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Executive summary 
 
Every two minutes someone in the UK is diagnosed with cancer. It remains one of the most 
devastating diseases, affecting millions of people in the UK each year. More than 331,000 
people were diagnosed with cancer in 2011, and this is set to further increase.  
 
But while cancer incidence is on the increase, our survival rates are getting better with two 
in four people now surviving for 10 years. This is of course a positive development, yet UK 
survival rates remain lower than some of the top performing countries and we must do 
more to ensure our cancer patients get the best care possible. A well functioning NHS, with 
high quality cancer services, is therefore crucial if we are to meet the future needs of our 
population and improve our cancer outcomes. 
 
The NHS in England is under considerable pressure. Not only has it recently been through 
the biggest re-organisation in its history but the NHS has also been tasked with ensuring 
£20bn in efficiency savings by 2014-15. On top of this, a £30bn funding gap between 
2013/14 and 2020/21 is predicted if current funding levels stay as they are. These are clearly 
challenging times.  
 
It is now 18 months since the Health and Social Care Act and associated changes fully came 
into force, and nearly two years since Cancer Research UK published its report looking at the 
potential impact of the reforms on cancer services in England. Given the substantial changes 
that have taken place over this time, Cancer Research UK commissioned this follow up 
research1 to understand the current state of cancer services.  
 
Summary of findings 
 
A number of perceived challenges facing cancer services were repeatedly found throughout 
the interviews and survey responses. These included:  

 rising demand for services and a lack of capacity to respond to this rising demand;  

 the loss of national and local leadership and infrastructure;  

 fragmentation of commissioning across the patient pathway;  

 variation in the roles and responsibilities of new organisations and the need to 
rebuild relationships and regain expertise across the new architecture.  

 
The set of contextual circumstances arising from the reforms, combined with the lack of 
resources to provide any ‘headspace’ were seen as hampering efforts to develop services 
and improve performance. Many interviewees spoke of a hiatus, with cancer services 
‘standing still’ for the last two to three years.  
 
 
 

                                                           
1 A range of methods were employed to undertake the study including: the interrogation of national data sets to determine trends in 
service performance such as cancer waiting times, diagnostic waiting times and cancer expenditure; 45 in-depth interviews with a wide 
range of participants including policymakers, cancer clinicians, commissioners, GPs, and Public Health experts; and a survey distributed 
through professional networks and associations which generated 465 responses.  
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Meeting rising demand with limited resources 
 
Half of people diagnosed with cancer now survive their disease for at least ten years and UK 
cancer survival rates have doubled in the last 40 years. Though this is unquestionably a 
positive development, better survival rates combined with higher numbers of new patients 
inevitably place increased demands on the NHS. Though cancer and tumours is the third 
largest area of spend in the English NHS budget behind mental health disorders and 
circulatory diseases, real-term spending on cancer peaked in 2009-2010 at £5.9 billion with 
spend in 2012-13 reducing to £5.7 billion.  
 
In 2013-14 alone, over 1.4 million patients in England were referred by their GP for 
suspected cancer. This represents a 50% increase in referrals from 2009-10. There have also 
been significant increases both in the number of diagnostic tests being carried out and the 
number of patients receiving treatment for cancer following a referral from their GP. 
Generally, waiting time targets have held up. However, the 62 day target (calculated as the 
wait from urgent referral to first treatment), has fallen to the lowest level since 2009-10 and 
has dropped below the standard of 85% of patients being treated within 62 days, for the 
first time since 2009-10, which is clearly a concern. 
 
Our findings suggest that the impact of the financial environment is considered more of an 
immediate challenge for cancer services than the impact of the reforms. There is 
widespread concern that capacity (in relation to both clinical space and workforce) is not 
keeping up with current demands, and that this would ultimately affect patients.   
 
Recommendations 

1. The Government should increase investment in cancer services, to ensure the NHS can 
meet rising demand and ensure our cancer outcomes become the best in the world. 
Investment is particularly crucial in diagnostic services, where rising demand is starting 
to outstrip the resources available.  

 
System leadership and commissioning 

 
The major changes that have taken place in the structure of the NHS in England have led to 
a vacuum at a national level in terms of the leadership and support needed to drive the 
cancer agenda. The loss of the previous national infrastructure such as the National Cancer 
Action Team is reported as making people’s day-to-day jobs more difficult, and hampering 
their ability to create enough ‘headspace’ to think through the inevitable reforms to cancer 
services that will be required for the future. The lack of basic support and resources for 
leading strategic developments is also raised as a key issue at the local level. The disbanding 
of dedicated cancer networks is seen as particularly problematic.  
 
The roles and responsibilities of the new NHS organisations are generally not well 
understood, leading to concerns around fragmentation in the commissioning of a patient 
pathway between different bodies. There was generally support for the role of specialist 
commissioning of many cancer services. However, the complexity of local and specialist 
commissioning is seen as confusing and hampering efforts to take a ‘whole pathway’ 



 

6 
 

approach to service redesign. There is genuine confusion over who is accountable for 
decision making within the system.  
 
Recommendations 

2. The Department of Health should create a recognised cancer leadership team to 
provide support and strategic oversight to NHS England, Public Health England and the 
Department. Building on the work of the National Clinical Director for Cancer in NHS 
England, a similar lead role should be created at Public Health England, with a cancer 
lead at the Department of Health given clear responsibility for strategic oversight. 

3. The Department of Health should review Improving Outcomes: a Strategy for Cancer in 
light of the changes to the NHS structures and update it as appropriate to ensure it is fit 
for purpose for the new commissioning system. The Department should make a 
concerted effort to communicate the relevance of the Strategy to the new 
commissioning system. 

4. NHS England should provide greater support and funding to the Clinical Reference 
Groups to enable them to achieve their potential for system development and ensure 
they drive real improvements. 

5. The Department of Health, NHS England and Public Health England must urgently clarify 
and communicate the responsibilities of the different commissioners of cancer services. 
Strategic Clinical Networks should map out commissioning responsibilities for their 
geographical area and ensure commissioning organisations are working together to 
provide coordinated cancer services.  

 
Service development and improvement 
 
Interviewees and survey respondents consistently referred to the inability, at both a 
national and local level, to create the necessary ‘headspace’ to think strategically about 
service developments and improvements. Follow-up care, survivorship and personalised 
medicine were considered important areas to focus on for the future, with an 
acknowledgement that current models were too reliant on secondary care. Though there 
was enthusiasm and motivation to make improvements, and a willingness to be innovative, 
the practical barriers were seen as limiting factors.   
 
Funding, capacity and poor coordination were all issues raised as barriers to the 
development of cancer services, as were the way the NHS market operates and vested 
professional interests. Interviewees suggested that better integration of care between 
secondary and primary care, or shared care arrangements, are needed. This requires a 
fundamental shift in the role of primary care in treating cancer patients and survivors which 
in turn will necessitate investment in capacity, training and development. Further work also 
needs to be done in prevention and early diagnosis.  
 
The effective use of existing data and knowledge will underpin service development and 
improvement for the future. But though there was much praise for the wealth of cancer 
data available there was significant concern that the capacity and capability to maximise the 
potential of this data was not apparent.  
 



 

7 
 

Recommendations 

6. The Department of Health and NHS England should explore longer-term budgeting 
arrangements to allow commissioners the flexibility to invest and innovate. For 
example, CCGs could be allowed to carry a percentage of their budget over a three-year 
period to allow genuine outcomes-based commissioning rather than short-term 
contracting, and time for long-term cost savings to be realised. 

7. Commissioners at a national and local level should work together to make realistic long-
term plans to meet demand for cancer services, taking account of future expected 
developments such as longer-term care and personalised medicine. CCGs and other 
local commissioning bodies should actively seek opportunities for greater collaboration, 
for example through co-commissioning or lead commissioner models.  

8. The Department of Health, NHS England and Public Health England should ensure they 
truly harness the power of data to drive improvements in cancer care. Investment 
should be made in the capacity and capability to collect and analyse data effectively and 
in real time, to realise the opportunity that data gives and ensure the NHS matches 
outcomes of the best countries in the world. 
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Introduction  
 
Cancer affects the lives of millions of people in the UK. Cancer cases continue to rise, with 
around a third of a million people diagnosed every year in the UK in 2011 (Cancer Research 
UK, 2014). Over the last 40 years there have been major improvements in cancer care and 
now half of people diagnosed with cancer in the UK will survive for at least ten years (Cancer 
Research UK, 2014).  
 
However, while cancer outcomes have improved in the UK, survival rates vary significantly 
between cancer types and cancer outcomes in the UK still lag behind other developed 
countries in some regards. Better awareness of the causes of cancer can make a major 
contribution to increasing survival - more than four in 10 cancers could be prevented by 
lifestyle changes. Early diagnosis of cancer is crucial to improving prospects of long-term 
survival (Cancer Research UK, 2014).  
 
New, more effective treatments are continuously being developed, with research finding 
ways to refine current treatments or discovering new treatments that can improve patient 
outcomes. But the best quality care is still not being delivered consistently across the 
country. There is still much to do to ensure that everyone receives the best cancer care 
possible.  Ensuring that NHS cancer services are the best they can be, so that even more 
people survive cancer, therefore remains a priority.  
 
In November 2012, Cancer Research UK published a report, Cancer Services: Reverse, Pause 
or Progress? which examined the potential impact of the Health and Social Care Act and 
financial constraints on cancer services in England. At the time of that study, the structures 
and arrangements for the planning and commissioning of cancer services were still to be 
fully agreed. However, the report noted genuine concerns about the future for cancer 
services given the uncertainty and disruption caused by widespread system change.  
 
The reforms associated with Health and Social Care Act came into force on 1st April 2013, 
resulting in extensive changes to the NHS architecture. NHS England has been established 
with responsibility for commissioning specialised services and primary care services – 
supported by four regional offices and 27 local area teams. Seventy-four Clinical Reference 
Groups (CRGs) have been set up to provide NHS England with clinical advice for the full 
range of specialised services that it directly commissions. Strategic Health Authorities and 
Primary Care Trusts have been replaced by Clinical Commissioning Groups (CCGs) - groups of 
GPs who are responsible for local commissioning of healthcare services, and who are 
supported by Commissioning Support Units (CSUs).   
 

 
Public health services have been moved into local authorities and a new executive agency, 
Public Health England, has been created incorporating the Health Protection Agency. Health 
and Wellbeing boards have been established within local authorities to join up the 
commissioning of healthcare by CCGs with the commissioning of social care and public 
health improvement, while a national system of HealthWatch bodies has been established  
to replace Local Involvement Networks as the formal mechanism for patient and public 
involvement in NHS services. 
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Though these changes have largely affected the commissioning functions of the NHS, the 
provider side has not been immune to change, for it was also a requirement of the Act that 
the 114 NHS Non-Foundation Trust organisations in place at the time were to achieve 
Foundation Trust status by 2013-14. This has not subsequently been achieved.  
 
Evidence shows that disruption is caused before, during, and after large-scale change and 
studies suggest that any positive effects of reorganisation may take some time to be 
achieved - an organisation’s performance takes anywhere between 18 months and three 
years to return to pre-change levels (Fulop et al, 2002, Andrews and Boyne, 2012). An 
assessment of how cancer services are currently performing, looking at the longer-term 
impact of the Act and its associated changes, and drive for efficiency savings is therefore a 
worthwhile undertaking at this point in time.  
 

Since Cancer Research UK’s previous report was published, activity levels in cancer services 
have continued to rise. Performance against waiting time targets is generally holding up but 
starting to show some signs of stress in the system. For example, the 62 day targets were 
falling quite significantly by the end of 2013-14, resulting in the first breach of its 85% 
standard for the first time.   
 
In real terms, the NHS budget in England is smaller now and the financial situation is 
increasingly seen as a cause for concern (King’s Fund, 2014). It was noted previously that 
responding to the challenge of £20bn efficiency savings in the NHS by 2015 would require 
radical changes to the design and delivery of services and patient care pathways, rather 
than short-term fixes or the identification of ‘quick wins’. The imperative was to ensure that 
all parts of the system worked together to bring about lasting improvements in the quality 
and outcomes of care. This point in particular needs to be explored now that the new 
architecture has had a reasonable amount of time to bed in.  
 
Cancer Research UK therefore commissioned an independent research team from the 
University of Birmingham’s Health Services Management Centre and Consultancy firm ICF 
GHK to build on the 2012 report and to explore the current state of cancer services in 
England. This evaluation focuses on: 

 Whether cancer services are improving, deteriorating or at a stand still 

 Whether the concerns and doubts raised by Cancer Research UK’s earlier report are 
being confirmed or disproved 

 How leadership and accountability are evolving within the new system 

 The effectiveness of the new commissioning architecture 

 Whether there are any new opportunities or challenges emerging 

 The factors that will sustain improvements in cancer services. 

The evaluation synthesises data from three sources – a quantitative analysis of key 
indicators, and qualitative analysis through a series of interviews, complemented by an 
online survey.  

An analysis of trends in cancer waiting times and diagnostic waiting times spans an eight 
year period from April 2006 to March 2014, which covers the time during which the Health 
and Social Care Bill passed through Parliament, associated reforms were introduced and 
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local implementation began. Trends in expenditure on cancer services over the same period 
are also analysed, using Department of Health programme budget data2. Calculations of 
programme budgeting expenditure data are complex and rely on assimilation of activity and 
cost data from a range of sources. As such, the figures provided within this report should be 
seen as best estimates rather than exact values. 

Qualitative research was undertaken to explore the views and experiences of cancer experts 
at a national level and from NHS staff in five case study sites, determined by the boundaries 
of NHS England Local Area Teams. Forty-five in-depth interviews in total were carried out 
between April and June 2014 with a wide range of participants including policymakers, 
service providers – both clinicians and managers, commissioners –Clinical Commissioning 
Groups (CCG) and Commissioning Support Units, Area Teams (the regional bodies of NHS 
England), Clinical Network and Clinical Senate staff, GPs, Public Health experts and patient 
representatives. In order to ensure anonymity, quotations from the interviews have been 
attributed using only the interviewee’s role.  
 
To complement the in-depth insights gleaned through the qualitative interviews, an online 
survey was conducted to assess a broader range of views on cancer services. The survey 
gathered quantitative evidence using fixed response questions but also contained two open 
ended questions for free text responses. It was distributed to direct contacts of the research 
team and Cancer Research UK, through the memberships of several professional networks 
and organisations, and to a named individual in each CCG, Area Team and Local Medical 
Committee. To achieve a wide reach, a ‘snowballing’ approach was employed, with 
recipients encouraged to share the survey link with their colleagues and contacts. This 
approach resulted in a total of 465 responses.  
 
Further details about the research methodology can be found in Appendix 1. 
 
 
  
 
 
 

                                                           
2 Since 2003, the Department of Health has collected expenditure data categorised by clinical speciality or health area programme 
budgeting.  
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Meeting rising demand with limited resources 

All areas of public services have felt the increasing pressure of responding to demand within 
tightening financial constraints. The Chancellor George Osborne's first spending review, in 
2010 resulted in a budget reduction averaging 19% across all departments, except for the 
NHS, and Overseas Aid, which were protected (HM Treasury, 2010). In addition, a further 
£11.5bn savings are to be made from government departments in 2015/16 (HM Treasury, 
2013).  

Fortunately, the budget for the NHS will continue to be ‘ring-fenced’ in recognition of its 
central importance to people’s lives. However, this concession is nonetheless given within a 
context of increasing demand for services as a result of an expanding and increasingly older 
population.   

As set out in this section, demand on cancer services has continued to increase at all stages 
of the patient pathway. Over 1.4 million patients in England were referred by their GP for 
suspected cancer in 2013-14. Though the number of people being cared for continues to 
increase and shows no signs of abating, the cancer budget has essentially flat-lined. It is 
therefore important to assess how cancer services are coping, within this context.  
 
Expenditure on cancer services 

Over the period 2006-07 to 2012-13, there had been a general increase in total spending on 
the NHS in England. In nominal terms (the amount of money spent each year), spending had 
increased by 40% from £69.7 billion to £94.8 billion. When the spending is calculated in real 
terms however (using GDP deflators published by the Treasury), the increase was just 21% 
over the seven year period – from £78.6 billion to £94.8 billion (Figure 1).  

Figure 1: Real and nominal spending in the NHS in England, 2006-07 to 2012-13 

Source: NHS England: Programme Budgeting data, 2012-13 
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In 2012-13, spending on cancer and tumours was £5.7 billion, or 6% of the total English NHS 
budget (Figure 2). This was the third largest category of spending behind mental health 
disorders and circulatory problems (excluding the category “other areas of 
spend/condition”). Indeed, cancers and tumours has been the third largest category of 
spending every year between 2006-07 and 2012-13, and has represented between 6% and 
6.5% of the total NHS budget. 

Real term spending on cancer and tumours peaked in 2009-10 at £5.9 billion in England. In 
the two following years to 2011-12 there was a real term decrease of 6%, before a slight 
increase to reach £5.7 billion in 2012-13. Looking at other areas of expenditure for 
comparison, real term spending on mental health disorders has plateaued since 2009-10, 
whilst real term spending on circulatory problems has fallen every year since 2009-10 (a 
total decrease of 10% between 2009-10 and 2012-13). Spending on respiratory problems – 
the next largest area of expenditure – has remained fairly constant between 2009-10 and 
2012-13 (Figure 3).  
 

Figure 2: Spending in the English NHS on four categories, 2012-13 
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Figure 3: Spending in the NHS in England on four categories, 2006-07 to 2012-13 

 

Source: NHS England: Programme Budgeting data, 2012-13 

 
Resources to tackle existing workloads 
 
Interviewees raised a number of issues related to the impact of constrained resources on 
existing workloads. Examples were given of delays in replacing staff, some of which were 
lengthy, impacting heavily on other staff who were expected to pick up additional work in 
the interim. This was the case for both medical roles – such as consultant posts, and nursing 
posts – such as cancer nurse specialists. The latter were singled out as being a soft target 
when it came to making cost savings.  
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Ŝŀǎȅ ŀǊŜŀ ǘƻ ŎǳǘΦέ – National Interviewee 

 
There was an acknowledged tension between increasing referrals in order to maximise the 
benefits of earlier diagnosis and the resultant increasing activity and costs. In an 
environment where CCGs may be trying to exhibit financial prudence, this is a somewhat 
counterintuitive approach, as a number of interviewees noted.  
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 early stage of disease. The CCG mantra is exactly opposite of that. You have to 
 ǊŜŘǳŎŜ ȅƻǳǊ ǊŜŦŜǊǊŀƭ ǊŀǘŜΦέ ς National interviewee 
 
There appeared to be widespread concern that diagnostic capacity was not keeping up with 
current demands. In addition to the clear increases in activity, patient pathways are 
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subsequently noted the need for pathways to be systematically reviewed in order to ensure 
that any new tests used were substitutes and not additions.   
 
Physical capacity to provide treatment was another area of concern, as expressed in stark 
terms by one interviewee in relation to the ability to treat increasing numbers of patients 
with chemotherapy.   
 

ΨΨYŜȅ ƛǎǎǳŜǎ ǿƻǳƭŘ ōŜ ōŜŘ ŎŀǇŀŎƛǘȅ ŀƴŘ Řŀȅ ŎŀǎŜ ŎƘŀƛǊ ŎŀǇŀŎƛǘȅΧ ƻǾŜǊ ǘƘŜ ƭŀst four 
years for instance, our day case activity in Haematology has gone up by 38% and in 
Oncology it's been 24% and yet our chair capacity and nursing capacity within those 
units have remained the same.ΩΩ - Service Manager, Acute Trust 

 
The ability to cope with increasing demand in this way suggests that some organisations at 
least have found ways to increase their productivity and deliver services more efficiently.  
And the effect of cost pressures leading to a stronger focus on productivity and the tackling 
of variation in practice, in order to deliver efficiency savings, was raised specifically as a 
positive consequence by interviewees.  
 

