20. The specialist teams are working at the front line, diagnosing, treating and caring for
patients but co-ordination is needed across organisations too. Cancer patients don’t
receive all their care in one place – they will go to their GP, to their local hospital
or to the specialist centre at different points in time. It is important that all these
organisations work together.

21. Co-ordination across organisations often did not happen in the past but it does now.
Cancer networks have made this happen. There are now 30 cancer networks across
the country. They include all the partners that are involved in cancer care in their area
– this includes the hospitals that provide tests and treatment and the commissioners
that plan and buy those services for the people living in their area. The introduction
of cancer networks has led to major improvements in communication between
organisations and also between the clinicians and NHS managers within them.
They have also ensured that cancer services in their area are planned properly for each
patient, so important when a cancer patient will have tests and treatments over a
period of weeks, months, even years in different hospitals and clinics.
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Centralisation of complex services – more specialisation 

22. Another theme that emerged from the improving outcomes series of guidance was
that some of the complex procedures used to diagnose and treat different cancers are
best carried out by teams that see sufficient numbers to build up experience and
expertise. For less common cancers this has meant that services need to re-organise
with some hospitals stopping a particular service and its patients going to a
neighbouring hospital where expertise has been built up.

23. Surgery for brain tumours and lung cancer have always been centralised but many
other operations carried out on cancer patients have, in the past, been done by general
surgeons. As a junior doctor I worked for a general surgeon who operated on patients
with breast, colorectal, stomach, bladder and kidney cancers, as well as doing varicose
veins, vasectomies, hernia repairs and gall bladder surgery. We now know that for
many cancers there will be better results for patients if a doctor develops more
expertise so we need to change working practices. 

Key developments in cancer services – Improved screening

Breast Cancer

The NHS breast screening programme was extended from women aged 50-65 to cover
women aged 50-70 years with two views of the breast being taken rather than just one
between 2001 and 2005. These developments have led to a 40% increase in workload
for the screening programme but most importantly, the number of breast cancers
detected through screening has increased from 8,345 in 2000/1 to 13,523 in 2005/6,
an increase of 62%. A third of all breast cancers diagnosed now come from the breast
screening programme.

Cervical Cancer

The NHS cervical screening programme is being modernised. The method of collecting
and analysing the sample is being changed – liquid based cytology is now being used
instead of the traditional Pap smear. The new technique means slides are quicker and
easier to read in the lab, and means 300,000 women a year will not have to have a
repeat test as their original one could not be read. It is a very anxious time for women
when they have to have a repeat test. 83% of laboratories were using the new
technique by March 2007.

Bowel Cancer

We have started to roll out one of the world’s first bowel cancer screening programmes.
By March 2007, over 130,000 testing kits had been sent out to people aged 60-69 to
use in the privacy of their own homes before sending them off to the lab to be analysed.
Over 3,500 people over 70 have also opted in to the programme. 101 cancers have
already been found and 342 patients were diagnosed with polyps which may have
developed into cancer over time – these were treated reducing the person’s risk of
getting bowel cancer in the future. When the programme is available right across
England by the end of 2009, 2 million men and women a year will be screened and
around 3,000 cancers will be detected.
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24. This is clearly shown if we look at two complex procedures: oesophagectomies (an
operation to remove the ‘food pipe’) and oesophagogastrectomies (an operation to
remove both the ‘foodpipe’ and the stomach). In 1997/98 309 surgeons in 147 Trusts
carried out these operations but by 2004/05 they were concentrated in the hands of
188 surgeons in 96 Trusts. The impact of this has been significant – the number of
patients that died in hospital following one of these operations almost halved (from
9.4% to 4.9%) between 1997/98 and 2004/05. Although there will be a number of
factors that contributed to this, one is specialisation by surgeons and their teams.

25. A number of national clinical directors have already outlined the case for clinical
specialisation and I know that Sir George Alberti said in his report on Emergency
Access that he would want to go where there was state of the art treatment if he had
a heart attack even if that meant travelling further. 

