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Cancer Services Forum is a publication 
aimed at PCO commissioners and their 
teams, cancer network management 
teams, service managers in cancer 
centres and cancer units, clinicians, 
pharmacists, nurses and other cancer care 
professionals. The pace of change in the 
planning, commissioning and delivery of 
UK cancer services can be overwhelming— 
the aim of Cancer Services Forum is to 
communicate expert opinion on the 
implications of cancer policy and service 
initiatives on a regular basis, frequently 
and in a timely fashion.

Cancer Services Forum is brought to you 
by Succinct Healthcare Communications 
and Consultancy and is independent of 
any external sponsorship. The content is 
determined and reviewed by an expert 
Editorial Advisory Board.

To view back issues and to subscribe to 
Cancer Services Forum, please go to  
www.canserforum.com.

Dear Colleagues,

The first London Cancer New Drugs Group (LCNDG) conference held in March 2007 was a great success, particularly because 
it prompted a debate about how all partners in health care needed to work together to ensure a timely and equitable 
introduction of new cancer drugs. The second conference, in January 2008, was timed to allow discussion on the recently 
published Cancer Reform Strategy.

The conference was oversubscribed, given the list of presenters, and the audience included almost 100 representatives 
from primary care organisations (PCOs), including many senior commissioners. For those who attended and want a detailed 
account of the proceedings or for those who were unable to attend, the conference will be reported in the next two issues of 
Cancer Services Forum. This issue covers the morning session on the Cancer Reform Strategy.

In the morning session, the National Cancer Director, Professor Mike Richards, presented the Cancer Reform Strategy. Professor 
Richards was then joined by Dr Alison Jones and Mr Dominic Conlin who interpreted the implications of the Strategy from a 
clinician’s and a commissioner’s point of view. The morning was concluded by a lively panel discussion with the speakers.

In the interest of opening up the debate to a wider audience, we are also keen to hear your views on the issues raised in the 
report that follows, and invite letters for publication in the next edition of Cancer Services Forum. Letters should be no more 
than 150 words and submitted to canserforum@succinctcomms.com by no later than March 28, 2008.

My personal thank you to all the speakers, delegates and sponsors for such a successful conference.

Jamie Ferguson
Consultant in Public Health Medicine, Lambeth PCT
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framework to reflect the multidimensional nature 
of health services. 

There are four themes in the Cancer Reform 
Strategy, which I believe are of particular 
resonance for PCTs:

•	 Prevention and earlier diagnosis have 
clear overlaps with PCT priorities on health 
improvement and reducing inequalities. It is 
consistent with much of the service redesign work 
that has gone on in other specialties. The Strategy 
reminds us that smoking, alcohol and obesity all 
rate as the highest risks for incidence of cancer 
and, similarly, they are all key indicators of health 
inequalities. There will be a range of benefits if 
PCTs can successfully address these proposals

For example, screening rates in London are 
typically lower than the rest of the country. Drill 
into this analysis further and, as the Strategy’s 
‘Inequalities Impact Assessment’ demonstrates, 
there is a stark symmetry to the lowest rates 

and areas of known deprivation. Similarly, while 
data recording on ethnic origin has been patchy, 
it is known that uptake on screening has been 
lowest in BME groups. My perspective on this is 
that ‘more of the same’ may address the volume 
issue, but, depending on the demography of your 
registered population, it will simply widen the 
inequalities gap on access and outcomes. Some 
strategic thought on different approaches to 
navigating and supporting patients to screening 
services would bear fruit and I see a key role for 
advocacy and information services alongside 
primary care practitioners. The end result, of 
course, as with a range of other conditions, is that 
we know that by identifying and better managing 
patients at risk, better outcomes are achieved and 
patient experience is improved.

•	 It follows that I am delighted to see ‘Improving 
the Patient Experience’ as a key chapter. 
The World Class Commissioning policy that I 
referenced earlier puts at its heart a challenge to 
“add years to life and life to years”. On the one 

hand, an obvious measurable patient benefit and, 
on the other, a more qualitative aspect.