ΨΩPCTs were often quite cautious in challenging providers because there were lots of 
processes to go through, and the individual managers were dependent upon the local 
ƘŜŀƭǘƘ ŜŎƻƴƻƳȅ ŦƻǊ ǘƘŜƛǊ ŜƳǇƭƻȅƳŜƴǘΧ Dtǎ ŘƻƴΩǘ ǊŜƭȅ ǳǇƻƴ //Dǎ ŦƻǊ ǘƘŜƛǊ ƛƴŎƻƳŜΣ ŀƴŘ 
therefore are bolder in their abilƛǘȅ ǘƻ ǎŀȅΣ ǘƘƛǎ ƛǎ ǿƘŀǘ ǿŜ ǿŀƴǘΦΩΩ  - Network Manager 

 
άΧ there is without doubt much more scrutiny of people, of GPsΩ use of resources, 
ǎŜŎƻƴŘŀǊȅ ŎŀǊŜ ǊŜǎƻǳǊŎŜǎ ǇŀǊǘƛŎǳƭŀǊƭȅΧLǘΩǎ ŀƛŘŜŘ ōȅ ǘƘŜ bŀǘƛƻƴŀƭ /ŀƴŎŜǊ LƴǘŜƭƭƛƎŜƴŎŜ 
Network and the availability of cancer practice profiles, but the ability of GP cancer 
leads to show to practices how they compare to other practices in their use of service, 
ƛƴ ǘƘŜƛǊ ǊŜŦŜǊǊŀƭ ǇŀǘǘŜǊƴǎΣ L ǘƘƛƴƪ Ƙŀǎ ōŜŜƴ ŀ ƎƻƻŘ ǘƘƛƴƎΧL ǘƘƛƴƪ ǘƻ ŘŀǘŜ ώǘƘŜ Řŀǘŀϐ Ƙŀǎ 
ōŜŜƴ ǳǎŜŘ ǇǊƛƳŀǊƛƭȅ ǘƻ ƛƳǇǊƻǾŜ ǉǳŀƭƛǘȅ ŀƴŘ ǘƘŀǘΩǎ ōŜŜƴ ŀ ƎƻƻŘ ǘƘƛƴƎΦέ – National 
Interviewee 
 

However, there was also a sense that the ‘low hanging fruit’ of efficiency savings has already 
been picked and there is nowhere else to go.  
 

ΨΨ{ƻ ǿŜΩǊŜ Řƻƛƴg a lot of process-mapping work Χ ²Ƙŀǘ ŘƻŜǎ ǊŜŀƭƭȅ ƎƻƻŘ ƭƻƻƪ ƭƛƪŜ ŀƴŘ 
what does achievable look like and what does that mean in terms of taking money out 
ƻŦ ǘƘŜ ǎȅǎǘŜƳΚΩ  .ǳǘ ǘƘƛǎ Ψƭƻǿ ƘŀƴƎƛƴƎ ŦǊǳƛǘΩ Ƙŀǎ ƴƻǿ ŀƭƭ ōŜŜƴ ƘŀǊǾŜǎǘŜŘ ŀƴŘ ǘƘŜȅ ƘŀǾŜ 
ƻƴƭȅ ƳŀŘŜ ƘŀƭŦ ƻŦ ǘƘŜ ƴŜŎŜǎǎŀǊȅ ǎŀǾƛƴƎǎΧ !ƭƭ ǘƘŜ ǎǘǳŦŦ ŀƭƻƴƎ ǘƘŜ ƭƛƴŜǎ ƻŦ, Ψ/ƘŀƴƎŜ ȅƻǳǊ 
ways of working, look around you at your peers, how do they deliver their services?  
/ƻǳƭŘ ǿŜ Řƻ ǘƘŀǘ ŀƴȅ ōŜǘǘŜǊΚΩ ς ²ŜΩǾŜ ŀƭǊŜŀŘȅ ŘƻƴŜ ŀƭƭ ƻŦ ǘƘŀǘΦΩΩ  - Cancer Services 
Manager, Acute Trust 
 

The financial situation also means that while providers may be keeping their heads above 
water, they are unable to invest resources to make any improvements in services. 

 

‘‘…effectively what we need to be able to do is to be able to reinvest a small amount of 
that saveable contribution that we're making into the organisation's bottom line, back 
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ƛƴǘƻ ƛƳǇǊƻǾƛƴƎ ƻǳǊ ōŜŘ ŎŀǇŀŎƛǘȅΣ ƴǳǊǎƛƴƎ ŎŀǇŀŎƛǘȅ ŀƴŘ ŎƘŀƛǊ ŎŀǇŀŎƛǘȅΧ ǿŜΩǊŜ ǘŀƭƪƛƴƎ 
about £2million worth of capital investmentΦΩΩ  - Service Manager, Acute Trust 

 
There appears therefore to be a tipping point when efficiency savings have all been 
achieved but financial constraints begin to impinge on the ability to provide optimum care.   
For example, in the above interviewee’s Trust, a lack of capacity means that cancer patients 
now have to be treated on non-Cancer wards. This in turn means potentially less efficient 
working arrangements as staff move between wards, and concerns that less than optimum 
care is being given.  
 

Local Authorities and Public Health 
 
In general, interviewees were not confident that prevention and early diagnosis of cancer 
were being prioritised or that the appropriate resourcing was in place. Public Health budgets 
were ring-fenced when teams moved into Local Authorities (LAs). However, there is a 
growing unease that budgets for this activity will become increasingly squeezed. Local 
Authorities are under increasing financial pressure and many are facing severe cuts to 
services in order to balance the books. Interviewees felt that this situation was bound to 
influence the prioritisation given to public health and health prevention. Interviewees 
commented that they were concerned about ‘scope creep’ within Public Health, with teams 
being expected to take on responsibility for a range of additional services, such as leisure 
services, that LAs felt could be justifiably badged as public health activities. This would lead 
to ‘massaging’ of the ring-fenced Public Health budget so that teams were expected to 
deliver a wider range of services with the same resources. In addition, some Public Health 
teams have lost staff as a result of the transition to Local Authorities, losing valuable skills 
and experience as well as vital capacity. 
 
Perceptions of financial constraints 
 
Survey respondents were asked to rate the extent to which they thought the current 
financial environment had affected the delivery of frontline patient care. Answers were 
provided on a 1-10 point scale, with a rating of 1 for ‘very negative impact’, rating of 10 for 
‘very positive impact and 5 for ‘neutral impact’.  Seventy-one per cent of respondents rated 
the impact 1-4 (negative), 20% rated 5 (neutral) and 9% rating 6-8 (positive). There were no 
responses with an assessment of 9 or 10. The average rating for this question was 3.6 
(Figure 4). 
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Figure 4: To what extent is the current financial environment affecting the delivery of frontline patient care? 

 

 
Survey respondents were then asked to rate the impact of the recent NHS reforms, both on 
cancer services generally, and patient experiences of cancer care using the same ten point 
scale.  Overall responses suggest that – a year on from the health reforms coming into effect 
– their impact is considered to be relatively neutral with an average rating of 4.2 for impact 
on cancer services and 4.5 for impact on patients’ experience of care. However, only 17% of 
respondents considered that the reforms have had a positive impact on cancer services, and 
similarly only 16% on patient experiences’ of care (Figure 5 and 6).  
 

Figure 5: On balance, what impact (if any) have the recent NHS reforms had on cancer services in your area: 

 

 

When asked about the impact the reforms and efficiency savings might have had on 
patients, interviewees were generally of the view that this would have been minimal to 
date, as the parts of the system that were patient-facing had not been as destabilised by 
the reforms, as the commissioning functions.  
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 ΨΨWell, because the Primary Care providers and the Trust providers have largely 

remained stable ς ȅƻǳ ƪƴƻǿ ǘƘŜȅΩǾŜ ōŜŜƴ ǘƘŜ ƭŜŀǎǘ ŀŦŦŜŎǘŜŘ L ǎǳǇǇƻǎŜ ƛŦ ȅƻǳ ǿŀƴǘ ǘƻ 
look at it that way. The people go to see their GP. They get referred on to the specialist 
hopefully and that relationship is stable and it works in the main and it hasnΩǘ ōŜŜƴ 
disrupted yet.ΩΩ ς Public Health specialist 

 
Figure 6: On balance, what impact (if any) have the recent NHS reforms had on ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ 
cancer care in your area: 
 

 
 
However, there were concerns that it was becoming harder to manage demand.   
 

ά/ǳǊǊŜƴǘ staffing levels mean we are unable to provide as comprehensive a service 
ŀǎ ŎƻǳƭŘ ōŜ ǘƻ ŜǾŜǊȅƻƴŜ ŀǘ ŜǾŜǊȅ ǎǘŀƎŜΦέ - Allied Health Professional 

 
“We need to have more capacity as we are seeing more patients and surgery and 
treatments are becoming more complex, yet we are trying to fit more patients into the 
already squeezed resources that we have ...”  - Doctor, cancer specialist 

Survey respondents were not entirely optimistic that the right workforce is in place to 
deliver high quality cancer care (Figure 7).   

 

0% 

5% 

10% 

15% 

20% 

25% 

30% 

35% 

40% 

45% 

50% 

1 2 3 4 5 6 7 8 9 10 

Response from 1-10 
Very positive 

impact 
Very negative 

impact 



 

18 
 

Figure 7: Do services have the right workforce to deliver high quality cancer care, in terms of: 

 

 
Cancer waiting times  
 
Cancer waiting times give an indication of how well the system is coping with demand. 
Three main targets are routinely monitored and reported against, as shown in the diagram 
below (Figure 8).  

 The 14 day wait from urgent referral for suspected cancer from a GP to first 
appointment with a specialist, with a standard of 93% of patients applied to this 
target.   

 The 62 day wait from an urgent referral to first treatment, with a standard of 85% of 
patients applied to this target.  

 The 31 days wait between when a decision is made to undergo treatment to the first 
treatment, with a standard of 96% of patients applied to this target.  

 
Figure 8: Cancer waiting time targets in England in relation to the patient pathway 
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14 day targets 
The number of patients in England receiving an urgent referral from their GP for suspected 
cancer has increased dramatically since 2009-10 (see Figure 9). There were just over 
220,000 urgent GP referrals in Quarter 1 (Q1) 2009-10; by Quarter 4 (Q4) 2013-14 this had 
risen to just under 350,000. When comparing complete years, in order to remove seasonal 
variation, there has been an increase in the number of urgent GP referrals for suspected 
cancer from 900,000 in 2009-10 to over 1.4 million in 2013-14. This represents an increase 
of over 50%. 
 

Figure 9: Total number of urgent GP referrals in England, and the percentage seen within 14 days, 2009-10 to 
2013-14  

 
Source: Cancer Waiting Times Statistics, Department of Health, 2009-10 Q1 to 2013-2014) 

Despite the large increase in the number of urgent GP referrals for suspected cancers, the 
percentage of patients who are seen by a specialist within 14 days has remained relatively 
constant. Since the beginning of 2009-10, the percentage of patients in England seen within 
14 days of an urgent GP referral has consistently been above 94%, with a peak of 96.3% in 
Q4 2011-2012 (Figure 9), and in the most recent 12 month period the average was 96%. 
However, it should be noted that the percentage of providers achieving the target has 
decreased over the past two quarters, from 99% to 94% which suggests increasing variation 
in performance between providers. 
 
These large increases in the number of urgent referrals can only partially be explained by 
population changes. Over the time period analysed, there has been an increase in the 
number of people living in England and the population is becoming older. However, the 
population in England only increased by 2% between 2009 and 2012, meaning the number 
of urgent referrals per 100,000 of the population grew from 1,732 in 2006-07 to 2,525 in 
2013-14,3 an increase of 46%.  

                                                           
3 Using 2013 population estimates from the Office for National Statistics (2014), 2012-based Subnational Population Projections. 
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The number of patients in England who are subsequently diagnosed and treated for cancer 
following an urgent GP referral has also increased from just under 24,000 in Q1 2009-10, to 
just under 31,000 in Q4 2013-14 (Figure 10).  However, the rate is lower than the rate of 
increase in the number of urgent GP referrals. This means that the percentage of urgent GP 
referrals which result in a diagnosis of and treatment for cancer has decreased. In 2009-10, 
11% of all urgent GP referrals resulted in a diagnosis of and treatment for cancer, whereas 
in 2013-14 this has fallen to 9%. This is not necessarily a sign of the system not working, but 
actually reflects greater numbers of patients referred on the two week wait pathway by 
GPs. 
 
62 day targets 
The percentage of patients in England who begin treatment within 62 days of an urgent GP 
referral increased between 2009-10 and Q3 2012-13, where it peaked at 87.9%. However, 
since Q3 2012-13, performance against the 62 day target has begun to decline. By Q4 2013-
14, 84.4% of patients began treatment within 62 days, the lowest proportion in the period 
analysed and the first breach of the 85% standard (Figure 10).  
 
Meanwhile, the number of providers able to achieve the standard has decreased 
significantly - in Q1 2009-10 85% of providers met the target. However, by Q4 2013-14, only 
61% of providers were achieving 85% or more – the lowest level in the period analysed. 
Therefore, some providers are struggling far more than others to meet their 62 day targets. 
 

Figure 10: Total number and percentage of patients treated within 62 days in England, 2009-10 Q1 to 2013-
14 Q4 

 

Source: Cancer Waiting Times Statistics, Department of Health, 2009-10 Q1 to 2013-14 Q4. 
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31 day targets 
The 31 day diagnosis to treatment target includes patients from all referral routes, not just 
those referred by their GP on the two week wait. The percentage of patients receiving 
treatment within 31 days of diagnosis in England has remained constant since 2009-10, at 
between 98.0% and 98.5%.  
 
Performance management by targets 
 
Several interviewees commented on the performance management of providers against the 
waiting time targets. There was a general acknowledgment that the 62 day wait target was 
slipping but many interviewees talked about the need for the target to be realistic. 
Interviewees noted that with increasingly complex pathways and more diagnostic tests, a 
blanket target for all tumours was not a particularly helpful means of measuring 
performance.  Instead they suggested that different tumour groups might be better 
monitored against a more meaningful target for that specific pathway. Some specific 
reasons for the slippage were provided by interviewees. These included handovers between 
secondary and tertiary care providers leading to delays while patient information was 
transferred, and certain pathways specifically requiring a ‘halt’ or period of time to elapse 
between procedures i.e. prostate cancer and the healing time necessary for a patient 
between a biopsy and an MRI scan.  
 
Some survey respondents also expressed the view that the emphasis on national 
performance targets is at the expense of quality of care, suggesting that this ‘top down’ 
strategy for improving services may need to be re-thought: 
 
ά¢ƘŜ ǘŀǊƎŜǘǎ ƻŦ ǘǊŜŀǘƳŜƴǘ ǘƛƳŜǎ Řƻ ƴƻǘ ŀƭǿŀȅǎ ǇǊƻǾƛŘŜ ƎƻƻŘ ŎŀǊŜ ŀƴŘ may well reduce 
ƻǳǘŎƻƳŜǎΦέ  - Oral Surgeon 
 
άToo many targets and plans come down from on high.  It would be nice if the frontline 
staff could have some say in how to improve their patientsΩ care.”  - Doctor, cancer 
specialist 
 
άaanagers are obsessed with targets and not quality.έ  - Doctor, cancer specialist 

 
Diagnostic tests waiting times 
 
Diagnostic activity and waiting times in England have been reported in a consistent way 
since January 2006 onwards. In January 2006, nearly 816,000 diagnostic tests were carried 
out, with this rising to 1.6 million by March 2014. The data for diagnostic tests is broken 
down by the type of test, with data for 15 different tests reported on a monthly basis. Not 
all of the tests reported on are directly related to cancer. The tests which are related to, but 
not exclusive to cancer are: MRI, CT, non-obstetric ultrasound, colonoscopy, flexi 
sigmoidoscopy, cystoscopy, gastroscopy and barium enema. This analysis focuses on the 
first seven of these tests, though the figures presented are for all conditions, as cancer 
activity alone is not easy to separate out. Barium enema has not been included in the 
analysis presented here as recent evidence suggests it is likely to be phased out.  
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For these seven tests, activity levels have increased substantially in England between 2006-
07 and 2013-14. The largest increase has been in MRI and CT scan tests, with smaller 
increases in cystoscopy tests (Table 1 and Figure 11). 

 

Table 1: Average number of tests carried out per month in England, 2006-07 to 2013-14 

Source: NHS England, Monthly Diagnostic Waiting Times and Activity, 2006 to 2014 

Test 06-07 07-08 08-09 09-10 10-11 11-12 12-13 13-14 

MRI 83,423 113,342 137,050 157,987 169,620 182,709 200,620 222,176 

CT 165,335 206,495 234,780 259,456 278,279 301,212 330,509 357,025 

Non-Obstetric Ultrasound 286,494 341,720 383,859 422,802 446,132 466,003 493,232 526,074 

Colonoscopy 18,684 21,799 24,345 26,305 27,036 30,037 33,303 33,413 

Flexi Sigmoidoscopy 13,170 14,615 15,227 16,445 16,705 18,147 19,390 19,061 

Cystoscopy 20,789 23,876 24,799 25,443 25,576 26,035 24,166 24,657 

Gastroscopy 34,446 38,317 40,748 42,959 42,785 44,326 46,491 48,843 

Total 622,341 760,164 860,808 951,397 1,006,133 1,068,469 1,147,711 1,231,249 
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Figure 11: Change in the average number of diagnostic tests carried out per month in England, 2006-07 to 
2013-14  

Source: NHS England, Monthly Diagnostic Waiting Times and Activity, 2006 to 2014 

The average number of patients in England on a waiting list for a diagnostic test at the end 
of each month has varied significantly between 2006-07 and 2013-14 (Figure 12). From 
2006-07 to 2008-09, there was a 34% decrease in the number of patients on a waiting list, 
from an average of just over 497,000 in 2006-07 to 328,000 in 2008-09. However, since 
2009-10 the average number of patients on a waiting list per month has steadily risen to 
569,000 in 2013-14 – an increase of 73% since 2009-10, and of 14% since 2006-07. Most of 
the patients on the waiting list were waiting for an imaging test (MRI, CT scan and non-
obstetric ultrasound). This is not unexpected, given the increase in the number of diagnostic 
tests being carried out, as seen in Figures 13, 14 and 15.  
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Figure 12: Waiting lists by type of test in England, 2006-07 to 2013-14 

 
 
Source: NHS England, Monthly Diagnostic Waiting Times and Activity, 2006 to 2014 
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Figure 13: Number of patients on the waiting list at the end of month in England, broken down by type of 
diagnostic test, Jan 2006 to March 2014 

 

 
 

Figure 14: Number of patients on the waiting list at the end of month in England, broken down by type of 
diagnostic test, Jan 2006 to March 2014 
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Figure 15: Percentage change in the number of patients on a waiting list and the % of patients on a waiting 
list in England, 2008-09 to 2013-14 
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A more important issue perhaps than the numbers of patients on the waiting list pertains to 
the length of time people are waiting to receive diagnostic tests. The median waiting time in 
England substantially decreased between 2006 and 2009 for all diagnostic tests, but 
particularly for the four endoscopy diagnostic tests (especially colonoscopy). Since 2009, the 
median waiting time for all tests has increased, although only by a relatively small amount 
compared to the substantial decrease in waiting times prior to 2009, and is currently around 
two weeks (Figures 16 and 17). There are peaks in the median waiting time for all diagnostic 
tests in the winter, and particularly in the month of December. This is because the measures 
of waiting time are subject to seasonality. The presence of the Christmas period and of the 
related bank holidays will have a negative effect on the median waiting times in December, 
as will any adverse weather conditions which would adversely affect the health service.4

 

 

Figure 16: Median waiting time (in weeks) for a diagnostic test in England, broken down by type of test, 
January 2006 to March 2014. 