26. I feel the same. If I had cancer I would want to see a team that specialised in my
cancer. If I needed complex surgery for my cancer I would want to be treated by a
team that carried out that type of operation on a regular basis not a couple of times a
year. I would want the same for my friends and family. It could make all the
difference to how quickly and well they recover and even whether they recover at all.

27. That is why I think it is important to understand that some cancer services need to be
reorganised to make sure they are only provided by experts. If people understand that
it can make a difference to the quality of treatment they receive then they will expect
and demand this expert service. But people also need to understand that such experts
can’t be available in every hospital in the country – every hospital won’t see the
number of cases needed to build up the necessary expertise. Sir George highlighted
the importance of being upfront with the public. I agree. I want people to understand
that whilst it is right to campaign for good local health services not all health services
can be provided locally. I want people to demand expert care, understand that in
some cases they may need to travel further for it but be reassured that the benefits
they reap will be worth it.

Moving services closer to patients – more convenience

28. While complex or rare treatments may need to be centralised, it should be possible to
move some simpler diagnostic tests and treatment services from specialist centres into
district general hospitals and even out of hospitals altogether and into community
settings. This means patients will have more choice and less far to travel. But this
should only happen where local services can be provided safely and effectively. 

29. Moving cancer services closer to patients has already started to happen. Ten years
ago most chemotherapy was delivered in specialist centres – now, a great deal of
chemotherapy is given in district general hospitals. In some areas simple chemotherapy
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is being moved even closer to a patient’s home. For example, patients in Suffolk
needing chemotherapy would previously have had to travel to Ipswich Hospital for
treatment – now there are 4 nurse led outreach clinics covering more rural parts of
Suffolk. Specialist nurses travel out to these community settings and can provide the
majority of chemotherapy treatments. There is no medical presence at the clinics –
the nurses manage and monitor all the patients although they can contact a doctor
if there is a clinical concern either during or after the clinic. Patients like the clinics,
particularly that they are more convenient to get to. 

30. But we need to think what more can be done. For example:

a. many diagnostic tests such as blood tests, ultrasound, endoscopy and, potentially,
CT and MRI scans could be carried out in large health centres or ‘polyclinics’
reducing the need for some patients to travel to their local hospitals. This way of
working may be particularly good for those patients with symptoms that have a
low risk of being cancer – they may be able to avoid going to a hospital at all. 

b. some additional radiotherapy facilities might also be able to be established – at the
moment there are 52 specialist radiotherapy centres in England. Almost 90% of the
population in England live within 45 minutes drive from a radiotherapy centre.
However, this can be a long and tiring journey for someone with cancer especially
when they may be feeling unwell and the journey has to be made maybe 5 days a
week for 5 or 6 weeks. The potential to set up “satellite” radiotherapy services could
be considered – by this I mean a more local radiotherapy service that maintains links
to the specialist centre, works to the same high standards of care as the centre and
has access to additional specialist advice when needed. This could be feasible for
cancers where there are large numbers of patients and the radiotherapy treatment
plan is not complex – some breast and prostate cancers are good examples. Many
thousands of breast and prostate cancer patients have radiotherapy each year and

Key developments in cancer services – Rapid access to services

Over the past seven years many NHS Trusts have established rapid access services for
patients with possible cancer, to ensure they are seen as quickly as possible. These rapid
access services have streamlined care for patients with a range of symptoms that could
be due to cancer including:

l Patients with haematuria (blood in urine), which could be due to bladder or kidney
cancer

l Men with urinary tract symptoms that could be due to prostate cancer

l Postmenopausal women with vaginal bleeding, which could be due to gynaecological
cancers

l Patients with moles or other skin lesions which could be due to skin cancer

l Patients with lumps or swollen lymph nodes which could be due to cancer or
lymphoma
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might benefit from attending a radiotherapy service linked to, but not based at, the
specialist centre. I know that this approach is already being explored by some
specialist centres especially those centres that cover a large geographical area. 