The underpinning ten pledges for patients in the 
chapter frame the areas of focus, although I was 
most drawn to the commitments around:

o	 Improved access to services
o	 Improved quality of services
o	 Improved information about services

I would urge colleagues to tap into the reservoir 
of expertise within user groups. There is a 
significant body of evidence that user design 
and involvement facilitates the commissioning 
process. To my mind, as set out in Figure 1, there 
is an iterative process that begins with co-design 
of services, including elements around culture and 
tone of service, and—following provision—moves 
through the audit of patients’ experience to 
identify areas for improvement and then on again 
through the cycle.

A commissioner’s response
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Commissioners will need to be creative as well as 
performance focused to deliver this and I wonder 
if the Strategy could have gone a step further 
in recommending the use of incentives (and 
penalties) to drive improvements.

•	 The Cancer Reform Strategy also emphasises 
the need for more effective use of data by 
commissioners in the chapter on ‘Using 
Information to Improve Quality and Choice’. The 
proposed toolkit to support analysis, enable 
benchmarking and evaluate services will be 
welcomed by PCTs. In the same way that PCTs 
use ‘best practice indicators’ to assess provider 
performance, we should also self assess against 
such commissioning frameworks. For example the 
Strategy indicates that this toolkit would provide a 
means to assess trends in survival rates and other 
indicators of effectiveness, which PCTs could use 
to support investment decisions.

•	 I have already welcomed the call for stronger 
commissioning and noted the coherence between 
the Cancer Reform Strategy and World Class 
Commissioning, and I passionately believe that 
there is a linear relationship between strong 
(world class) commissioning and world-class 
services. I articulated the goals of commissioners 
in my introduction and, in my view, success is 
measured by evidence of the PCT’s duties to 
its registered population as a health benefits 
organisation. Stronger commissioning will support 
both Clinical and Corporate Governance and the 
delivery of our four key duties:

o	 Duty of Care
o	 Duty of Quality
o	 Duty of Partnership
o	 Duty of Financial Responsibility 

Finally I would like to offer a perspective on 
the role that Cancer Networks might bring in 
supporting the effective implementation of 
the Strategy. As the role of commissioners 

broadens and, as I have reflected earlier, we 
subject ourselves to the same benchmarks on 
performance and effectiveness as we do our 
providers, both the outputs and the means by 
which we commission become important.  
I referred to the proposed toolkit as a means of 
self assessment and, similarly, PCTs use a number 
of national or other systems to test assurance. 
NICE or the Healthcare Commission would 
probably be the two highest profile examples.

Cancer Networks are well placed to act as the 
agents for commissioners. We know that this 
would build on the credibility and expertise 
developed in the successful implementation of 
the first Cancer Plan. Their modus operandi fits 
with PCT models on needs assessment, service 
improvement, redesign and peer review. We know 
that many cancer services should be planned to 
best effect across a larger population than that 
of most PCTs and it follows, therefore, that a 
degree of collaboration between commissioners is 
required. 

A commissioner’s response
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Finally, of course, Cancer Networks should be 
funded by PCTs. Again it follows that PCTs would 
wish to use this resource as effectively and widely 
as possible. I would also see a role for Cancer 
Networks in specification, procurement and 
performance management, which, in my view, are 
the critical new competencies for commissioners.

Conclusion
In conclusion, the Cancer Reform Strategy builds 
on the effectiveness of the system now in place 
while capturing the key challenges facing PCTs. 
It places greater emphasis on primary care and 
the front end of the patient pathway; it requires 
more effective use of data by commissioners and 
gives an explicit focus on improving the patient 
experience. It also firmly establishes Cancer 
Networks as the commissioning agents with a core 
role on design, delivery and assurance.

I believe that the Strategy provides direction for 
commissioners to establish infrastructure and 
processes that—if implemented effectively—will 
extend access to effective treatment to millions 
of patients across the NHS and, through an 
environment that promotes equity, quality and 
information to support choice, will also provide a 
more personalised and responsive service. 

A commissioner’s response
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Delivering care in the most appropriate setting—localise services where possible 
for patient convenience; centralise where necessary to improve outcomes

•	 All care to be delivered only by providers who conform to national standards  
	 (e.g. Improving Outcomes Guidance)

•	 All care to be integrated within cancer networks

•	 Better access to diagnostics from primary care

•	 Major Inpatient Management Initiative

•	 Shift from inpatient to ambulatory care

•	 Better for patients and for the NHS

•	 Based on successful pilots and experience in other countries

•	 Avoiding unnecessary admissions and shortening lengths of stay
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