 
 

 

 

 

 

 

 

 

 

 

                                                           
4 For more information see https://www.gov.uk/government/news/statistical-press-notice-nhs-diagnostics-waiting-times-and-activity-
data-february-2013  

0.0 

1.0 

2.0 

3.0 

4.0 

5.0 

6.0 

7.0 

8.0 

Ja
n

 0
6

 

Ja
n

 0
7

 

Ja
n

 0
8

 

Ja
n

 0
9

 

Ja
n

 1
0

 

Ja
n

 1
1

 

Ja
n

 1
2

 

Ja
n

 1
3

 

Ja
n

 1
4

 

MRI 

CT 

Non Obstetric Ultrasound 

https://www.gov.uk/government/news/statistical-press-notice-nhs-diagnostics-waiting-times-and-activity-data-february-2013
https://www.gov.uk/government/news/statistical-press-notice-nhs-diagnostics-waiting-times-and-activity-data-february-2013


 

28 
 

Figure 17: Median waiting time (in weeks) for a diagnostic test in England, broken down by type of test, 
January 2006 to March 2014. 

 
Source: NHS England, Monthly Diagnostic Waiting Times and Activity, 2006 to 2014 

There was a large drop in the percentage of patients in England waiting six weeks or more 
for a diagnostic test between 2006 and 2009, and by 2009 the percentage was under 1% for 
the imaging tests and between 1% and 2.5% for endoscopic tests. There was a slight rise in 
the percentage of patients waiting six weeks or more in 2011 for all tests, but particularly 
endoscopic tests (peaking at 7.1% of all patients waiting for more than six weeks). Since 
2011 the percentage has been falling for all tests, with data for March 2014 showing that: 

ƴ 1.2% of patients had been waiting six weeks or more for an MRI; 
ƴ 0.7% of patients had been waiting six weeks or more for a CT; 
ƴ 1.6% of patients had been waiting six weeks or more for non-obstetric ultrasound;  
ƴ 2.9% of patients had been waiting six weeks or more for an endoscopic test – the 

highest percentage being 5.8% for cystoscopy.  

The percentage of patients waiting for 13 weeks or more for a diagnostic test in England has 
followed the same pattern, as would be expected. There was a steep decline in the 
percentage of patients waiting for all diagnostic tests between 2006 and 2009, and in 2009 
the percentage of patients waiting 13 weeks or more for a diagnostic test was close to 0% 
for all diagnostic tests. Again, there was a slight increase in 2011, with a peak of 1.1% of 
patients waiting 13 weeks or more for endoscopic tests. Since 2011, the percentage has 
been falling for all tests, with data for March 2014 showing that: 

ƴ 0.1% of patients had been waiting 13 weeks or more for an MRI; 
ƴ 0.0% of patients had been waiting 13 weeks or more for a CT; 
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ƴ 0.0% of patients had been waiting 13 weeks or more for non-obstetric ultrasound; 
ƴ 0.5% of patients had been waiting 13 weeks or more for an endoscopic diagnostic 

test – the highest percentage being 1.4% for cystoscopy.   

 
Discussion  

The financial squeeze is being felt within cancer services, as it is in all areas of the NHS and 
public services more generally.  It is remarkable, given the significantly increased activity 
over the last few years without a commensurate budget increase, that the NHS has 
continued to provide a service to cancer patients that is still largely meeting the standards 
set in terms of waiting times. In addition, patient experience is also reported as improving - 
with 88% of patients reporting their care was either excellent or very good in the last 
National Cancer Patient Experience survey published on 30th August 2013, (NHS England, 
2013). 

However, it seems clear that demand is starting to outstrip the resources available, as can 
be seen perhaps from the drop in performance against the 62-day waiting time target. It is 
unlikely that more efficiency gains can be achieved without them having a detrimental 
impact on staff, services and hence, patients. Staff are under increasing pressure to meet 
patient demand, and this is likely to have a longer-term effect on morale, motivation and 
well-being. There is also a lack of physical capacity, such as clinical space, in the system to 
accommodate more activity, and specific concerns regarding diagnostic capacity.  

All of the information we have suggests that the number of people requiring care will 
increase in the future and demand for diagnostics is only likely to increase as early diagnosis 
improves. Though advancements in science and technology may mean that the profile of 
this increased activity changes, it is reasonable to suppose that without additional capacity 
waiting lists for diagnostic tests will increase. This in turn would have a knock on effect on 
the ability of organisations to meet 62-day waiting time targets. Given that we are already 
witnessing increasing variation between providers in meeting these targets, it is also 
reasonable to suggest that those better resourced providers may be in a better position to 
manage their waiting lists than those providers that are already struggling financially.   

It is recognised that given the financial situation, further investment in cancer services 
cannot be assumed or taken for granted but managing with the same resource is likely to 
set services back and undo at least some of the good work that has been achieved to date.  

Recommendations 

 
1. The Government should increase investment in cancer services, to ensure the NHS can 

meet rising demand and ensure our cancer outcomes become the best in the world. 
Investment is particularly crucial in diagnostic services, where rising demand is starting 
to outstrip the resources available.  

 

  



 

30 
 

System leadership and commissioning 
 
While the national architecture has changed for the NHS in England as a whole, the reforms 
have also resulted in some key changes for cancer at both a national and a local level. These 
changes have significant implications for the way the system works together and the lines of 
accountability and responsibility for both the provision of, and commissioning of cancer 
services.  
 
At a national level, the full time post of the National Clinical Director has been replaced by a 
part-time post; the National Cancer Action Team has been disbanded with elements of the 
work transferring to a new organisation NHS Improving Quality (NHS IQ); while the NHS 
Cancer Intelligence Network has been absorbed into Public Health England. Five national 
Programmes of Care (PoC) have been established which group together the specialised 
services NHS England is responsible for commissioning. One of these PoCs is Cancer and 
Blood which covers infection, immunity and haematology, as well as cancer. There are 17 
Clinical Reference Groups (CRGs) within the Cancer and Blood PoC, 11 of which relate to 
cancer5. All CRGs related to cancer, including some that are not in the Cancer and Blood PoC 
like those for Specialised Imaging and Paediatric Cancer Services, are brought together in a 
Specialised Cancer CRG.  
 
At a local level, the 28 Cancer Networks have been abolished, to be replaced with 12 
geographically determined Strategic Clinical Networks (SCNs) and 12 Clinical Senates (CSs).  
 

Cancer networks were originally introduced in 2000 to drive change and improvement in 
cancer services for the population in a defined geographical area, by bringing together all 
key local organisations to plan and monitor service delivery. In broad terms Cancer 
Networks provided specialist commissioning expertise and advice on cancer services, 
leadership to ensure coordination of services across primary, secondary and tertiary care, 
and monitoring to ensure compliance with National Institute of Health and Clinical 
Excellence (NICE) Improving Outcomes Guidance.  
 
The SCNs similarly, ‘‘…support whole system and combined improvement endeavours with a 
particular focus on helping commissioners to reduce unwarranted variation in service 
delivery and support innovation,’’ (NHS England, 2012) while CSs are ‘‘…non-statutory 
advisory bodies of specialists intended to input into strategic clinical decision making and 
support local commissioning,’’ (NHS England , 2012).  
 
The SCNs have a wider remit than Cancer Networks, covering cancer; cardiovascular 
disease; maternity and children’s; and mental health, dementia and neurological disorders. 
Each condition area has its own network arrangements under the umbrella of the SCN. The 
number and size of each condition area network has been left to local determination based 
on patient flows and clinical relationships. In some instances therefore there could be more 
than one condition specific network within the geographical area covered by a SCN. Each 
SCN is supported by a single team that also provides support to the condition area networks 
and the Clinical Senate.  

                                                           
5 Radiotherapy, PET-CT, Specialised Cancer, Thoracic Surgery, Upper GI Surgery, Sarcoma, Central Nervous System Tumours, Specialised 
Urology, Chemotherapy, Complex Head and Neck and Teenage and Young People Cancer 

http://www.england.nhs.uk/npc-crg/group-b/b01/
http://www.england.nhs.uk/npc-crg/group-b/b02/
http://www.england.nhs.uk/npc-crg/group-b/b03/
http://www.england.nhs.uk/npc-crg/group-b/b10/
http://www.england.nhs.uk/npc-crg/group-b/b11/
http://www.england.nhs.uk/npc-crg/group-b/b12/
http://www.england.nhs.uk/npc-crg/group-b/b13/
http://www.england.nhs.uk/npc-crg/group-b/b14/
http://www.england.nhs.uk/npc-crg/group-b/b14/
http://www.england.nhs.uk/npc-crg/group-b/b15/
http://www.england.nhs.uk/npc-crg/group-b/b16/
http://www.england.nhs.uk/npc-crg/group-b/b17/
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SCNs are funded by NHS England - the total budget in 2013/14 was £42m (NHS England, 
2012). This compares to the £33m budget that was previously allocated to the 28 cancer 
networks and 28 cardiac and stroke networks. Additional funding can potentially be secured 
from the commissioner and provider organisations operating within the geographical area 
covered by a SCN. However, the extent of this was not determined by this study. 
 
National leadership 
 
There was a strong view expressed by interviewees that the changes brought about by the 
reforms have led to a vacuum at a national level in England, in terms of the leadership and 
support needed to drive improvements in cancer services. People feared that cancer was 
already dropping down the agenda politically. Some specific elements lost as a result of the 
reforms such as the National Cancer Action Team, were seen as particularly problematic. 
Their loss was hampering not only people’s day-to-day job but also their ability to create 
some ‘headspace’ to think through the inevitable reforms to cancer services that would be 
required as a result of the ageing population, scientific innovation and financial constraints.  
 
It was noted that there was no overarching national group to advise on cancer strategy and 
that in addition, the ability to pull together the different parts of the system – primary care, 
acute care, tertiary care and social care had been weakened. The leadership role of NHS 
England was not well understood or indeed even recognised, and NHS Improving Quality 
was not seen as a particularly effective organisation.  
 

ά²Ƙŀǘ ǊŜŀƭƭȅ ǎŜŜƳǎ ǘƻ ƘŀǾŜ ǘƻ ōŜŜƴ ǘƘŜ ōƛƎ ŎƘŀƴƎŜ ƛǎ ǘƘŜ ƭƻǎǎ ƻŦ ŎŜƴǘǊŀƭ ŎƻƻǊŘƛƴŀǘƛƻƴ 
and leadership, and I think what it felt like a year ago was that we were just tossed out 
into the seaΧΦ ¢ƘŜǊŜΩǎ ƴƻ ƪƛƴŘ ƻŦ ƻǾŜǊŀrching group to advise on strategy or standards 
ƻǊ ǿƻǊƪŦƻǊŎŜΧLǘ Ǌƛǎƪǎ ŦǊŀƎƳŜƴǘŀǘƛƻƴ ƛƴ ǘŜǊƳǎ ƻŦ ǎǘǊŀǘŜƎƛŎ ŘŜǾŜƭƻǇƳŜƴǘΧ L ǘƘƛƴƪ ǘƘŜǊŜΩǎ 
the potential for inefficiency, in terms of service running and service delivery and I 
ǘƘƛƴƪ ǘƘŜǊŜΩǎ ŀ ǇƻǘŜƴǘƛŀƭ ŦƻǊ ǘƘŀǘ ǘƻ ƭŜŀŘ ǘƻ ǇƻƻǊŜǊ ƻǳǘŎƻƳŜǎΦέ- National interviewee 

 
On a positive note, the national Clinical Reference Groups (CRGs) were seen as being 
potentially useful in fostering better clinical engagement though it was noted that there is a 
lack of resources to support them.  
 

ΨΨL ǘƘƛƴƪ ǿƘŀǘ ŎƻǳƭŘ ōŜ ǉǳƛǘŜ ŀ ƎƻƻŘ ǎȅǎǘŜƳ (clinical reference groups) is being 
ƘŀƳǇŜǊŜŘ ōŜŎŀǳǎŜ ǘƘŜǊŜ ƛǎƴΩǘ ŜǾŜƴ ǘƘŜ Ƴƻǎǘ ōŀǎƛŎ ǎǳǇǇƻǊǘ ǘƻ ƻƛƭ ǘƘŜ ǿƘŜŜƭǎ ǘƘŀǘ ƳƛƎƘǘ 
ƳŀƪŜ ǘƘƛƴƎǎ ƳƻǾŜ ŀƭƻƴƎ ŀ ƭƛǘǘƭŜ ōƛǘ ŦŀǎǘŜǊΣ ŀƴŘ ŀŎƘƛŜǾŜ ŜŦŦƛŎƛŜƴŎƛŜǎΦέ  - National 
interviewee 

 
The CRGs don’t cover all the common cancers however and this point was seen as 
particularly problematic, as new groups set up to cover these cancers were being entirely 
funded by charities. There were real concerns raised about this development, both because 
CRGs should be part of the “core business” of the NHS, and because of concerns that 
charities would bring their own biases and agendas to what should be an impartial process.  
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άL ǘƘƛƴƪ ǘƘŜ /ƭƛƴƛŎŀƭ wŜŦŜǊŜƴŎŜ DǊƻǳǇǎ ƻƴ ǘƘŜ ǿƘƻƭŜ ŀǊŜ ƎƻƻŘΦ ¢ƘŜȅΩǾŜ Ǝƻǘ ŀ ƭƻǘ ƻŦ ƎƻƻŘ 
people on them. Χthe national cancer director is beginning to try and establish a 
breast and lung clinical reference group. But they are actually being funded by 
charities Χwhich is outrageous, completely and utterly unacceptable. Not only because 
this is core NHS business, but because it then produces the bias. A charity has always 
got its own peǊǎǇŜŎǘƛǾŜΦέ – National interviewee 

 
The latest cancer strategy for England - Improving Outcomes: A Strategy for Cancer was 
published in January 2011. Though this is still a ‘live’ document, it is worth noting that while 
not prompted to do so, none of the interviewees or survey respondents made any specific 
reference to the strategy, or its objectives independently.  

 
Local leadership and strategic developments 
 
Overall, there were mixed views on the effectiveness of local leadership for cancer services 
from survey respondents. Just over half of respondents (around 55%) considered local 
leadership for managing service performance and outcomes to be somewhat or very 
effective (Figure 18).  
 

Figure 18: How effective is local leadership for managing service performance and outcomes:  

 

 

The reconfiguration of Cancer Networks into Strategic Clinical Networks was repeatedly 
cited as an issue by survey respondents and interviewees. The pervasive view was that the 
disbanding of dedicated Cancer Networks had had a detrimental impact on the provision 
and quality of care received by cancer patients. This was a view expressed by commissioners 
and providers, and clinical and non-clinical staff alike.  
 
ά¢ƘŜ ƛƳǇŀŎǘ ƻŦ ǘƘŜ ǊŜƳƻǾŀƭ ƻŦ ŎŀƴŎŜǊ ƴŜǘǿƻǊƪǎ Ŏŀƴnot be overstated. They were the 

glue in the system that helped ensure co-ordinated pathways were delivered, patients 
had a voice in improving cancer pathways and commissioners had access to expert 
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clinical groups with local knowledge. Whilst some of the work has been taken forward 
in SCNs, the funding and staffing is significantly reduced and NHS England has not 
provided a national framework from within which to plan SCN work and co-ordinate 
prioritiesΧWhat we're left with is an inefficient and inadequate situation that leaves 
individual providers and commissioning organisations working in isolation trying to 
ǳƴŘŜǊǎǘŀƴŘ ŀƴŘ ŀŘŘǊŜǎǎ ǾŜǊȅ ŎƻƳǇƭŜȄ ƛǎǎǳŜǎΦέ -  Commissioning support unit 
employee 
 
άWǳǎǘ ōǊƛƴƎ ōŀŎƪ ǘƘŜ ŎŀƴŎŜǊ ƴŜǘǿƻǊƪǎ ǇƭŜŀǎŜΗέ  - Allied Health Professional 
 
άThe loss of the cancer nŜǘǿƻǊƪǎ ƛǎ ŘƛǎŀǎǘǊƻǳǎΦέ Doctor, cancer specialist 
 

There were views that the new Strategic Clinical Networks could provide better 
opportunities for whole system working, and a broader view of disease than the previously 
more geographically and condition constrained networks. This might, for example, allow a 
more strategic overview of service provision, or allow for more focus on early diagnosis - an 
issue of common interest across disease groups, and one which would impact upon greater 
numbers of people.  
 

ΨΨL ǘƘƛƴƪ ǘƘŜ ŎƘŀƴƎŜǎ ǘƘŀǘ ǿŜǊŜ ōǊƻǳƎƘǘ ƛƴ ŦǊƻƳ мst April give us the opportunity to be 
able to do that [work collaboratively] Χ because we [the SCN] will be able to see that 
across both geographical boundaries, CCG boundaries, provider boundaries and we 
will be able to hopefully advise them accordingly on what those services could and 
should look likeΦΩΩ   - Strategic Clinical Network Manager 

 
ά{ƻ ƛƴ ǘƘŜ ƻƭŘ ǊŜƎƛƳŜ ǘƘŜǊŜ ǘŜƴŘŜŘ ǘƻ ōŜΧmore of a focus on where one sited the 
tertiary surgical services for cancer, which actually is only going to make a difference 
for very small numbers of patients. Whereas now quite a lot of the strategic clinical 
networks have got a bigger focus on the early diagnosis end, which is very positive 
ōŜŎŀǳǎŜ ƛƴ ǘŜǊƳǎ ƻŦ ǎŀǾƛƴƎ ƭƛǾŜǎ ǘƘŜƴ ǘƘŀǘΩǎ ǇǊƻōŀōƭȅ ǿƘŜǊŜ ǘƘŜȅ ǎƘƻǳƭŘ ōŜ ǇǳǘǘƛƴƎ 
ǘƘŜƛǊ ŀǘǘŜƴǘƛƻƴΦέ – National interviewee     

 
Rebuilding relationships and understanding new roles and responsibilities  
 
Though the loss of the Cancer Networks was felt by many, the impact was experienced 
differently in different parts of the country. It appears that where the loss was felt least, this 
was the serendipitous result of staff who previously worked for the Cancer Network 
remaining in the new SCN and essentially recreating what they had previously, though on a 
less well-resourced scale.  
 

 ΨΨL ǘƘƛƴƪ ƛǘΩǎ ōŜŎŀǳǎŜ L ƪƴƻǿ ǎƻƳŜ ƻŦ ǘƘŜ ǇŜƻǇƭŜ ǘƘŀǘ ƘŀǾŜ Ǝƻne into the strategic 
 ŎƭƛƴƛŎŀƭ ƴŜǘǿƻǊƪ ǎƻΣ ȅƻǳ ƪƴƻǿΣ ǿŜ ƘŀǾŜ ŜǎǘŀōƭƛǎƘŜŘ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ŀƴŘ L ǘƘƛƴƪ ǘƘŀǘΩǎ 
 really fortunateΦΩΩ  - LTC Commissioning Lead, CCG 

 
Regardless of how many people previously working on cancer have remained in the same 
community, interviewees were united in the view that a great deal of time and energy has 
gone on rebuilding the relationships that existed previously.  
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ΨΨWell, I mean the word I would use is fragmentation and that sounds very negative I 
know.  But what me and my colleagues have spent a lot of time doing is rebuilding the 
kind of partnerships and links that we had before the changes took placeΧ and so 
ǿŜΩǾŜ ƘŀŘ ǘƻ ǎǇŜƴŘ ŀ ƭƻǘ ƻŦ ǘƛƳŜ Ƨǳǎǘ ƎƭǳƛƴƎ ǘƘŜ ōƛǘǎ ōŀŎƪ ǘƻƎŜǘƘŜǊ ǊŜŀƭƭȅ ǘƻ ƳŀƪŜ ƛǘ 
workΦΩΩ – Public Health specialist 

 
The variation in who does what and in which organisations people are based has led to 
some particular difficulties for people over and above re-establishing relationships. 
Confusion over who the decision makers are and who or which organisation is responsible 
for which parts of the system is leading to worries over both duplication of effort and gaps 
in attention, so that important aspects of delivery may get over-looked, or are minimised. 
 