Adapting the roles of different staff – more flexibility

31. Over the past 7 years, there have been major changes in the way staff work:

a. in breast screening, some specially trained radiographers are now able to read
mammograms (x-rays of the breast) – it would not have been possible to extend
the breast screening programme from women aged between 50-64 to include
women up to the age of 70 if these radiographers had not taken on this role,
previously this was only done by doctors (radiologists);

b. in endoscopy (viewing the inside of a body cavity such as the bowel using flexible
fibre optics) highly trained nurses now regularly carry out this procedure when in
the past this was only done by doctors.

Making best use of NHS staff – a nurse endoscopist’s story

In the early 1990s if a patient needed an endoscopy this would always have been done
by a doctor (a consultant, a registrar or occasionally a GP). In 1995 a recognised training
course was developed in Hull to train nurses to undertake this procedure and Rachael
Hodson became one of the first ever nurse endoscopists in the NHS. 

Before that Rachael was an endoscopy manager and would assist doctors carrying out
endoscopies, for example, supporting patients and ensuring that their arrival and
departure from the endoscopy suite was managed smoothly. From 1995 Rachael was
able to do diagnostic endoscopies herself, looking for problems and sometimes carrying
out treatments such as removing polyps that might be found in the bowel so that they
would not cause problems later in life. 

Rachael says: “Once I trained as a nurse endoscopist I could work independently, I was
able to review a patient’s case, carry out the endoscopy, report the findings back to the
patient or refer the patient on to a consultant if need be. It has been a challenging but
incredibly worthwhile role.

“By taking on this role along with other nurse endoscopists we have been able to
increase the capacity our local hospitals have had to carry out this important procedure
so that patients have not had to wait too long for an appointment. It has also meant
that doctors’ time has been freed up to carry out other tasks that only they can deal
with such as treating patients or dealing with more complex cases.”

In 1995 Rachael was one of only a handful of nurses that could do endoscopies. In 1998
she became an endoscopy trainer to encourage and train more nurses (and doctors) to do
this procedure. Now there are around 300 trained nurse endoscopists in the NHS in
England. Because of this a patient with a suspected cancer will have this test within 2 weeks
and the NHS has the capacity to introduce the new bowel screening programme which will
lead to an increase in the number of colonoscopies (a form of endoscopy) needed by
possible bowel cancer patients – nurses will undertake many of these colonoscopies.
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32. We are already world leaders in new ways of working but if we are to make more
services available nearer to where people live we need to do this in other areas too.
We need to focus on the skills required to carry out different tasks rather than job titles.
We need to make sure, for example, that doctors are doing tasks that only a doctor can
do and that we capitalise on the scope for other highly skilled health professionals such
as nurses and radiographers to do tasks that do not need a doctor’s input. 

33. Radiotherapy is a good example. Some radiotherapy practice is complex and needs
the direct involvement of a doctor (a clinical oncologist), but some cases could be
managed by a radiographer trained to a high level (eg. an advanced or consultant
radiographer) so that they have the necessary skills and knowledge. Such ‘skills mix’ in
radiotherapy is already working well in some parts of the NHS and can lead to centres
being able to see more patients and see them more quickly. In the future, we could see
more consultant radiographers running satellite radiotherapy centres supervised by a
visiting consultant oncologist either in person or by video conferencing.

Making better use of NHS staff – an advanced radiographer’s story

Addenbrookes Hospital, part of Cambridge University Hospital NHS Foundation Trust,
was one of the first to implement the four tier radiotherapy model in the country. They
already have 4 advanced radiographers specialising in different cancers plus a consultant
radiographer specialising in gynaecological cancers. Jo Treeby is the advanced
radiographer specialising in urological cancers, including prostate cancer. She has been
a radiographer for 30 years and 4 years ago trained to take on the advanced
radiographer role. 

Jo explains: “When I was a standard radiographer, I only ever saw patients in the
treatment room. Now I am involved in their care from start to finish taking on some of
the jobs a doctor would have done in the past. 