 ΨΨΧǿŜΩǊŜ ŀƭƭ ōǊŀƴŘ ƴŜǿ ŀǘ ŘƻƛƴƎ ǘƘƛǎ ŀƴŘ ƴƻƴŜ ƻŦ ǳǎ ŀǊŜ ǉǳƛǘŜ ǎǳǊŜ ǿƘŀǘ ǘƘŜ ƻǘƘŜǊ ƻƴŜΩǎ 

doing so, you know, the CSU are ƴƻǘ ǉǳƛǘŜ ǎǳǊŜ ǿƘŀǘ ǘƘŜ //DΩǎ ǘƘƛƴƪƛƴƎ ŀƴŘΣ ŀǎ ŀ //DΣ 
LΩƳ ƴƻǘ ǉǳƛǘŜ ǎǳǊŜ ǿƘŀǘ ǘƘŜ ƴŜǘǿƻǊƪΩǎ ǘƘƛƴƪƛƴƎ ŀƴŘ ǘƘŜ ƴŜǘǿƻǊƪΩǎ Ǝƻǘ ƴƻ ƛŘŜŀ ǿƘŀǘ ǘƘŜ 
two of us are doing!  And I think the danger is Χwe could be reinventing the wheel 
ǿƘŜƴ ǿŜ ŘƻƴΩǘ ƴŜŜŘ ǘƻ ŀƴŘ ƛǎ ǘƘŜǊŜ ƻǘƘŜǊ ǎǘǳŦŦ ǘƘŀǘ ǎƘƻǳƭŘ ōŜ ƘŀǇǇŜƴƛƴƎ ŀƴŘ ƛǎƴϥǘΧΦΩΩ – 
CCG Commissioning Lead   

 
Examples provided of areas that might receive less attention now included the peer review 
process, provider performance management, through the use of routine activity and 
outcomes data, and effective communication with GPs.  
 
  ΨΨΧI think that  one of the things that we have lost perhaps is more of the routine 

Řŀǘŀ ǘƘŀǘ ǿŜ ǳǎŜŘ ǘƻ ƎŜǘ ǎŜƴǘ ŀǎ ŀ t/¢ ǘƘŀǘ ǿŜ ŘƻƴΩt get quite so much as a CCG. 
ΧǘƘŜ ƻƴŜ ǘƘƛƴƎ ƻǳǊ /{¦ ŘƻŜǎ ƴƻǘ ǎǘǊƛŎǘƭȅ ǎǇŜŀƪƛƴƎ ƘŀǾŜ ƛǎ ŀ ǇŜǊŦƻǊƳŀƴŎŜ team.  We 
do have one member up there that does performance Χ. {ƻ ƛŦ ǘƘŜǊŜΩǎ ŀƴȅǘƘƛƴƎ ƎƻƛƴƎ 
on out in the services themselves, it will take a while probably to come to us Χto be 
resolved.ΩΩ – CCG Commissioning Lead 
 
ΨΨΧƳȅ clinical lead Ƙŀǎ ōŀǎƛŎŀƭƭȅ ŀǎƪŜŘ ƳŜ ǘƻ ǎŜƴŘ ƛƴŦƻǊƳŀǘƛƻƴ ƻǳǘ ǘƻ ǘƘŜ DtǎΦ  ¢ƘŀǘΩǎ 
coming presumably from the cancer networks who presumably now have lost all their 
links, I ŘƻƴΩǘ ƪƴƻǿ Ƙƻǿ ǘƘŜȅ ǳǎŜŘ ǘƻ Řƻ ƛǘ ōŜŦƻǊŜΣ ōǳǘ ǘƘŜȅ ƻōǾƛƻǳǎƭȅ ŘƻƴΩǘ ƘŀǾŜ ŀ 
ōǳŘƎŜǘ ŦƻǊ ŀ ŎƻƳƳǎ ǘŜŀƳ ŀƴŘ ǘƘŜȅ ǇǊƻōŀōƭȅ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ ƭƛƴƪǎ ǘƻ ǎŜƴŘ ǘƘŜƳ ƻǳǘ 
direct to GPs anymore, so they Χ asked us if we would do it ΧΦ  ²ƛǘƘƻǳǘ ǘƘŀǘΣ L ŘƻƴΩǘ 
know who would be doing itΦΩΩ- CCG Commissioning Lead  

 
A CSU interviewee also explained that they do not receive identifiable patient data in the 
same way as PCTs used to do. This means that if they wanted to send a questionnaire or 
another kind of communication out to patients, they were relying on the goodwill of their 
providers to help them do so. There were other examples of these kinds of ‘work arounds’ 
in the system, enabling people to get the job done but not necessarily as efficiently or as 
effectively as might have been the case with the previous infrastructure.  
 
The survey specifically asked respondents the extent to which they felt there was clarity 
about the new architecture for planning and commissioning cancer services, as well as their 
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understanding of the roles and responsibilities of various key bodies within that 
architecture. It is clear that this is not well understood with 51% of respondents reporting 
that these are ‘not clear at all’ or ‘somewhat unclear’, compared with 29% who considered 
them to be ‘somewhat clear’ and 3% to be ‘very clear’ (Figure 19).  

Figure 19: From your perspective, how clear are the roles, responsibilities and accountabilities for planning 
and commissioning cancer services? 

 
 
Of the specific bodies with responsibilities for planning and commissioning services along 
the cancer pathway, CCGs were the best understood by survey respondents, with 59% 
stating that they understand the role of CCGs ‘well’ or ‘fairly well’. Fewer respondents felt 
they understood what role other bodies had in planning and commissioning cancer services 
to the same extent (Figure 20): 
 

 Strategic clinical networks: 43% of all survey respondents understood their role well 
or fairly well, 36% didn’t understand the role well, and 21% didn’t understand it at all 

 Area teams: 28% understood their role well or fairly well, 48% didn’t understand the 
role well, and 24% didn’t understand it at all  

 Local authorities: 25% understood their role well or fairly well, 50% didn’t 
understand the role well, and 25% didn’t understand it at all  

 Health and wellbeing boards: 15% understood their role well or fairly well, 46% 
didn’t understand the role well, and 39% didn’t understand it at all 

 Clinical senates: 14% understood their role well or fairly well, 40% didn’t understand 
the role well, and 46% didn’t understand it at all. 
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Figure 20: Do you know what role each of the following bodies has in the planning and commissioning of 
cancer services in your area?  

 
Comments from interviewees reflect the same low level of comprehension of the role of 
new organisations.  

 
ΨΨ¢ƻ ōŜ ǘƻǘŀƭƭȅ ƘƻƴŜǎǘ ǿƛǘƘ ȅƻǳΣ L ŘƻƴΩǘ ƪƴƻǿ ǿƘŀǘ ŀ ŎƭƛƴƛŎŀƭ ǎŜƴŀǘŜ ŀŎǘǳŀƭƭȅ ƛǎ ŀƴŘ ƛǘ Ƴŀȅ 
ōŜ ǘƘŀǘ ŀŎǘǳŀƭƭȅ ǘƘŀǘΩǎ ǿƘŀǘ ƻǳǊ ƴŜǘǿƻǊƪǎ ƘŀǾŜ ƳƻǊǇƘŜŘ ƛƴǘƻ ōǳǘ LΩƳ Ƨǳǎǘ ŎŀƭƭƛƴƎ ǘƘŜƳ ōȅ 
ǘƘŜ ƻƭŘ ƴŀƳŜΗΩΩ – CCG Commissioning Lead 

 
άL ŘƻƴΩǘ ǉǳƛǘŜ ǳƴŘŜǊǎǘŀƴŘ ǿƘŀǘ ǘƘŜȅΩǊŜ ŦƻǊ (Strategic Clinical Networks), but I suppose 
ǘƘŜȅΩǊŜ ǎǳǇǇƻǎŜŘ ǘƻ ǎŜǘ ǎƻƳŜ ƻŦ ǘƘŜ ŦǳƴŎǘƛƻƴǎ ƻŦ ǘƘŜ ƻƭŘ ƴŜǘǿƻǊƪ ƎǊƻǳǇǎΣ ōǳǘ ǉǳƛǘŜ Ƙƻǿ 
you do it when you cover just an enormous spread of disease areas and specialities I 
ŘƻƴΩǘ ƪƴƻǿΦέ – National interviewee 

 
Few interviewees had any knowledge of the role Health and Wellbeing Boards might 
theoretically have in the oversight of the commissioning of cancer services, and no 
interviewees commented on this role having any traction in practice in their local area.  
 

 ΨΨ!Ǝŀƛƴ L ǘƘƛƴƪ ǘƘŜ IŜŀƭǘƘ ŀƴŘ ²ŜƭƭōŜƛƴƎ .ƻŀǊŘ ƛǎ ǎǘƛƭƭ ŦƛƴŘƛƴƎ ƛǘǎ ŦŜŜǘ ōŜŎŀǳǎŜ ƛǘΩǎ ŀ 
relatively new and relatively sort of untested part of the system.  Χ members of the 
Public Health Team regularly present on issues to the Health and Wellbeing Board  Χ.  
¢ƘŜȅ ƻōǾƛƻǳǎƭȅ ŀǊŜ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ŜƴŘƻǊǎƛƴƎ ǘƘŜ /ƻǳƴŎƛƭΩǎ Χ Health and Wellbeing 
Strategy Χ in which cancer and prevention of premature mortality is there. But I would 
say in terms of managing any detail their knowledge is quite sketchy. !ƴŘ ǘƘŜȅ ŘƻƴΩǘ 
appear to be all that interested ΧΦ ōŜŎŀǳǎŜ ǘƘŜǊŜΩǎ ǎƻ Ƴŀƴȅ ŎƻƳǇŜǘƛƴƎ ƛǎǎǳŜǎΦ ς Public 
Health specialist 

 
‘‘Health and Wellbeing Boards … L ŘƻƴΩǘ ǘƘƛƴƪ ǘƘŜȅΩǊŜ ƛƴ ŀƴȅ ǿŀȅ ŎƻƴǘǊƛōǳǘƛƴƎ ǘƻ ǘƘŜ 
system. I think the dialogue is still between commissioners and providersΦΩΩ – National 
interviewee 
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The new patient body HealthWatch was not seen to be engaged with the cancer agenda in 
any obvious way either. Interviewees suggested that though there is a legitimate role for 
them in monitoring and scrutinising the delivery of cancer services, their remit is too broad 
to be undertaken in any meaningful way that is likely to have a positive impact for cancer 
services or cancer patients.  
 

ΨΨ¢ƘŜ ǘǊƻǳōƭŜ ƛǎ IŜŀƭǘƘ²atch is covering all of illnesses and aspects of everything to do 
ǿƛǘƘ ƘŜŀƭǘƘ ƴƻǿ Χ L ŘƻƴΩǘ ƪƴƻǿ ƛŦ HealthWatch is the right animal to point up 
individual areas, particular problemsς ǎƻ ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ ƘŀǾe to rely on our surgeons I 
suppose to do the fighting for us nowΦΩΩ (Patient) 

 
Decision-making 
 
Transparency in decision-making was also an issue for interviewees , the fear being that 
work on new models of care might not always be taking place within the sight of 
commissioning decision makers, potentially also wasting time, effort and money.   
 
 ΨΨL Ǝƻǘ ŀ ǊŀƴŘƻƳ ǇƘƻƴŜ Ŏŀƭƭ ƭŀǎǘ ǿŜŜƪ ŦǊƻƳ ŀ ƎŜƴǘƭŜƳŀƴ ǿƘƻΩǎ Ƨǳǎǘ ǎǘŀǊǘŜŘ ǿƻǊƪƛƴƎ ŦƻǊ 

them (the Strategic Clinical Network) around survivorship Χ he was basically saying 
ΨǿŜƭƭ ǿƘŀǘ Řƻ ȅƻǳ ƪƴƻǿ ŀōƻǳǘ ȅƻǳǊ ǎǳǊǾƛǾƻǊǎƘƛǇ ƛƴ ǘŜǊƳǎ ƻŦ ŎƻƴǘǊŀŎǘǎ ŀƴŘ ǘƘƛƴƎǎΩ ΧŀƴŘ 
ǘƘŜȅΩǾŜ Ǝƻǘ ǘƘŜǎŜ ōƛƎ ƛŘŜŀǎ ŀōƻǳǘ Ƙƻǿ ǘƘŜȅ ǿƻǳƭŘ ƭƛƪŜ ǎǳǊǾƛǾƻǊǎƘƛǇ ǘƻ ōŜ ōǳƛƭǘ ƛƴǘƻ 
contracts, Χ ŀƴŘ ƛǘ ǎƻǳƴŘǎ ƘƻǊǊƛōƭȅ ƭƛƪŜ ƛŦ ȅƻǳ ƘŀŘƴϥǘ ƳŀƴŀƎŜŘ ǘƻ ŦƛƴŘ ǳǎΣ ǘƘŜȅΩŘ ōŜ 
going off doing all this work and then will come to us with a fait accompli ǘƻ ǎŀȅ ΨǿŜƭƭ 
ǘƘŀǘΩǎ ǿƘŀǘ ȅƻǳ ƴƻǿ ƴŜŜŘ ǘƻ ŘƻΩ ŀƴŘ ǿƛǘƘƻǳǘ ƘƛƳ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǘƘŀǘ ŀŎǘǳŀƭƭȅ ǿŜ ŘƻƴΩǘ 
have the ƳƻƴŜȅ ǘƻ Řƻ ǘƘŀǘ ƻǊ ȅŜǎ ǘƘŀǘΩǎ ŀ ǿƻƴŘŜǊŦǳƭ ƛŘŜŀΣΩΩ – CCG Commissioning Lead 

 
Decision making for larger scale investment also appears opaque at times, with genuine 
confusion over who is accountable for decisions that involve more than one organisation. 
This was seen as unhelpful and hindering a shared sense of responsibility for regional 
system management.  

 
άL ǳǎŜŘ ǘƻ ƪƴƻǿ ŜȄŀŎǘƭȅ ǿƘŜǊŜ ǘƻ ƎƻΣ ŜȄŀŎǘƭȅ ǿƘƻ ǘƻ ŎƻƴǘŀŎǘ ŜƛǘƘŜǊ ƴŀǘƛƻƴŀƭƭȅ ƻǊ 
regionally about an issue. Χ !ƴŘ L ƘŀǾŜƴΩǘ Ǝƻǘ ŀ ŎƭǳŜ ƴƻǿΧ²ŜΩǾŜ Ƨǳǎǘ ƘŀŘ ŀ ǊŜƎƛƻƴŀƭ 
issue where [x service] has been allotted to [another provider], without any, as I can 
see, consultation with any of the oncology teams or the health authorities locally. And 
LΩǾŜ ǎǇŜƴǘ ǘƘŜ ƭŀǎǘ ǿŜŜƪ ǘǊȅƛƴƎ ǘƻ ŦƛƴŘ ƻǳǘ ǿƘƻΩǎ ǊŜǎǇƻƴǎƛōƭŜΦ L ǎǘƛƭƭ ŘƻƴΩǘ ƪƴƻǿ ΧƛǘΩǎ ǾŜǊȅ 
difficult to know how to find out, how to make contact, how to influence, how to press 
ōǳǘǘƻƴǎ ǿƘƛŎƘ ƳŀƪŜ ǘƘƛƴƎǎ ƘŀǇǇŜƴΦ LǘΩǎ ŀ ƳŜǎǎΦέ - National interviewee  

 
There were also reports of uncertainty over responsibility for decision making leading to 
delays. 
 

ΨΨWe did do all the paperwork, all the documents, ready for procurement and then we 
hit the change responsibilities whereby NHS England now procures and has the 
contracts for radiotherapy.  And whilst our area team have been very supportive in 
ǇǊƛƴŎƛǇƭŜ ƻŦ ŀƴ ŜȄǇŀƴǎƛƻƴΣ L ǘƘƛƴƪ ǘƘŜȅ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ ƎƻǾŜǊnance arrangement in place 
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ȅŜǘ ǘƻ ōŜ ŀōƭŜ ǘƻ ƳŀƪŜ ŀ ŘŜŎƛǎƛƻƴ ƭƻŎŀƭƭȅΦ  hǊ ƛǘΩǎ ƴƻǘ ŎƭŜŀǊ ǿƘŜǊŜ ǘƘŜ ƎƻǾŜǊƴŀƴŎŜ ƭƛŜǎ ŦƻǊ 
fairly major investments like thatΦΩΩ – Associate Director, Clinical Networks and Senates 

 
Fragmentation of commissioning  
 
Local Authorities are responsible for commissioning or providing a range of preventative 
services such as smoking cessation, or weight management programmes. NHS England is 
currently responsible for commissioning radiotherapy and chemotherapy services and some 
specialist treatment for either rarer cancers or high cost treatments, as well as primary care 
services, from where most patients still receive their initial referral. CCGs are currently 
responsible for commissioning certain elements of treatment for more common cancers 
while the final piece of the jigsaw is the screening programmes now commissioned jointly by 
Public Health England and NHS England.  
 
Perhaps not surprisingly, a particular aspect of the new architecture which was causing 
many interviewees concern was this fragmentation in the commissioning of services along 
the patient pathway.  
 
 ΨΨΧǘƘƛǎ ŦǊŀƎƳŜƴǘŀǘƛƻƴ ƻŦ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ƘŀǎƴΩǘ ƳŀŘŜ ƛt easy for a pathway like 
 ŎŀƴŎŜǊ ΧŜǾŜƴ ŀ ǾŜǊȅ ŎƻƳƳƻƴ ƻƴŜ ƭƛƪŜ ōǊŜŀǎǘ ŎŀƴŎŜǊ - ȅƻǳΩǾŜ Ǝƻǘ ǎƻƳŜǘƘƛƴƎ ŀǘ ǘƘŜ 
 beginning around primary care and how they respond to patients in their care, who 
 Ƴŀȅ ƻǊ Ƴŀȅ ƴƻǘ ƘŀǾŜ ōǊŜŀǎǘ ŎŀƴŎŜǊΦ ¸ƻǳΩǾŜ Ǝƻǘ ǎƻƳŜǘƘƛƴƎ ƛƴ ǎŜŎƻƴŘŀǊȅ ŎŀǊŜ ŀōƻǳǘ 
 patients being referred in and specialist commissioning because a lot of breast cancer 
 patients would have radiotherapy and chemotherapy, but also the screening 
 programmes going on in breast cancer, which is NHS England. So you know even on a 
 ǎǘŀƴŘŀǊŘ ōǊŜŀǎǘ ŎŀƴŎŜǊ ǇŀǘƘǿŀȅΣ ȅƻǳΩǊŜ ƎƻƛƴƎ ǘƻ ƎŜǘ ŀ ƴǳƳōŜǊ ƻŦ ŎƻƳƳƛǎǎƛƻƴŜǊǎ ŀƴŘ 
 making that in to a really good, quality service so the commissioners are working in 
 the same direction and not confusing the hell out of everybody, is more of a 
 ŎƘŀƭƭŜƴƎŜ Χέ  - CSU Cancer Commissioning Manager  
 

ΨΨLt might be the worst thing that the NHS has done, the separation at source of the 
responsibilities for commissioning, so the money flows right from the top in different 
directions, that creates significant room for arguing about whose responsibility is for 
what services, and secondly creates incentives for people to support their area at the 
expense of another commissioner.ΩΩ - Network Manager 

 
ά¢ƘŜ Ƴǳƭǘƛ ŦǊŀƎƳŜƴǘŜŘ ǿŀȅ ƻŦ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ŀƴŘ ŘŜƭƛǾŜǊƛƴƎ ŎŀǊŜ ƛǎ a¦/I ǿƻǊǎŜ 
than it was - roles of SCN , CCG, LAT, Monitor, CQC, senates etc are all intermingled 
and no one can make a decision etc. Iǘ ŀƭƭ ƴŜŜŘǎ ǊŀǘƛƻƴŀƭƛǎƛƴƎ ƛƴǘƻ ƻƴŜ ǇƭŀŎŜέΦ  - 
Doctor, cancer specialist 

 
According to the findings, the complexity of local and specialist commissioning 
arrangements appear to be hampering efforts to take a ‘whole pathway’ approach to 
service redesign.    
 

ά{ǇŜŎƛŀƭƛǎǘ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ƴŜŜŘǎ ŀ ŎƻƳǇƭŜǘŜ ǊŜ-think. Cancer care pathways frequently 
cross the boundaries between the primary care and CCG commissioning remit and 
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areas that are notionally the ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻŦ ΨǎǇŜŎƛŀƭƛǎǘ ŎƻƳƳƛǎǎƛƻƴƛƴƎϥΦ 9ŦŦŜŎǘƛǾŜ 
pathway development is currently undermined or blocked by inertia, ineffectiveness, 
lack of communication and lack of insight demonstrated by specialist commissioners 
(which is partly the consequence of ineffective/under-ŘŜǾŜƭƻǇŜŘ !ǊŜŀ ¢ŜŀƳǎύΦέ  - GP 
with CCG role 
 
ά¢ƘŜ ǎǇŜŎƛŀƭƛǎǘ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ǘŜŀƳǎ Ŏŀƴƴƻǘ ǘŀƪŜ ǘƘƛǎ ǿƻǊƪ ƻƴΣ ŀƴŘ ƭƻŎŀƭ //Dǎ ŀǊŜ 
ignorant of their need to be involved in cancer commissioning - in the belief this is all 
done by specialist ŎƻƳƳƛǎǎƛƻƴŜǊǎΦέ  - Doctor, cancer specialist 
 

There was no expectation that everything should be commissioned at either a national or a 
local level. And though fragmentation was a genuine concern, specialised commissioning 
arrangements were also seen as being helpful when it came to better standardisation of 
practice and ensuring more consistent access to treatments such as radiotherapy. What is 
needed is better co-ordination and clear lines of accountability in order to prevent gaps in 
provision or at least inefficiencies, and a pathway which is uncoordinated and confusing for 
the individual patient.  
 
ά9ǎǎŜƴǘƛŀƭƭȅΣ ǘƘŜ ŎǊŜŀǘƛƻƴ ƻŦ ƳǳƭǘƛǇƭŜ ƻǊƎŀƴƛǎŀǘƛƻƴǎΣ ǘƘŜ ƛƴŎǊŜŀǎŜŘ ŀǳǘƻƴƻƳȅ ƻŦ 
healthcare providers, and the splitting of commissioning responsibilities makes life 
very difficult when the focus is on a cancer patient pathway that runs across multiple 
organisations and is commissioned in piecemeal fashion by different commissioners. 
Χ cancer services in some areas are left with Χ no-one in the middle facilitating the 
ǇƛŜŎƛƴƎ ǘƻƎŜǘƘŜǊ ƻŦ ǘƘŜ ōƛǘǎ ƛƴ ǘƘŜ Ƴƻǎǘ ŜŦŦƛŎƛŜƴǘ ƳŀƴƴŜǊΦέ  - Strategic Clinical 
Network (Cancer) Quality Improvement Lead 

 
      ΨΨ/ommissioning is defined in terms of who pays for the operation, who pays for the 

outpatient appointment, at no point does it say, whose responsibility it is to fund enough 
ƴǳǊǎŜ ǎǇŜŎƛŀƭƛǎǘ ƛƴǇǳǘΚΩ  - Network Manager 

 
ΨΨ!ll disconnects in pathways are a potŜƴǘƛŀƭ ŘƛǘŎƘ ǘƘŀǘ ǇŀǘƛŜƴǘǎ Ŧŀƭƭ ƛƴǘƻΧ !ƴŘ ŀƴȅǿƘŜǊŜ 
ǿƘŜǊŜ ǎƻƳŜōƻŘȅ Ŏŀƴ ǎŀȅ ΨǿŜƭƭ ǘƘŀǘΩǎ ƴƻǘ Ƴȅ ƧƻōΣ ƛǘΩǎ ƘƛǎΩ ŀǊŜ ǇƻǘŜƴǘƛŀƭ ŀǊŜŀǎ ŦƻǊ ǘƘƛƴƎǎ ǘƻ 
go wrong.ΩΩ  - GP and Clinical lead for LTCs, CCG 

 
Commissioning expertise in cancer services 
 
As a result of the widespread movement of staff from the old organisations into different 
parts of the new architecture, it is down to chance to some extent if cancer expertise has 
been maintained in local areas or whether it has had to be re-created. It appears that in 
some areas this is affecting the abilities of CCGs to be effective commissioners of cancer 
care.  
 

άΧbroadly speaking the people that used to commission cancer are no longer 
commissioning cancer, and the people who are commissioning now used to be doing 
something else. And the impact is that Χ ƛǘΩǎ ŎƻƴǘǊŀŎǘƛƴƎΦ LǘΩǎ ǎŀȅƛƴƎΣ Ψ²ƘŀǘŜǾŜǊ ǿŜ ƘŀŘ 
last year ǿŜΩƭl have 3% morŜ ŦƻǊ ǘƘŜ ǎŀƳŜ ƳƻƴŜȅΣ ǇƭŜŀǎŜΦΩέ - National interviewee 
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Despite reports of a deficit of expertise, survey respondents involved in commissioning 
(including CCG/CSU staff, GPs with CCG roles, and those working in area teams) reported 
being able to access sufficient knowledge and expertise to commission cancer services 
effectively. Of the 57 respondents directly involved in commissioning, 89% agreed they 
could access clinical knowledge and expertise to some extent at least, and 77% agreed they 
could access analytical knowledge and expertise to some extent at least, (Figure 21).   
 
Figure 21: Are you able to access sufficient knowledge and expertise to commission cancer services 
effectively? 

a) Clinical knowledge and expertise 

 

b) Analytical knowledge and expertise 
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Maintaining morale 
 
A good deal of dedication and commitment has been shown by staff in order to keep things 
working on the front line for patients, in spite of the challenges and frustrations elsewhere.  
This level of effort has to be sustained in the face of rising activity, cost pressures and the 
need to adapt to new developments in cancer treatment.  Interviewees talked of a 
workforce that was at best weary of change, and at worst experiencing low morale and burn 
out.  
 

ΨΨL ǘƘƛƴƪ ƪŜŜǇƛƴƎ ǘƘŜ ǿƻǊƪŦƻǊŎŜ ƳƻǘƛǾŀǘŜŘ ƛǎ ŀ ōƛƎ ŎƘŀƭƭŜƴƎŜΧ L ǘƘƛƴƪ ƛǘΩǎ ƘŀǊŘŜǊ ǘƻ ƪŜŜǇ 
ŜƴƎŀƎŜƳŜƴǘΣ ǇŜƻǇƭŜ ǿƛƭƭ ȅƻǳ ƪƴƻǿΣ ŎƻƳŜ ƛƴΣ Řƻ ǘƘŜ ƧƻōΣ ōǳǘ ǘƘŜȅΩǊŜ ƴƻǘ ƎƻƛƴƎ ǘƻ ƪŜŜǇ 
ǇǳǘǘƛƴƎ ƛƴ ǘƘŜ ŜȄǘǊŀ ǘƘŀǘ ǘƘŜȅ ǇŜǊƘŀǇǎ ƘŀǾŜ ŘƻƴŜ ǇǊŜǾƛƻǳǎƭȅΣ ǘƘŜȅΩǊŜ ǘƛǊŜŘ and 
undervalued I think.ΩΩ  - Cancer Services Manager, Acute Trust 

 
 ά9ǾŜǊȅōƻŘȅΩǎ ŦŜŜƭƛƴƎ ǾŜǊȅ ŘƛǎŜƴŦǊŀƴŎƘƛǎŜŘΣ ǾŜǊȅ ǳƴƳƻǘƛǾŀǘŜŘΣ ǾŜǊȅ ǳƴƭƻǾŜŘ ōȅ ǘƘŜ 
 ǿƘƻƭŜ ǎȅǎǘŜƳΦ Lǘ Ƨǳǎǘ ŘƻŜǎƴΩǘΣ ƛǘ ƘŀǎƴΩǘ Ǝƻǘ ŀƴȅǘƘƛƴƎ ƭƛƪŜ ǘƘŜ ǎŀƳŜ ŘŜƎǊŜŜ ƻŦ Ǉŀǎǎƛƻƴ 
 and engagement thŀǘ ƛǘ ƘŀŘΦέ – National interviewee 

 

Commissioning public health services 

As with other aspects of the new architecture, there is some confusion as to who is 
responsible for the commissioning of public health input into cancer pathways.  The 
relationship between NHS England and Public Health England was perceived as being weak 
with little co-ordination or development of joint strategies. There was also a lack of clarity 
over the roles of Local Authorities and Public Health England in commissioning screening 
programmes and how to access this support. 
 
 ΨΨΧ obviously the screening sits with Public Health England and with our public health 
 teams in the local authority and we've definitely lost links to our public health teams 
 in the local authority.  I have tried and asked repeatedly and I do not know who leads 
 ƻƴ ŎŀƴŎŜǊ ŦƻǊ ǘƘŜ ƭƻŎŀƭ ŀǳǘƘƻǊƛǘȅ ŀƴŘ L ŘƻƴΩǘ ǘƘƛƴƪ ƻǳǊ ŎŀƴŎŜǊ ƴŜǘǿƻǊƪǎ ƴŜŎŜǎǎŀǊƛƭȅ 
 know very well either.ΩΩ – CCG Commissioning Lead 
 
The survey also asked respondents for their views about the priority given to prevention and 
early diagnosis in their area. Views were mixed; 54% of respondents agreed that enough 
priority was given to prevention and early diagnosis of cancer, although 37% disagreed 
(Figure 22).  
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Figure 22: Do you think enough priority is given to prevention and early diagnosis of cancer in your area: 

 

 
The idea that more could be done to improve prevention and early diagnosis was echoed in 
survey comments; this was frequently cited as one of the most important advances that 
needs to be made to improve cancer services and outcomes:  
 

ά{ƻ ŜŀǊƭȅ ŘƛŀƎƴƻǎƛǎ ƛǎ ŜǎǎŜƴǘƛŀƭΦ ΧBut the approach has been pathetic in that the 
medical politician elite believe it is due to poor doctoring. Actually most cancers 
below the surface of the body are silent. So early diagnosis requires tumour 
ƳŀǊƪŜǊǎ ŀƴŘ ǎŎǊŜŜƴƛƴƎΦέ ς Doctor, cancer specialist 

 
Interviewees with a specific public health remit commented on the more political aspect of 
working within a Local Authority and the different kind of relationship that it was necessary 
to develop with elected councillors when it comes to commissioning services. 
 

ΨΨ²Ƙŀǘ Ƙŀǎ ŎƘŀƴƎŜŘΧ ƛǎ ǿƻǊƪƛƴƎ ǿƛǘƘƛƴ ǘƘŜ ǇƻƭƛǘƛŎŀƭ ŎƻƴǘŜȄǘ ƻŦ ƭƻŎŀƭ ƎƻǾŜǊƴƳŜƴǘ ǎƻ ǘƘŜ 
ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ǇǊƻŎŜǎǎ ƛǎ ǾŜǊȅ ŘƛŦŦŜǊŜƴǘΧ in the old way we might want to produce a 
business plan, go to the executive team and talk about evidence from randomised 
controlled trials, various different reviews from medical journals, look at some quality 
of life indicators to describe an investment of x to produce y amount of savings, so very 
ǎƻǊǘ ƻŦ ǎŎƛŜƴǘƛŦƛŎ ōŜŎŀǳǎŜ ȅƻǳ ǿŜǊŜ ǘŀƭƪƛƴƎ ǘƻ ǇǊƻŦŜǎǎƛƻƴŀƭǎΧ ²ŜΩǊŜ ƴƻǿ ǘŀƭƪƛƴƎ ǘƻ 
elected members so putting in front of them statistical tables is probably not the right 
ǘƘƛƴƎ ǘƻ ŘƻΧ ǿƘŀǘ ǿŜ Ŏŀƴ ǎŀȅ ƛǎ ƛƴǾŜǎǘƛng in a new weight management service for 
ŀŘǳƭǘǎ ŀƴŘ ŦƻǊ ŎƘƛƭŘǊŜƴ Ƙŀǎ ǊŜŀƭ ƘŜŀƭǘƘ ōŜƴŜŦƛǘǎ ŦƻǊ ǘƘƻǎŜ ƛƴŘƛǾƛŘǳŀƭǎΦ {ƻ ƛǘΩǎ ǘŜƭƭƛƴƎ ǘƘŜ 
story in a slightly different way.ΩΩ  - Assistant Director of Public Health 

 
It was reported that depending on a councillor’s political ideology, or personal views, it 
might be more difficult to persuade them of the need to commission certain services. The 
added complexity and variation in practice of working in a system with single and two-tier 
authorities was also commented on.   
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 ΨΨL ƘŀǾŜ ŜƛƎƘǘ ŘƛǎǘǊƛŎǘǎ ǿƛǘƘ eight environmental health teams with eight housing 
 ƻŦŦƛŎŜǊǎ ǿƛǘƘ ŜƛƎƘǘ ƭŜƛǎǳǊŜ ǎŜǊǾƛŎŜǎ ǎƻ ǘƘŀǘ ƳŀƪŜǎ ƛǘ ƳƻǊŜ ŎƻƳǇƭƛŎŀǘŜŘ ǘƘŀǘ ōƛǘ ƻŦ ƛǘΦΩΩ  
 - Assistant Director of Public Health 
 
In spite of getting used to new ways of working in Local Authorities, Public Health 
interviewees reported more scope than they had previously enjoyed in the NHS for 
developing services.  

ΨΨ²ŜΩǾŜ ōŜŜƴ ƎƛǾŜƴ ŦŀǊ ƎǊŜŀǘŜǊ ŦǊŜŜŘƻƳ ǘƻ ǎǇŜƴŘΧ ǎƻ ǘƘŀǘΩǎ ŀƭƭƻǿŜŘ ǳǎ to invest in 
ǇǊƻƎǊŀƳƳŜǎ ŀƴŘ ǎŜǊǾƛŎŜǎ ǿƘƛŎƘ ƘƛǎǘƻǊƛŎŀƭƭȅ ǿŜ ŘƛŘƴΩǘΦ  ¢ƘŀǘΩǎ ǊŜŀƭƭȅΣ ǊŜŀƭƭȅ ǇƻǎƛǘƛǾŜΧ 
ǿŜΩǊŜ ƛƴŎǊŜŀǎƛƴƎ ƻǳǊ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎ ŀƴŘ ǿŜΩǊŜ ŘŜǾŜƭƻǇƛƴƎ ŀƴŘ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ǎŜǊǾƛŎŜǎ 
which are new to xxxxΣ ǿƘƛŎƘ ƛǎ ŦŀƴǘŀǎǘƛŎΦΩΩ  - Assistant Director of Public Health 
 

A more collaborative style of working across a range of departments within Local Authorities 
was also viewed very positively. A specific example of this came from one Public Health 
team which had persuaded its local Councillors of the link between fast food outlets and 
obesity, ΨΨΧŀƴŘ ǘƘŜȅΩǊŜ ƴƻ ƭƻƴƎŜǊ Ƨǳǎǘ ǇǳǘǘƛƴƎ ŦƻƻŘ ƻǳǘƭŜǘǎ ǳǇ ǿƛƭƭȅ ƴƛƭƭȅΩΩ -  Public Health 
Consultant 
 

“ [the shift to local authorities hasϐ ŎŜǊǘŀƛƴƭȅ ƳŀŘŜ ƭƛŦŜ ŜŀǎƛŜǊΧ ǿŜΩǊŜ ƘŀǾƛƴƎ ŎƭƻǎŜǊΣ 
more productive conversationsΦΩΩ - Assistant Director of Public Health 

 
Another positive aspect of the move of Public Health into Local Authorities was the different 
attitude to commissioning which was perceived as being more robust and more tightly 
focused on what commissioners were getting for their money. 
 

ΨΨΧǿŜΩǊŜ ǾŜǊȅ ƳǳŎƘ ƴƻǿ ƛƴ ǘƘŜ world of procurement, tendering Χthe advantage is 
ǘƘŀǘ ǘƘŜ ƳŀǊƪŜǘ ŘƛŎǘŀǘŜǎ Ƙƻǿ ƳǳŎƘ ȅƻǳ ǇŀȅΣ ǎƻ ǘƘŀǘΩǎ ǉǳƛǘŜ ƎƻƻŘΧΦ ώŀƭǎƻ ƛǘϐ ŦƻǊŎŜǎ ȅƻǳ 
ǘƻ ƘŀǾŜ ŀ ǊŜŀƭƭȅ Ǌƻōǳǎǘ ǎŜǊǾƛŎŜ ǎǇŜŎƛŦƛŎŀǘƛƻƴ ΧǘƘŀǘ ǎƻƳŜǘƛƳŜǎ ǿŀǎ lacking when you 
were NHS to NHS commissioning.  I think there are lots of examples where, you know, 
ǘƘŜ bI{ΧǿŜǊŜ ǇŀȅƛƴƎ ƳƻƴŜȅ ǘƻ ŀ ǇǊƻǾƛŘŜǊ ŀƴŘ ǘƘŜre was no service specification  
ΧǿŜΩǊŜ ƴƻǿ ǇǳǘǘƛƴƎ ƛƴ ǊŜŀƭƭȅ ǎǘǊƻƴƎ ǎŜǊǾƛŎŜ ǎǇŜŎƛŦƛŎŀǘƛƻƴǎΣ ǊŜŀƭƭȅ ƎƻƻŘ ƻǳǘcome 
measures and KPIs and regular monitoring meetings and by and large most of the 
ǇǊƻǾƛŘŜǊǎ ƘŀǾŜ ǊŜŀƭƭȅ ǿŜƭŎƻƳŜŘ ǘƘŀǘ ōŜŎŀǳǎŜ ǘƘŜȅ ǎŀƛŘ ƛǘΩǎ ǘƘŜ ŦƛǊǎǘ ǘƛƳŜ ǎƻƳŜōƻŘȅ ƛǎ 
interested in my serviceΦΩΩ  - Assistant Director of Public Health 

 
It appears that the sharing of good practice runs both ways with reports of positive changes 
in the way that Local Authorities work and think about public health problems too.  