“I see patients before they start treatment and describe what will happen and answer
any questions they might have – having been involved in delivering treatment as a
radiographer I can sometimes provide a different insight into what will happen than a
doctor might do. Patients can also contact me if they think of any questions or have any
concerns after our meeting. I then see patients during their treatment so that they have
a familiar face and some continuity and I run the follow up clinics for some of those
patients that live in Cambridge where, among other things I check on a patient’s
progress and advise on any side effects they may be experiencing. Having had training
in breaking bad news, I sometimes have to tell patients that their disease is progressing,
and while it can be heartbreaking, most are pleased to receive this information from
someone they know and trust. This is the “down” side of the role, but patients and
their families know where to turn for help in times of need, and I can provide extra
support when it’s needed most.

“Some people describe my role as a key worker providing information and co-
ordination of care to patients – in some ways it is but it is more than that. Some of the
roles I do, seeking consent for treatment, planning that treatment, ensuring that it takes
place and providing follow up would traditionally have been done by doctors. 
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34. These different ways of working will be new to some parts of the NHS and also to
patients who may expect a doctor always to be involved in their treatment. We need
to agree that using staff better is the right direction to be moving in. Then we need to
ensure that staff in the NHS are willing to adapt their roles and that the public
understand that a variety of staff can provide high quality treatment and care. 

Using hospital beds better – only having people in hospital when
it is really necessary so money can be saved and spent on other
cancer care

35. A lot of people in England are affected by cancer – 1 in 3 people get it and 1 in 4 will
die from it. The number of cases of cancer will go up by over 30% from 2001 to
2020 because more people are living longer and cancer is more common in older
people. We need to ensure that the NHS has enough capacity to treat and care for
more cancer patients – key to this is ensuring that we make the best use of every
pound we spend.

continued

“In addition, I can deal with questions that often come up during the course of a day as
patients receive their radiotherapy treatment. In the past if there were concerns about a
particular patient’s treatment or concerns about a patient’s health prior to treatment a
doctor would have been called. Sometimes the doctor would be holding a clinic in a
different hospital and the on-call doctor might not have the necessary experience to
deal with the query. This would result in a patient’s treatment being delayed until an
answer could be given. This was stressful for the patient and delayed treatment not
only for them but other patients that were due to be treated after them on the same
day. Now, if queries arise staff will bleep me in the first instance – more often than not
I can deal with the concerns and treatment can proceed without delay, only questions
that need to go to the doctor will do. 

Jo goes on: “You might think that people would be concerned that I was not a doctor
but the feedback I have from patients is very good, In our regular survey we ask how
patients felt seeing an advanced radiographer rather than a doctor and over 90% say
that they are more than satisfied. In fact some patients have told me that they ask me
things they wouldn’t want to ask a doctor because they feel that they would be wasting
a doctor’s time. Many also say I can speak in a language they understand, and feel less
embarrassed about asking “foolish” questions.”

Jo confirms that this way of working it providing real benefits for patients – all patients
at Addenbrookes that need radiotherapy treatment start this treatment within 31 days.
The role of the advanced and consultant practitioners in keeping the flow of patients
moving without the need to wait for doctor’s clinics etc has helped with this. 

Jo is passionate about her role but makes clear that she is part of a very good team well
supported by doctors and other staff. She is in no doubt that introducing the new
advanced and consultant radiographer roles in radiotherapy have helped to change how
radiotherapy is provided locally for the better.
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36. In particular we need to make better use of hospital beds. I’m not talking about
sending people home from hospital before they are fully recovered – that helps no-
one, not the NHS and certainly not the patient. I’m talking about:

a. managing a patient’s needs in the community where possible to prevent an
unnecessary hospital admission

b. ensuring that we capitalise on developments in surgery that would benefit both
patients and the NHS by speeding up recovery time

c. ensuring that the necessary support is available in the community so that a
patient can be discharged when they no longer need to be in hospital. 

Reducing the need for emergency admissions to hospital

North Tees PCT, Macmillan Cancer Support and Butterwick Hospice are working in
partnership to support patients who want to remain at home during the terminal stages
of illness. The service is delivered by a team of qualified nursing staff and healthcare
assistants based within the local Butterwick Hospice. It is open between the hours of
8pm to 8am, 7 days a week and serves the population of Stockton-on-Tees.