 
ΨΨ²hat I noticed when we came to the local authority was that they used to base 
quality and cost in opposite directions, so quality might be something like 40% and cost 
might be something like 60%, so we got them round to thinking that actually quality 
should be the main thing rather than the cost.ΩΩ  - Public Health Consultant 
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Discussion  
 
The findings here are dominated by feelings of confusion about who does what within the 
new architecture and frustrations over a lack of support and resources to get things done.  
The fears that the national focus in England has been diluted were very real. Since the 
publication of the Calman-Hine Report in 1995, targeted policies and programmes and 
strong investment had seen significant improvements in the delivery of cancer services with 
increased capacity in workforce and facilities, development of national pathways, and the 
introduction of national standards, targets and screening programmes. However, the 
perception is that the mechanisms that had been put in place to drive improvements and 
provide expert advice and support since 1995 have subsequently been eroded as a result of 
the reforms.  
 
There is a clear wish for cancer to have a higher profile nationally, with a more robust 
leadership infrastructure that can ensure better co-ordination across the many different 
elements of the system, in both the commissioning and provision of cancer services, and a 
clearer articulation of responsibilities and accountabilities for each constituent body. The 
distinction between what can and should be done at a local level, and what should be done 
nationally in order to maintain consistency of standards, also needs further consideration 
and subsequent articulation.  
 
Adding further layers of bureaucracy and changing the system in a wholesale way is clearly 
not the answer for a change weary NHS. Instead, the current system has to work better for 
people. The roles of existing organisations need to be better defined and understood, and 
appropriately resourced to do the job that is expected of them. There are already 
refinements being made to the new architecture and some of these changes may well bring 
people the improvements they feel are needed.  
 
It would appear that the national ‘voice’ for cancer patients has not been enhanced by the 
creation of HealthWatch, leaving it up to chance whether cancer features as a priority for 
the local organisations. Without strong patient representation, there is always a danger that 
services do not respond as well as they could to patient needs and that important strategic 
decisions are made in a vacuum. The presence of lay members on the national Clinical 
Reference Groups is undoubtedly helpful but could lead to a narrowing of interests.   
 
There are signs of positive changes, however, with the potential for the national Clinical 
Reference Groups to make a strong, clinically focused contribution to the cancer agenda, 
and the benefits to be gained from closer working between Public Health teams and their 
Local Authority colleagues. There is still enormous passion, drive and commitment to 
improve services for cancer patients even if the impression is that this has become 
increasingly difficult. These positives must be built upon and supported appropriately. 

 
Recommendations 

2. The Department of Health should create a recognised cancer leadership team to 
provide support and strategic oversight to NHS England, Public Health England and the 
Department. Building on the work of the National Clinical Director for Cancer in NHS 
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England, a similar lead role should be created at Public Health England, with a cancer 
lead at the Department of Health given clear responsibility for strategic oversight. 

3. The Department of Health should review Improving Outcomes: a Strategy for Cancer in 
light of the changes to the NHS structures and update it as appropriate to ensure it is fit 
for purpose for the new commissioning system. The Department should make a 
concerted effort to communicate the relevance of the Strategy to the new 
commissioning system. 

4. NHS England should provide greater support and funding to the Clinical Reference 
Groups to enable them to achieve their potential for system development and ensure 
they drive real improvements. 

5. The Department of Health, NHS England and Public Health England must urgently clarify 
and communicate the responsibilities of the different commissioners of cancer services. 
Strategic Clinical Networks should map out commissioning responsibilities for their 
geographical area and ensure commissioning organisations are working together to 
provide coordinated cancer services.  
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Service development and improvement 
 
As noted in Cancer Research UK’s 2012 report, disruption is caused before, during and after 
large-scale change and studies suggest that any positive effects of reorganisation may take 
some time to be achieved. Reports suggest an organisation’s performance takes between 18 
months and three years to return to pre-change levels. In this follow up study, interviewees 
reflected on this phenomenon, talking about a ‘hiatus’ in cancer service development in 
England over the course of the last couple of years and expressing regret that the work 
people can see needs to be done to improve services has not yet been tackled as a result of 
the combined fall-out of the reforms and efficiency savings.  
 
It is by no means certain that the mere passage of time will redress this. The findings from 
both interviewees and survey respondents note the underlying issues that they feel need to 
be addressed in order to drive service improvements.  
 
Creating the headspace 
 
Survey questions explored the level of support and infrastructure in place to develop and 
improve cancer services at a local level. Respondents reported that freedom to innovate 
was less of an issue than the practical enablers. Just over a third of respondents (33%) 
felt freedom to innovate was a concern, compared to two-thirds of respondents who felt 
that funding and resources were an issue and 58% of respondents who felt that capability 
and capacity were concerns. Forty-three percent of respondents felt that there was a co-
ordinated approach to service development and improvement in their area (Figure 23).  

Figure 23: Thinking about the development and improvement of cancer services in your area, would you say: 

 

 
Furthermore, 51% of respondents reported that local leadership was somewhat or very 
effective for driving service improvement and development (Figure 24). 

0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

80% 

90% 

100% 

There is freedom 
to innovate and 
develop services 

There is a co-
ordinated 

approach to 
service 

development and 
improvement 

There is sufficient 
capability and 

capacity for service 
improvement  

Funding and 
resources to 

support service 
improvement can 
be secured when 

required 

P
e

rc
e

n
ta

ge
 o

f 
re

sp
o

n
d

e
n

ts
 

Strongly disagree 

Disagree 

Neither agree or 
disagree 

Agree 

Strongly agree 



 

47 
 

Figure 24: How effective is local leadership for driving service improvement and development: 

 
 
Survey respondents were asked to specifically assess the impact of the financial 
environment on the development and improvement of cancer services, with a rating of 10 
indicating a very positive impact and a rating of 1 a very negative impact - 79% of 
respondents gave a rating of 1-4, 13% a rating of 5, and 8% a rating of 6-8, again with no 
ratings of 9 or 10. The average rating for this question was 3.3 (Figure 25), suggesting a 
significant level of pessimism. 
 
Figure 25: To what extent is the current financial environment affecting the development and improvement 
of cancer services?  

 

 
These points were reflected in the qualitative findings, with comments addressing the 
themes of funding, capacity and coordination as barriers to service improvement, service 
development and innovation.  
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ά¢ƘŜ ƭŀŎƪ ƻŦ ŦǳƴŘƛƴƎ ŦƻǊ ƛƴŎǊŜŀǎƛƴƎ ŎŀǇŀŎƛǘȅΣ ǘǊŀŎƪƛƴƎ ŎŀƴŎŜǊ ǇŀǘƘǿŀȅǎΣ ǎǳǇǇƻǊǘƛƴƎ 
MDTs, performing audits and developing multi-disciplinary clinics is the main 
reason why services cannot really improve as much as all the cancer teams would 
ƭƛƪŜΦέ - Doctor, cancer specialist 

 
άWe need more funding.  Instead of progressing/developing our cancer services 
which are already significantly underfunded, our services are actually being cut. It is 
becoming impossible to deliver all the new cancer targets and quality of care is 
deterioratingΦέ - Allied Health Professional 

 
ά/ŀǇƛǘŀƭ ƛƴǾŜǎǘƳŜƴǘ ǿƛƭƭ ōŜ ǊŜǉǳƛǊŜŘ ǘƻ ŜƴǎǳǊŜ ŎŀƴŎŜǊ ǎŜǊǾƛŎŜǎ ƛƴ ƻǳǊ ŀǊŜŀ ŀǊŜ 
ǎǳŦŦƛŎƛŜƴǘ ƛƴ ǉǳŀƭƛǘȅ ŀƴŘ ŎŀǇŀŎƛǘȅ ǘƻ ƳŀƴŀƎŜ ǘƘŜ ŘŜƳŀƴŘΦέ- Non-clinical manager 

 
ά¢ƘŜ ŘƛǊŜŎǘƛƻƴ ǎƘƻǳƭŘ ōŜ ŦƻǊ ƳƻǊŜ ƛƴǘŜƎǊŀǘƛƻƴ ƻŦ ŀŎǳǘŜ ŀƴŘ primary/community 
care. However, the multitude of organisations now involved and the lack of 
national funding for the continued support of networking and coordination across 
professionals and organisations in all these fields is hampering the ability to make 
ǘƘŜǎŜ ŎƘŀƴƎŜǎΦέ - Strategic Clinical Network Cancer Quality Improvement Lead 

 
The reduction in support and resources for leading strategic developments in cancer 
services was raised many times with interviewees commenting specifically on the role that 
the Cancer Networks had previously taken in this regard.  
 

ΨΨI guess there are less of us concentrating on cancer.  When I first came to the cancer 
network in 2009, there were about between 25 and 30 support team posts looking 
purely at cancer.  I've now got about 30 people in the team but they're looking after 
obviously another three strategic clinical networks and the senate.  So the resource has 
ƛƴŜǾƛǘŀōƭȅ ōŜŜƴ ŘƛƭǳǘŜŘ ŀƴŘ ǿŜ ŎŀƴΩǘ Ǌƻƭƭ ƻǳǊ ǎƭŜŜǾŜǎ ǳǇ ƻƴ ǘƘŜ ǎƻǊǘ ƻŦ ǎŜǊǾƛŎŜ 
improvement end of things as much as we would have previously been able toΦΩΩ – 
Associate Director, Strategic Clinical Networks and Senates 

 
 άΧ we lost some very good people in the cancer networks who were coming to the 
end of their careers or decided there was one too many reorganisations to start 
ŀƴƻǘƘŜǊ ƻƴŜ ŀƴŘ ƭŜŦǘΦ {ƻ ȅŜŀƘ ŀōǎƻƭǳǘŜƭȅ ƛǘΩǎ taken us a bit of time in certain areas to 
get up to speed,ΩΩ - CSU Cancer Commissioning Team Manager 

 
A broader remit, combined with a real-term cut in budget for cancer and staff resources 
inevitably means that the SCNs can no longer support some useful elements of the earlier 
Cancer Network architecture. Of particular note was the end of tumour site-specific groups 
in many areas, partly through the lack of basic administrative support to organise them but 
also as a smaller pot of money meant clinicians’ organisations could not be compensated for 
their attendance. It was perceived that the effect of all of these changes in the network 
arrangements was reduced clinical engagement and a lack of ‘headspace’ to think change 
through. 
  

ΨΨL ǘƘƛƴƪ ǘƘŜ ŦǳƴŘƛƴƎ ƛǎǎǳŜ ŀƭƭ ǘƻƎŜǘƘŜǊ ƛǎ ŀ ōƛƎ ōŀǊǊƛŜǊ ǘƻ ŀŎǘǳŀƭƭȅ ŦƛƴŘ ǎƻƳŜ ƘŜŀŘ ǎǇŀŎŜ 
to do what we need to do, to actually think, to get together, to make change.  I think 
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ŜǾŜǊȅōƻŘȅΩǎ ǊŜŀƭƭȅ ōŜŀǘŜƴ ǳǇ ƛƴ ƘŜŀƭǘƘ ŀƴŘ ǎƻŎƛŀƭ ŎŀǊŜΣ ǘƻ ōŜ ƘƻƴŜǎǘΣ ǎƻ ƛǘΩǎ ŘƛŦŦƛŎult 
ǎƻƳŜǘƛƳŜǎ ǘƻ ŦƛƴŘ ŜƴǘƘǳǎƛŀǎƳΦΩΩ  - GP and Clinical lead for Long Term Conditions, CCG 

 
ΨΨWell, I think there needs to be an explicit expectation that resources are put into 
pathway leadŜǊǎƘƛǇΣ ŀƴŘ L ŘƻƴΩǘ ƳƛƴŘ ǿƘŜǊŜ ƛǘ ŎƻƳŜǎ ŦǊƻƳ ƻǊ ǿƘƻΩǎ ǇŀȅƛƴƎ ŦƻǊ ƛǘΣ ōǳǘ 
the expectation and requirement must be there that providers are not just at the coal 
ŦŀŎŜΣ ǎƭƻƎƎƛƴƎ ŀǿŀȅΣ ŘƻƛƴƎ ǿƘŀǘ ǘƘŜȅ Řƻ ƴƻǿΦ ¢ƘŜȅΩǾŜ Ǝƻǘ ǘƻ ƘŀǾŜ ǎƻƳŜ ŎƭƛƴƛŎŀƭ 
leadership and managerial and informatics support to continuously quality-improve 
ŀƴŘ ƛƴƴƻǾŀǘŜΦέ  -  Chief Medical Officer for Clinical Network 

 
Commissioners investing in new services  
 
A number of interviewees talked about the attitude of Clinical Commissioning Groups 
(CCGs) towards financial husbandry and how their attitude was potentially now more 
conservative because of their new position as budget holders. The need to ‘balance the 
books’ in year was also commented on in relation to CCGs, and how this could impede any 
long-term ‘spend to save’ type initiatives.  

 
άL ǘƘƛƴƪ //Dǎ ŀǊŜ ǊƛƎƘǘƭȅ ǾŜǊȅ Ŏŀǳǘƛƻǳǎ ŀōƻǳǘ ǎƛƎƴƛƴƎ ǳǇ ǘƻ ƴŜǿ ƛƴǾŜǎǘƳŜƴǘǎΦ .ŜŎŀǳǎŜ 
you know they have to balance the books. They have to demonstrate they are a 
ǊŜǎǇƻƴǎƛōƭŜ ŎƻƳƳƛǎǎƛƻƴŜǊ ǘƘŀǘ ǿƻƴΩǘ ƻǾŜǊǎǇŜƴŘ ƻƴ ǘƘŜ ŀƭƭƻŎŀǘƛƻƴ ǘƘŜȅϥǊŜ ƎƛǾŜƴΦ {ƻ 
Ƴƻǎǘ ƻŦ ǘƘŜ ǘƘƛƴƎǎ ǿŜΩǾŜ Ǉǳǘ ŦƻǊǿŀǊŘ ŦƻǊ ƛƳǇǊƻǾƛƴƎ ǎŜǊǾƛŎŜǎ ǿŜ ŘƻƴΩǘ think are 
necessarily high cost Χbut the challenge is always have they got the money now to pay 
for this - ǘƘŜȅΩǾŜ ŀŎǘǳŀƭƭȅ Ǝƻǘ ǘƻ ōŀƭŀƴŎŜ ǘƘŜ ōƻƻƪǎ ƛƴ ȅŜŀǊΦΩΩ ς Cancer Commissioning 
Manager, CSU  

 
Providers seem to understand that CCGs do not have a ‘bottomless pit’ of money and that 
they have a range of priorities to consider, only one of which might be cancer. Though this is 
no different to the situation with the Primary Care Trusts (PCTs), there was a sense that as 
CCGs often serve smaller populations than PCTs, there was a more ‘local’ assessment of 
priorities. This granularity might actually be diluting the attention given to cancer and would 
subsequently impact on investment in service development and improvement initiatives. In 
some areas, a single CCG has taken the lead for commissioning cancer services for the other 
CCGs in its area and this was seen as a positive development in terms of the joining of 
resources to maintain a focus on cancer.   
 
Interviewees were generally optimistic about the potential of shared commissioning 
arrangements between CCGs and specialised commissioning to enable commissioning of 
pathways rather than episodes of care.   
 
 ΨΨ¢ƘŜ ŎƘŀƴƎŜǎ ǘƘŀǘ ƘŀǾŜ ōŜŜƴ ƳƻƻǘŜŘ ōȅ {ƛƳƻƴ {ǘŜǾŜƴǎ ƛƴ ǘŜǊƳǎ ƻŦ ǎƘŀǊŜŘ 
 commissioning and collaborative commissioning is absolutely music to my ears and I 
 ǘƘƛƴƪ ƛǘΩƭƭ ōŜ ŀ ƎǊŜŀǘ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ŎŀƴŎŜǊ ǎŜǊǾƛŎŜǎ ǘƻ Ǝƻ ōŀŎƪ ǘƻ ōŜƛƴƎ ǇŀǘƘǿŀȅ-
 ŎƻƻǊŘƛƴŀǘŜŘ ŀƴŘ ƳŀƴŀƎŜŘ ŀǘ ŀ ƭƻŎŀƭ ŀƴŘ ǊŜƎƛƻƴŀƭ ƭŜǾŜƭΣ ǿƘƛŎƘ ƛǎ ƎƻƻŘΦΩΩ ς National 
 interviewee 
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 ά²ƘŀǘΩǎ ƴƻǘ ōŜŜƴ ƛƴǘŜƎǊŀǘŜŘΣ ƛŦ ȅƻǳ ƭƛƪŜΣ ƛǎ ǘƘŜ ŀōƛƭƛǘȅ ǘƻ Ǉǳǘ ǘƘŜ ƭŜǾŜǊǎ ƛƴ ǇƭŀŎŜ 
 ōŜǘǿŜŜƴ ǇǊƛƳŀǊȅ ŎŀǊŜκ//D ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ ǎǇŜŎƛŀƭƛǎǘ ŎƻƳƳƛǎǎƛƻƴƛƴƎΦ Χ L ǿŜƭŎƻƳŜ ǘƘŜ 
 idea that Simon Stevens is saying he wants to get CCGs and specialist commissions to 
 co-ŎƻƳƳƛǎǎƛƻƴ ǘƘƛƴƎǎ ǘƻƎŜǘƘŜǊΣ ΩŎŀǳǎŜ L ǘƘƛƴƪ ǘƘŀǘ ǿƻǳƭŘ ƳŀƪŜ ŀ ōƛƎ ŘƛŦŦŜǊŜƴŎŜΦέ – 
 Clinical Director, Network 
 
Developing new models of care 
 
There was a gathering sense of urgency about starting service redesign work now in order to 
meet the challenges of the years ahead. The ongoing work on molecular genetics was raised 
as an issue to think more about for the future. Interviewees recognised the potential in 
terms of greatly improved outcomes for patients but were concerned about the cost of 
expensive tests and treatments that would result. 
 

 ά²Ƙŀǘ ǿƛƭƭ ƘŀǇǇŜƴ ƛǎ ǘƘŀǘ ǎŎƛŜƴŎŜ ǿƛƭƭ ƎƛǾŜ ǳǎ ƳƻǊŜ ŀƴŘ ƳƻǊŜ ƎŜƴŜǘƛŎ ƛƴŦƻǊƳŀǘƛƻƴ 
ŀōƻǳǘ ƳƻƭŜŎǳƭŀǊ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ƛƴŘƛǾƛŘǳŀƭǎΩ ŎŀƴŎŜǊǎΦ !ƴŘ ŦƻǊ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭ ǘƘŜǊŜ 
will be different targeted therapies that will become available that we can treat them 
with and that will keep their disease under control for months, years, possibly 
ƭƻƴƎŜǊΧbƻǿ Ŏŀƴ ǿŜ ŀŦŦƻǊŘ ǘƻ ŘŜǾŜƭƻǇ ǘƘƻǎŜ ǘǊŜŀǘƳŜƴǘǎΚ !ƴŘ ƛŦ ǿŜ ŘŜǾŜƭƻǇ ǘƘŜƳΣ Ŏŀƴ 
we afford to buy them? And I think those are ǘƘŜ ǊŜŀƭƭȅ ōƛƎ ŎƘŀƭƭŜƴƎŜǎΦέ – National 
interviewee 

 
In the more immediate future, the need for more co-ordinated and joined up care, 
particularly across primary and secondary care settings was expressed. There was also an 
emphasis on services working across traditional boundaries to meet complex patient clinical 
and holistic needs.  
 

άL ǿƻǳƭŘ ŀƭǎƻ ƭƛƪŜ ǘƻ ǎŜŜ ƳƻǊŜ ƛƴǘŜƎǊŀǘŜŘ ǿƻǊƪƛƴƎ ōŜǘǿŜŜƴ ǇǊƛƳŀǊȅ ŀƴŘ ǎŜŎƻƴŘŀǊȅ 
ŎŀǊŜ ǿƛǘƘ ōŜǘǘŜǊ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ōŜǘǿŜŜƴ ŀƭƭ ƘŜŀƭǘƘ ŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΦέ – GP, with 
CCG role 

 
άL would like colleagues in secondary care to recognise that managing cancer 
patients is everyone's business, not just for a few specialists to deal with.  Cancer is 
too common now, and becoming ever more so, to rely on cancer specialists for basic 
pain management, discharge planning, arranging community support etc.  I would 
ƭƛƪŜ ŀƴ ƛƴǘŜƎǊŀǘŜŘ ŀǇǇǊƻŀŎƘ ǊŀǘƘŜǊ ǘƘŀƴ ϥŎŀƴŎŜǊ ƛǎ ŦƻǊ ƻƴŎƻƭƻƎƛǎǘǎ ǘƻ ǎƻǊǘ ƻǳǘϥΦέ  - 
Doctor, cancer specialist 

 

However, it was noted that the financial situation, the way the market operates and vested 
professional interests were powerful barriers to change. More support from policy makers 
was therefore seen as necessary - in both a political and a practical way.  
 

 ά¢ƘŜǊŜ ŀǊŜ ǎƻ Ƴŀƴȅ ŘƛŦŦŜǊŜƴǘ ǾŜǎǘŜŘ ƛƴǘŜǊŜǎǘǎ ǘƘŀǘ ƛǘΩǎ ǾŜǊȅ ŘƛŦŦƛŎǳƭǘ ǘƻ ƳŀƪŜ ŀƴȅ 
change Χthere is a will in some places to forego business on the part of a trust that in 
other places is not going to happen ΧThere are also professional interests and 
guarding of territory. (We need) to get the kind of perfect storm where everybody 
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comes together and everybody agrees that some things going to change and that 
ƛƴŎƭǳŘŜǎ ǘƘŜ ŎƭƛƴƛŎƛŀƴǎ ŀƴŘ ǘƘŜ ƳŀƴŀƎŜǊǎΦέ – National interviewee 

 
ά{ƻ ǘƘŜ ŦƛƴŀƴŎƛŀƭ Ǉƻǎƛǘƛƻƴ ƻŦ acute hospital trusts inevitably makes them really, really 
defensivŜ ŀōƻǳǘ ŀƴȅ ŎƘŀƴƎŜΧI worry that the lack of money leads to people bringing 
the needs of their organisational interests before the patient interests and therefore I 
think is a significant obǎǘŀŎƭŜ ǘƻ ǎƻƳŜ ƻŦ ǘƘƛǎΦέ ς National interviewee  
 

Interviewees talked about developing shared care arrangements with primary care but 
though the direction of travel was generally agreed upon, there were concerns that the 
primary care workforce were already feeling the pressure of increased expectations on what 
they should be able to deliver in the future, with a general shift of activity from secondary 
care into the community.  
 

‘‘Some of them (GPs) have taken a pay cut which is deeply difficult for morale when 
ȅƻǳ ŀǊŜ ǿƻǊƪƛƴƎ ƘŀǊŘŜǊ ǘƘŀƴ ȅƻǳΩǾŜ ŜǾŜǊ ǿƻǊƪŜŘ ƛƴ ȅƻǳǊ ƭƛŦŜΧ L ǘƘƛƴƪ ŘƻŎǘƻǊǎ ŀǊŜ 
ƎŜǘǘƛƴƎ ǉǳƛǘŜ ŦŜŘ ǳǇ ǿƛǘƘ ǘƘŜ ǿŀȅ ǘƘŜȅΩǊŜ ōŜƛƴƎ ŜȄǇŜŎǘŜŘ ǘƻ ǿƻǊƪ ŀƴŘ ǘƘŜƴ ŀƭƭ ȅƻǳ 
ƘŜŀǊ ŀōƻǳǘ ƛǎ ΨƻƘ ǿŜƭƭΣ ǿŜΩƭƭ Ǉǳǘ ǘƘŀǘ ƻǳǘ ƛƴǘƻ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ǿŜΩƭƭ ǘŀƪŜ ǘƘŜƳ ƻǳǘ 
of ǘƘŜ !ŎǳǘŜ ¢ǊǳǎǘΧ .ǳǘ L ŘƻƴΩǘ ƪƴƻǿ Ƙƻǿ ǘƘŜȅ ƛƳŀƎƛƴŜ ǘƘŀǘϥǎ ƎƻƛƴƎ ǘƻ ōŜ ŘƻƴŜΦΩΩ  - 
Cancer Clinical Lead, Strategic Network 

 
Survivorship and follow up 
 
The issue of survivorship came out strongly as a theme from this study. Interventions are 
prolonging life and for many patients cancer is becoming more of a long-term condition 
than an acute episode of illness. Though people talked about the hugely positive strides that 
had been made in treatment to enable people to live longer, there was a sense of unease 
that survivorship as an issue had been lower on the list of priorities for providers and 
commissioners and that it was becoming increasingly important to address.  
 

άMore emphasis on survivorship and that survivorship becomes engrained within the 
cancer pathway and isn't seen as something we do as an asideΦέ - Commissioner 

 
This requires a different model of care than that which has been provided to date, with 
better integration of care between secondary and primary care and more focus on the 
specialist services that might be required to deal with the consequences and troubling side 
effects of cancer treatment. There was also recognition that patients should not be treated 
as a homogenous group, and that the diversity of needs must drive more personalisation 
and tailoring of care.  
 
 ά¢ƘŜǊŜ ƛǎ ŀ ǊŜŀǎƻƴŀōƭŜ ōƻŘȅ ƻŦ ŜǾƛŘŜƴŎŜ ǘƘŀǘ ǎŀȅǎ ǘƘŀǘ Ŧƻƭƭƻǿ ǳǇ ŎŀǊŜ Ŏŀƴ ōŜ 
 provided in primary care or can be managed through an integrated care model. But 
 Χ L ŘƻƴΩǘ ǎŜŜ ŀƴȅ ǎȅǎǘŜƳŀǘƛŎ ǎƘƛŦǘ ǘƻ ǎƘŀǊŜŘ Ŧƻƭƭƻǿ ǳǇ ŎŀǊŜ ŀŎǊƻǎǎ ǘƘŜ ŘƛŦŦŜǊŜƴǘ ǎƛǘŜǎΦ 
 !ƴŘ L ǘƘƛƴƪ ǘƘŀǘΩǎ ŀ ǎƘŀƳŜΣ ōǳǘ ƻƴŎŜ ŀƎŀƛƴ ƛǘ Ƙŀǎ ǎƛƎƴƛŦƛŎŀƴǘ ǊŜǎƻǳǊŎŜ ƛƳǇƭƛŎŀǘƛƻƴǎΦ 
 ¢ƘŜǊŜΩŘ ōŜ ǎǳōǎǘŀƴǘƛŀƭΣ ǘƘŜǊŜΩŘ ōŜ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ŘƛǎƛƴǾŜǎǘƳŜƴǘ ƴŜŜŘŜŘ ƛƴ ǎŜŎƻƴŘŀǊȅ 
 ŎŀǊŜ ŀƴŘ ǘƘŀǘΩǎ ƴƻǘ ƎƻƛƴƎ ǘƻ ƘŀǇǇŜƴΦέ – National interviewee 
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 άLǘΩǎ ǎǘƛƭƭ ǘƻƻ ƳǳŎƘ ǘƘŀǘ ŎŀƴŎŜǊ ƛǎ ǇǳǊŜƭȅ ǎŜŜƴ ŀǎ ŀƴ ŀŎǳǘŜ ƛƭƭƴŜǎǎΦ  ¢ƘŜ ōƛǘǎ ƻŦ ŎŀƴŎŜǊ 
 care that happen in the ς you know, outside hospitals, in the community, are still not 
 sufficiently ŘŜǾŜƭƻǇŜŘΦέ – National interviewee 
 

‘‘So rather than people kind of stumbling along in an oncology clinic for five years with 
ƴƻōƻŘȅ ǊŜŀƭƭȅ ƪƴƻǿƛƴƎ ǿƘŀǘ ǘƘŜȅΩǊŜ ŘƻƛƴƎ ŀōƻǳǘ Ŧƻƭƭƻǿ ǳǇΣ ǘƘŀǘ ǘƘŜȅ Ǝƻ ƻǳǘ ƛƴǘƻ ǘƘŜ 
community and they get targeted, highly ŜŦŦŜŎǘƛǾŜ ǘǊŜŀǘƳŜƴǘΦέ – National interviewee 

 
Interviewees also recognised that the increasing success in treating cancer patients created 
its own challenges for future demand on the NHS.  
 
 ΨΨ{ƻ ǘƘŜǊŜ ǿƛƭƭ ōŜ ƳƻǊŜ ŎŀƴŎŜǊ ǇŀǘƛŜƴǘǎΣ ǘƘŜȅ ǿƛƭƭ ōŜ ƻƭŘŜǊΣ ǘƘŜȅ will be frailer, they will 
 ƘŀǾŜ ƳǳƭǘƛǇƭŜ ƳƻǊōƛŘƛǘƛŜǎΣ ǘƘŜȅ ǿƛƭƭ ƘŀǾŜ ƘƛƎƘŜǊ ŜȄǇŜŎǘŀǘƛƻƴǎΧ ώ.ǳǘϐ ǘƘŜǊŜ ǿƛƭƭ ōŜ ƭŜǎǎ 
 ƳƻƴŜȅ ƛƴ ƻǊŘŜǊ ǘƻ ǎǳǇǇƻǊǘ ǘƘŜƳΦΩΩ  - National interviewee 
 
 άLƴ ǘƘŜ ƻƭŘ Řŀȅǎ ƛŦ ȅƻǳ ƘŀŘ ŀ ƳŜǘŀǎǘŀǘƛŎ ŎŀƴŎŜǊ ȅƻǳ ƳƛƎƘǘ ōŜ ǘǊŜŀǘŜŘ ŦƻǊ ǎƛȄ ƳƻƴǘƘǎΣ 
 or a year and have two or three CT scans. But if you live with your cancer for 10 
 ȅŜŀǊǎΣ ȅƻǳΩǊŜ ǇǊƻōŀōƭȅ ƘŀǾƛƴƎ нл ƻǊ ол ǎŜǘǎ ƻŦ ƛƳŀƎƛƴƎΧŀƴŘ ǘƘƻǳǎŀƴŘǎ ƻŦ ōƭƻƻŘ ǘŜǎǘǎΣ 
 so all of those things add incrementally to the cost of caring for people. I suspect we 
 ŎƻǳƭŘ ǳǎŜ ǳǇ ǘƘŜ ŜƴǘƛǊŜ ƴŀǘƛƻƴΩǎ ōǳŘƎŜǘ ǘƻ ƭƻƻƪ ŀŦǘŜǊ ǇŜƻǇƭŜ ǿƛǘƘ ƳŀƭƛƎƴŀƴŎȅ ƛƴ нл 
 ȅŜŀǊǎΩ ǘƛƳŜΦέ - National interviewee  
 
The issue of patients on follow-up surveillance pathways having their appointments affected 
by new cancer patients coming into the system was also raised. These new patients are 
subject to waiting time targets, in a way that surveillance patients are not, and therefore the 
management of the former might become a more pressing priority. There is anecdotal 
evidence to suggest for example that when a cancer awareness campaign is running, clinic 
slots are specifically held to cope with the increased demand from new patients referred by 
their GPs as a result of these campaigns.  
 

ΨΨ{ƻƳŜ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘǎ ǘƘŀǘ ǿŜǊŜ ǎƛǘǘƛƴƎ ƻƴ ǘƘŜ ǎǳǊǾŜƛƭƭŀƴŎŜ ǇŀǘƘǿŀȅ ǿŜǊŜ ōŜƛƴƎ 
pushed back a little bit because of the demand for general colonoscopy services and, 
ŀǎ ŀ ŎƻƳƳƛǎǎƛƻƴŜǊΣ ƛǘΩǎ ǊŜŀƭƭȅ ŘƛŦŦƛŎǳƭǘ ǘƻ ƪƴƻǿ ǿƘŀǘ ǘƘŜ ŎƭƛƴƛŎŀƭ risk of something like 
that is.  [Resources for colorectal]  hadn't increased per head of population since the 
screening programme started which means that trying to pull more people through 
screening programmes was really difficult because the money was being absorbed by 
the people who were already taking up the programme so, in a sense they were 
causing themselves more pressure by trying to do the right thing and improve the 
ǳǇǘŀƪŜΦΩ  (LTC Commissioning Lead, CCG) 

 
The system therefore already seems to be juggling the competing demands of diagnosing 
and treating new patients and managing existing ones appropriately.  Such demands are 
only likely to increase with more people surviving cancer for longer.  
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Prevention and early diagnosis 
 
Interviewees felt that more work needs to be done on prevention and early diagnosis and 
that this would require both clear leadership and an investment in awareness raising 
programmes, diagnostic equipment, trained staff and clinical space.    
 
 ΨΨIt takes a lot of effort, a lot of investment and a lot of work all across the system to 
 get the early diagnosis message in and to get it to work and my worry is it will fall 
 back without some push, without some national leadership, some resourcing it will 
 fall backΦΩΩ ς Public Health specialist 
 
άL ǘƘƛƴƪ ǘƘŀǘ ŀǿŀǊŜƴŜǎǎ ŀƴŘ ŜŀǊƭȅ ŘƛŀƎƴƻǎƛǎ ƛǎ ǘƘŜ ƪŜȅ ŦŀŎǘƻǊΦ  ²Ŝ ŀǊŜ ōŜǘǘŜǊ ŀǘ ǘǊŜŀǘƛƴƎ 
patients and assisting them to live longer but too many diagnoses of cancer are on 
ŜƳŜǊƎŜƴŎȅ ŀŘƳƛǎǎƛƻƴǎΦέ  - Commissioner 
 

Examples were provided of awareness and prevention initiatives that had been funded by 
non-recurrent grants and awards. These included the training of care workers to be more 
aware of the signs and symptoms of cancer in the people they look after – whether the 
elderly, or those with physical or learning disabilities; the training of GP practice nurses in 
cancer awareness; and the encouragement of community pharmacists to engage with their 
customers more in raising awareness of screening programmes 
 
There was also the view that a more rapid assessment model to speed up diagnosis was 
desirable.  This would inevitably come with resource implications however.  
 

ΨΨI think we are stuck in a model that was developed a long time ago. The idea to 
ŀǎǎŜǎǎ ǎƻƳŜōƻŘȅΩǎ Ǌƛǎƪ ƻŦ ƘŀǾƛƴƎ ŎŀƴŎŜǊ ǿƛǘƘƛƴ two weeks is so incongruent with 
ǘƻŘŀȅΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎ ǘƘŀǘ ƛǘΩǎ ŀ ƧƻƪŜ ŀƴŘ ǿŜ ǎƘƻǳƭŘ ƘŀǾŜ ƳǳŎƘ ƳƻǊŜ ǳǊƎŜƴǘ ǿŀȅǎ ƻŦ 
assessing peopleΦέ- National interviewee 
 

Centralisation 
 
Views on centralisation were mixed - there were advocates for further centralisation to 
improve outcomes but also concerns that there had already been too much centralisation at 
the detriment of providing high quality local services. This alternative view was given in the 
context of an increasing number of people living with, and beyond, cancer, many of whom 
would be older.  
 

άMore centralisation is the only way to get better resultsΦέ - Doctor, cancer specialist 
 

άLess centralisation. At present the push seems to be for more centralisation but with 
no firm evidence of improved outcomes. This leads to local deskilling and loss of 
support services which negatively impacts on patient care.έ – Doctor, cancer 
specialist 
 
άL ǘƘƛƴƪ ȅƻǳ ƪƴƻǿ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ǘƻ Ƴŀƛƴǘŀƛƴ ƭƻŎŀƭ ŎŀƴŎŜǊ ǎŜǊǾƛŎŜǎ ƛƴ ƭƻŎŀƭ ƘƻǎǇƛǘŀƭǎΣ 
ǿƘŜǊŜ ƛǘΩǎ ŀǇǇǊƻǇǊƛŀǘŜ ǘƻ Řƻ ǘƘŀǘΦ !ƴŘ ȅƻǳ ƪƴƻǿ L ǿƻǳƭŘƴΩǘ ǿŀƴǘ ǘƻ ǎŜŜ ŜǾŜǊȅǘƘƛƴƎ 
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ŎŜƴǘǊŀƭƛǎŜŘΣ ōŜŎŀǳǎŜ LΩƳ ƴƻǘ ŎƻƴǾƛƴŎŜŘ ǘƘŀǘΩǎ ŀ ƎǊŜŀǘ ǇŀǘƛŜƴǘ ŜȄǇŜǊƛŜƴŎŜΦέ ς CSU 
Cancer Commissioning Team Manager 

 
Increased travel time was raised by some as a negative effect of centralisation, and one that 
needed further consideration and specific services were identified as being important to 
deliver as close to the patient as possible, including rehabilitation services and 
chemotherapy.  
 

άώaƻǊŜϐ Ŏare closer to home with community based services i.e. chemoΦέ - 
Commissioner 

 
άI'd like to see more services closer to homeέ - Patient  

 
Data management  
 
Praise was given to the development of new datasets and new connectivity between data 
sets but caution was also expressed that the existence of these resources was only valuable 
if the capacity and expertise were also available to make the most effective use of them.  
 

άLƴ ǘƘŜ ¦YΣ ǿŜ ƘŀǾŜ ŦŀƴǘŀǎǘƛŎ Řŀǘŀ ǎŜǘǎΣ ŦŀǊ ŀŘǾŀƴŎŜŘ ƻŦ ŀƴȅǿƘŜǊŜ ŜƭǎŜ ƛƴ ǘƘŜ 
ǿƻǊƭŘΧ.ǳǘ ǘƘŜȅΩǊŜ ƴƻǘ ǿŜƭƭ ǊŜǎƻǳǊŎŜŘΣ ǎƻ ǿŜ ŘƻƴΩǘ ƘŀǾŜ Ŝŀǎȅ ŀŎŎŜǎǎ ǘƻ Řŀǘŀ Χ ǘƘŀǘΩǎ 
ƘǳƎŜƭȅ ŘƛŦŦƛŎǳƭǘ ŀƴŘ ƘǳƎŜƭȅ ƘŀƳǇŜǊƛƴƎ ƛƴ ǘŜǊƳǎ ƻŦ ōŜƛƴƎ ŀōƭŜ ǘƻ Ǝƻ ŦƻǊǿŀǊŘΦέ – National 
interviewee 

 
 άL ǘƘƛƴƪ ǘƘŜ {!/T, which is the Systemic Anti-Cancer Therapy Dataset, has the ability 
 ǘƻ ƘǳƎŜƭȅ ƛƴŦƭǳŜƴŎŜ ǿƘŀǘ ǿŜ Řƻ ōŜŎŀǳǎŜ ƛǘΩƭƭ ōŜ ǘƘŜ Ƴƻǎǘ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŘŀǘŀōŀǎŜ ƻŦ 
 chemotherapy in the world. And we will be able to get an awful lot of outcome 
 ƛƴŦƻǊƳŀǘƛƻƴ ǿƘƛŎƘ ǿƛƭƭ ǘŜƭƭ ǳǎ ǿƘŜǘƘŜǊ ǘƘŜ ǘƘƛƴƎǎ ǿŜΩǊŜ ŘƻƛƴƎ ŀǊŜ ŀǎ ƎƻƻŘ ŀǎ ǿŜ ǘƘƛƴƪΣ 
 ƻǊ ǿƻǊǎŜ ǘƘŀƴ ǿŜ ǘƘƛƴƪΧ [But] SACT is relatively under invested in terms of our ability 
 to analyse it, so investing in the ability to interrogate all of the information systems 
 ǘƘŀǘ ǿŜΩǊŜ ŘŜǾŜƭƻǇƛƴƎ ƛǎ ƛƳǇƻǊǘŀƴǘΦέ – National interviewee 
 
The move of the Cancer Registries into Public Health England (PHE) was not seen as a 
positive change for interviewees who commented on this particular aspect of the reforms.  
People thought there was a lack of capacity and a lack of cancer expertise within PHE to 
maximise use of the available data that had been collected. Complaints were also made 
about a lack of access to prevalence data and a delay in the release of survival data. 
 