Prior to the service being introduced any patient nearing the end of life and staying in
their own home who needed assistance out of hours would have had to call the out of
hours GP or an ambulance – they would probably have been admitted to hospital.
During an average month, 70 hours of care are delivered to patients in their own homes
(home visits). In many cases this care has prevented the need for a hospital admission. 

One patient commenting as part of a review of the service said: “Many times they have
saved me with injections of Morphine when I am in pain .... They just bring it out and
then I am alright. It’s always Friday night or weekends. You know it is 12.30 at night
and you think ‘what the hell am I going to do’ and it’s them [OOH] turning up at the
door.” 

In addition to undertaking home visits, a telephone support service is also provided – this
can be used by healthcare professionals, patients and carers who are part of the scheme
and often provides support and reassurance throughout the night.

Another patient commented: “I don’t know if I could have managed... it was so helpful
for someone to ring me up every night if I needed any help.”
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Next steps

37. To get the best results for cancer patients we must finish the reorganisation of services
that we have already started. We need to ensure that centralisation of specialist
services is completed in line with improving outcomes guidance and that patient
convenience is improved where possible by making more services available locally.
We must also respect patients’ preferences and we must deliver high quality care
across the country and to all groups within society. We also need to ensure all of our
services provide value for money.

38. But we must also go further. Reorganising services is only the first step in cancer
reform. We now need to focus on some of the other improvements that need to be
made, for example we need to: 

a. get better at raising public awareness of cancer symptoms so that patients come
forward as soon as they have concerns about possible symptoms – this will help
us pick up cancers early when they are more likely to be treatable;

Capitalising on developments in surgery

Cancer surgery is becoming more precise requiring greater training for surgeons. Robin
Kennedy is a colorectal (bowel) surgeon at St Mark’s Hospital and Academic Institute in
north-west London. He is pioneering laparascopic (key hole) surgery for bowel cancer in
England in association with a programme called “enhanced recovery” which involves, for
example, using short acting anaesthetic agents and early introduction of food, drink and
movement after surgery.

Using keyhole surgery for bowel cancer means that a patient only has a small incision of
about 5cm compared to traditional open surgery where a patient is cut open with an
incision in the region of 20-30cm. Coupling this with the enhanced recovery programme,
Robin reports that his patients can benefit from:

l less pain after surgery;

l greater mobility after surgery;

l a reduced risk of complications after surgery which might have led to readmission to
hospital;

l a shorter stay in hospital; and, importantly

l a quicker overall recovery time.

Robin says “Most of my patients leave hospital on average three days after their
operation rather than having a hospital stay of 10 to 14 days. Also, many of my
patients look fully recovered in two to four weeks; it used to take two to four months.”

Robin goes on: “There could be real benefits for both patients and the NHS in the
future if we use this approach more. I estimate that about 5% of bowel cancer surgery
is currently done laparoscopically but I think about 90% of bowel cancer surgery could
be suitable for this technique. It is important though that this technique is only carried
out by surgeons who are specially trained to do it – we therefore need to train more
surgeons to do this procedure.” 
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b. increase capacity in areas such as radiotherapy where waits for treatment after
surgery can be longer than we would like; 

c. offer patients greater choice based on reliable information;

d. provide more community-based care for patients at the end of their lives so that
they have greater choice about where they live and die.

Conclusion

39. During the course of my career, treatment and care for people with cancer has
improved enormously – it is now an area of medicine where there is real optimism
about the future. But there is still much more that can and must be done to improve
services before we can say that we are getting the best possible results for patients.
And the challenge gets bigger each year as the number of new cancer cases continues
to rise. 

40. Standing still is not an option, that is why the government has agreed that I should
develop a new Cancer Reform Strategy (building on the 2000 Cancer Plan) to ensure
that existing progress is sustained and new challenges are tackled. This signals that
cancer will remain a priority for the government and the NHS for years to come.
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