 άL ǘƘƛƴƪ ǘƘŜ ŎƘŀƴƎŜǎ ŦƻǊ ŎŀƴŎŜǊ ǊŜƎƛǎǘǊŀǘƛƻƴ ƎƻƛƴƎ ǘƻ tǳōƭƛŎ IŜŀƭǘƘ 9ƴƎƭŀƴŘ Χin terms 
of releasing data to the NHS and helping to drive improvements through analysis of 
data Χ ƘŀǎƴΩǘ ōŜŜƴ Ŝŀǎȅ ŀƴŘ L ǘƘƛƴƪ ǎƻƳŜ ƻŦ ǘƘŜ ǘǊŀŘƛǘƛƻƴal access routes have dried up 
ΧSo I think ΧǎƻƳŜ ƻŦ ǘƘŜ ǎǘǊǳŎǘǳǊŀƭ ŎƘŀƴƎŜǎ ƘŀǾŜƴΩǘ ƘŜƭǇŜŘ ƛƴ ǘŜǊƳǎ ƻŦ Ŧƭƻǿǎ ƻŦ 
information around the NHS, you know, benchmarking and those sort of things.” - CSU 
Cancer Commissioning Team Manager 

 
 άΧŀƴŘ ƛǘΩǎ impossible, at the moment ǘƻ ǇǊƻŘǳŎŜ ƎƻƻŘ ƛƴŦƻǊƳŀǘƛƻƴ ōŜŎŀǳǎŜ ǿŜ ŎŀƴΩǘ 
get the prevalence data; the survival data is only just about to come out now, and we 
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ǿƻǳƭŘƴΩǘ ƘŀǾŜ ǎŜŜƴ ƛǘ ƛƴΧ му ƳƻƴǘƘǎ ǘƻ ǘǿƻ ȅŜŀǊǎΣ ōŜŎŀǳǎŜ ƻŦ ǘƘŜ ŘŜƭŀȅǎ ŀƴŘ ǘƘŜ 
changes and staff losses, etcetera ς ǘƘŜȅΩǾŜ had a huge haemorrhage of staff across 
Public Health EnglandΧŀƴŘ ǎƻ ǘƘŀǘ Ƙŀǎ ƛƳǇŀŎǘŜŘ ǘƘŜ ƛƴŦƻǊƳŀǘƛƻƴ Ŧƭƻǿ Χ{ƻ ǘƘŀǘΩǎ ŀƴ 
example of where it has been absolutely horrendous, the hiatus that the changes have 
left.” –Medical Director, Clinical Network 

 
 ά²Ƙƛƭǎǘ ǘƘŜǊŜ ƘŀǾŜ ōŜŜƴ ǊŜŀƭƭȅ ƎƻƻŘ ŘŜǾŜƭƻǇƳŜƴǘǎ ƛƴ ǘƘŜ eight English cancer 
 registries have all been merged on to a single IT platform with common methods of 
 data entry and quality assurance, which is fantastic. The number of people working 
 on cancer, both cancer registration and analytical level, if you add up the numbers 
 that were there before the move to Public Health England and the numbers 
 ŀŦǘŜǊǿŀǊŘǎΧǘƘŜǊŜ Ƙŀǎ ōŜŜƴ ŀ ǎƛƎƴƛŦƛŎŀƴǘ Ŧŀƭƭ ƛƴ ǘƘŜ ŎŀǇŀŎƛǘȅΣΩΩ – National interviewee 
 

Discussion  
 
The NHS in England is struggling to meet current demand and the system is juggling the 
competing needs of diagnosing and treating new patients and managing existing ones 
appropriately. This will only accelerate with more people expected to survive cancer for 
longer and increased screening and early diagnosis initiatives identifying new patients.  
 
Serious doubts were expressed about the ability of the NHS to meet these future demands 
and deliver improvements in cancer services. It was acknowledged that ‘tinkering around 
the edges’ will not deliver the fundamental changes to the design and delivery of services 
that is undoubtedly required to make services fit for the future. Though there is certainly no 
appetite for radical restructuring, there is an appetite to do things differently and people 
appear generally receptive to working in new ways, such as shared care arrangements. 
However, two main issues appear to be holding people back – firstly, the lack of ‘headspace’ 
to think the change through strategically and secondly, the practical support and resources 
on the ground to make change a reality.  
 
Short-term, non-recurrent funding for development work was raised as an issue by a 
number of interviewees. One interviewee talked about a survivorship pilot that had been 
running but was unlikely to be supported longer term by the CCG because of financial 
constraints, while another was concerned that some innovative work undertaken in their 
area might not be sustainable because it had been funded by a one-off pot of money and it 
would need investment from somewhere else to continue. It appears particularly difficult 
for CCGs to undertake meaningful medium to longer-term planning for services at a local 
level while they continue to be required to manage their budgets in year.  
 
Not all development and improvement activity is about large-scale strategic shifts. Impact 
can be achieved by simple solutions, but even so, sustainable funding is crucial. The 
infrastructure to support the sharing of good practice and innovation is also important but 
has become more difficult, perhaps with the demise of Cancer Networks working at the 
level at which such examples of good practice might be more readily known and talked 
about.  
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Recommendations 

6. The Department of Health and NHS England should explore longer-term budgeting 
arrangements to allow commissioners the flexibility to invest and innovate. For 
example, CCGs could be allowed to carry a percentage of their budget over a three-year 
period to allow genuine outcomes-based commissioning rather than short-term 
contracting, and time for long-term cost savings to be realised. 

7. Commissioners at a national and local level should work together to make realistic long-
term plans to meet demand for cancer services, taking account of future expected 
developments such as longer-term care and personalised medicine. CCGs and other 
local commissioning bodies should actively seek opportunities for greater collaboration, 
for example through co-commissioning or lead commissioner models.  

8. The Department of Health, NHS England and Public Health England should ensure they 
truly harness the power of data to drive improvements in cancer care. Investment 
should be made in the capacity and capability to collect and analyse data effectively and 
in real time, to realise the opportunity that data gives and ensure the NHS matches 
outcomes of the best countries in the world. 
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Conclusions 
 
The over-riding impression from these findings is that the hard won improvements and 
momentum in developments that have been evident in cancer services in England over the 
last 15 years or so must not be lost as a result of the constraints imposed by efficiency 
savings or the confusion that has ensued as a result of the reforms.  

Increasing levels of activity combined with the financial squeeze is certainly being felt within 
cancer services, and although services have been holding up well, the cracks are beginning 
to show, as the drop in achieving the 62 day waiting standard demonstrates. Capacity is a 
concern for staff, not only on a day-to-day basis but also for the future as increasing 
numbers of people requiring care will inevitably put further demand on services across the 
pathway.   

A formalised planning exercise to map demand in the short-term and the medium to long-
term future would help to determine where the greatest strain is being felt and where 
investment is most needed.  
 
There is a significant level of confusion about who does what within the new architecture 
and a lack of clarity about where responsibility and accountability for this sort of work 
should lie.  And though there are signs that the national Clinical Reference Groups can make 
a positive contribution to the cancer agenda, there is also a desire for cancer to have a more 
robust leadership infrastructure in place that can deliver a more co-ordinated response to 
current challenges across the many different elements of the system and that can also be a 
force for driving future service developments.  
 
The current system needs to work better for people, and as a minimum the roles of existing 
organisations need to be better defined and understood, and appropriately resourced to do 
the job that is expected of them.  
 
This will become increasingly important in order to meet the challenges ahead. A bold 
approach will be required to develop new models of care – this means the system needs to 
create the ‘headspace’ to think change through and the practical support and resources to 
remove the barriers that are currently proving problematic for people trying to effect 
change on the ground. For example, the financial planning cycle of Clinical Commissioning 
Groups and the way in which activity is paid for needs to be considered carefully in order 
that service development is not unduly hampered by such factors.   
 
A restated common purpose and vision for cancer services in the future is needed, together 
with a strong political and service commitment and appropriate resources to enable the 
vision to be achieved.  This is no more than patients and staff deserve.  
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Appendix 1: Methodology 
 
Overview 
 
In November 2012, Cancer Research UK published a report, Cancer Services: Reverse, Pause 
or Progress? (Cancer Research UK, 2012), which looked at the impact on cancer services of 
the structural changes in the NHS, brought about as a result of the reforms which fully came 
into force on April 1st 2013, and the financial constraints resulting from the “Nicholson 
challenge”  - a target of £20bn of efficiency savings to be made by 2015. The report noted 
genuine concerns about the future for cancer services given the uncertainty and disruption 
caused by widespread system change.  
 
Cancer Research UK subsequently commissioned a new study to build on the 2012 report 
and to evaluate the ongoing impact of the reforms and efficiency savings.  This second 
evaluation has focused on: 

 Whether cancer services are improving or deteriorating as a result of the changes 

 Whether the concerns and doubts raised by the earlier report are being confirmed or 
disproved 

 How leadership and accountability are evolving within the new system 

 The effectiveness of the new commissioning architecture 

 Whether there are any new opportunities or challenges emerging 

 The factors that will sustain improvements in cancer services 

 
The evaluation of complex health system interventions, such as policy reform programmes, 
is a far from simple task, and there is unlikely to be a single approach that can definitively 
and unequivocally determine impact (Walt et al. 2008). It is difficult – if not impossible – to 
fully disentangle, isolate and independently assess the effects of the many changes that 
have affected the commissioning and delivery of cancer services. This is particularly the case 
when trying to disentangle the impact of the Reforms versus efficiency savings.  
 
In order to address the questions set, a mixed methods approach was taken comprising of 
three main elements:  
 
1. Analysis of routinely available datasets on cancer services performance and cancer 

expenditure from April 2006 to March 2014 
 
2. Exploration of the experiences and perceptions of local and national stakeholders 

regarding the implementation of the health reforms and efficiency savings through 
semi-structured qualitative interviews 

 
3. A mixed methods online survey reporting stakeholders’ views of specific elements of the 

Reforms and efficiency savings 
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Analysis of quantitative datasets 
 
Published data for the periods April 2006 to March 2014 were examined relating to: i) 
cancer waiting times and ii) diagnostic test waiting times. The datasets used in this report 
are published by the Department of Health and are used to monitor progress against 
national Cancer Waiting Time Standards which were introduced in 2000, and reaffirmed in 
2011. The data covers a number of aspects within the secondary care environment; there is 
very little data on the primary care pathway. The methodology followed was a graphical and 
arithmetic review to discern longitudinal patterns and trends.  
 
Additionally, publically available NHS programme budgets for the years 2006-07 to 2012-13, 
were analysed6. This review consisted of: 
 
Á The measurement of the year-on-year growth/decline in the overall budget in both 

nominal and real terms over the seven years. This provides background information on 
the amount of resources that are being spent on healthcare.  

Á A year-on-year review of the proportion of the overall budget allocated to cancer 
services. This proportional analysis describes how cancer services compete with other 
demands on the budget. 

Á A description of the total expenditure on cancer services by care setting.  
 

Qualitative interviews 
 

Views and experiences of the health reforms and efficiency savings were explored through 
interviews with cancer experts at a national level and in five case study sites, determined by 
the boundaries of NHS England Local Area Teams. The selection of sites was based on the 
principle of maximum variation sampling, a purposive approach which seeks to select ‘cases’ 
to include the widest possible range of characteristics, thereby maximising diversity in the 
sample. Sampling is guided by an understanding of the likely factors that might affect 
experiences and perspectives, and seeks to include as many of these as possible. For this 
research, these factors included the following area characteristics:  
 

 Socio-economic characteristics: e.g. areas with more and less affluent populations  

 Demographic characteristics: e.g. inclusion of areas with a high proportion of older 
residents and with relatively large black and minority ethnic populations   

 Environmental characteristics: e.g. areas with differing urban: rural population ratios  

 Service-related characteristics: e.g. inclusion of areas with recognised good practice in 
cancer services, and high and low survival outliers.  

 
A total of 45 people took part in telephone interviews between April and June 2014. 
Interviewees were selected to ensure a variety of different roles and perspectives and the 
final sample included the following; Service providers – both clinicians and managers, 
commissioners – both Clinical Commissioning Groups and Clinical Commissioning Units, 
Local Area teams (the regional bodies of NHS England), clinical network and Clinical Senate 
staff, GPs, public health experts and patient representatives. 

                                                           
6
 At the time of publication, aggregate data for 2013/14 was not available 
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The interview topic guide comprised an introductory and four general questions, 
supplemented with additional questions to clarify responses and explore issues in greater 
depth (see Appendix 2). Interviews lasted on average 45 minutes and, with participants’ 
permission, were digitally recorded; they were then transcribed verbatim. 
 
Thematic analysis of the interview data was carried out, guided by the principles of Ritchie 
and Spencer’s (1994) Framework Approach. This involves the initial identification of 
analytical themes derived from the research questions and existing literature, to which 
additional themes are added as new insights emerge from the data. The value of this 
approach is that it is particularly well suited to the problem-oriented nature of applied and 
policy-relevant research, whilst also allowing for an analytical process which remains 
grounded in and driven by participants’ accounts.  

 
Online survey 
 
A key element of the study was an online survey to provide further insights into the nature, 
scale and extent of changes sparked by the NHS reforms. A mixed-methods survey was 
created, combining closed response (quantitative) and free text (qualitative) questions. The 
survey started with a series of fixed response questions probing specific issues – such as 
service improvement, commissioning arrangements, local leadership and the workforce – 
before moving on to ask respondents to rate the impact of the reforms and current financial 
context on cancer services. It finished with two open questions enabling participants to 
share more general thoughts, including reflections on the future of cancer services.  
The survey was distributed through: 

1. The memberships and professional networks of several leading organisations and 

charities. These were the British Gynaecological Cancer Society, Thyroid Cancer 

Forum UK, BASO – The Association for Cancer Surgery, Breast Cancer Care Nursing 

Network, Prostate Cancer UK Health Professionals Network, Association of Cancer 

Physicians, British Association of Head and Neck Oncologists, UK Oncological Nursing 

Society and British Psychosocial Oncology Society. 

2. Direct contacts of the research team and Cancer Research UK. This included contacts 

in the National Cancer Intelligence Network, National Cancer Research Network and 

National Cancer Research Institute.  

3. Emails sent to a named contact in every CCG, Area Team and Local Medical 

Committee in England.  

A covering email including a link to the online survey was sent out explaining the purpose of 
the survey and encouraging responses from anyone involved in planning, delivering and/or 
improving cancer services. The email explicitly mentioned that this included secondary care 
doctors, GPs, nurses, allied health professionals, managers, public health practitioners, 
policymakers, CCGs, CSUs and Area Teams.   
 
A snowballing technique was employed, whereby participants were encouraged to forward 
details of the survey to their colleagues and contacts. An advantage of this approach is that 
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the reach of the survey is maximised, as people not known or accessible to the team may be 
encouraged to participate in the survey. However a drawback of this methodology is that 
there is no way of knowing the size of the overall survey population; as a result the response 
rate cannot be reliably determined.  
 
A total of 465 responses were received from a wide range of participants. The table below 
shows the number of responses by job role. The group we have termed ‘Other’ includes 
respondents from a range of areas including social workers, multidisciplinary team co-
ordinators, and patients and carers.   
 
Table 2: Number of responses by job role 
 

Role Number of responses 

Doctor – cancer specialist 153 

Doctor – other 26 

Cancer nurse specialist 79 

Nurse – other 25 

Public health practitioner 6 

Provider organisation: non-clinical manager 14 

Provider organisation: clinical manager 1 

GP 6 

GP with CCG role 29 

Commissioner 21 

Commissioning support 7 

Allied health professional 58 

Other 40 

Total 465 
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Appendix 2: Interview Topic Guide 
 
Question 1. (5 mins) 

 
Aim: Capture background information about the interviewee. 
 
Main question: Can you start by telling me a bit about your current role and main 
responsibilities in terms of cancer services? 
 
Possible probes: 

 How long have they been in current position?  

 Has their own role changed as a result of the reforms? 
 

 
Question 2. (10 mins) 
 
Aim: Explore current state of and issues affecting cancer services.  
 
Main question: What do you see as the main issues and challenges facing cancer services in 
your area at present?  
 
Possible probes: 

 Effects of centralisation/reconfigurations/service redesign? 

 Views about changes in prevalence/effects of demographic changes? 

 Adoption of new technologies/treatments/interventions? And patient access to these? 

 Investment/financial constraints?  

 Progress on prevention, awareness and early diagnosis? 

 Workforce – capacity and capability? 
 

 
Question 3. (10 mins) 
 
Aim: Explore perceived ongoing impact of the health reforms and efficiency savings on 
cancer services locally. 
 
Main question: From your experience, how have the reforms impacted on cancer services? 
How have efficiency savings impacted on cancer services? 
 
Possible probes: 

 Have any previously perceived threats/fears faded away? 

 Have negative impacts been mitigated against, and if so how?  

 Have earlier fears of negative impacts started to have real effects? (e.g. 
fragmentation) 

 Is their organisation gathering any data/evidence that shows these effects?  

 Has there been any impact on patients as a result of the reforms/efficiency savings? 
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Question 4. (5 mins) 
 
Aim: Explore the perceived situation as regards national and local system leadership and 
accountability for the delivery of cancer strategy and services 
 
Main question: Is it clear to you who is providing national leadership for the delivery of 
cancer strategy and services?  
Is it clear to you who is providing local system leadership? 
Who is accountable for the effective and efficient delivery of cancer services locally? 
 
Possible probes: 

 What role does NHS England have in leadership terms? 

 What role does their Local Area Team have? 

 Has the abolition of cancer networks had any impact locally? 

 How well are their local clinical senates and strategic clinical networks working? 

 Are Health & Wellbeing Board(s) playing a role in the commissioning or delivery of 
cancer services? 

 

 
Question 5. (5 mins) 
 
Aim: Explore the effectiveness of the new commissioning architecture created by the 
reforms 
 
Main questions: Is the expertise and experience in place in your local area to commission 
cancer services effectively?  
 
Possible probes: 

 How are local Clinical Commissioning Groups working? (Support from local CSU/LAT?)  

 Has the nature of the relationship between commissioners and providers changed as a 
result of the reforms? If so, in what ways and how has this affected cancer services? 

 Have the reforms had any impact on performance managing local providers? 

 
Question 6. (5 mins) 
 
Aim: Gather suggestions about the factors that will sustain improvements in cancer services. 
 
Main question: How would you like to see cancer services develop in your area over the 
next five years? 
 
Possible probes: 

 What is needed in order to realise their vision? (Role of research? Role of Public Health?) 

 What are the main challenges to realising this vision? (Any workforce issues?) 

 What do they see as the priorities for investment? 
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Question 6. (5 mins) 
 
Aim: Gather any further suggestions/insights that may add to the research 
 
Main questions: Is there any particular message regarding cancer services that you would 
like to be heard at a national level?  
Is there anything else you would like to add that you think may be helpful or informative to 
this study?  

 
 


