
 
 
                                                                                                 

 
 

 
Meeting: 

 
Professional Executive Group 
 

  
Date: 26 January 2010 
  
Time: 2.00pm – 4.30 pm 
  
Venue: Boardroom, Administration Building,  

West CHCP HQ, Gartnavel Royal Hospital 
 
Please note: No lunch provided, tea coffee and 
biscuits available 

 
AGENDA 

 
 PROFESSIONAL EXECUTIVE GROUP  / 

CCG 
 

Time  

1 Welcome  2.00  
    

2 Apologies:  L Cameron 
 

2.00  

3 Minutes of Previous Meeting 
 

2.03  

4 Matters Arising 2.10  
 i) HV Review - JN 

  
ii) PLT -  AT 
  
iii) Prescription drug shortages -  GS 
 

 Verbal Update 
 
 
Verbal Update 
 
Verbal Update 

    
5 Primary Care Framework – P Fenton/J 

Nugent 
2.15 Paper attached 

    
6 RES Framework – P Fenton 2.35 Verbal update 
    

7 48 Hour Access 2.45 Paper attached 
    

8 Child and Adult Protection –MF/D McC 2.55 Verbal update 
    

9 Glasgow City low vision project – N 
McElvanney 

3.00  

    
10 Health and Wellbeing Survey – Julie Truman   3.10 To follow 

    



 
 
                                                                                                 

11 For consultation 
NHSGGC Draft Cancer Plan 2010-2013 – A 
Gilmour 

3.20 Papers 
attached 

    
12 AOCB    

    
 Clinical Governance 

  
    

1 Executive Update – AT 
i) Annual Report 
ii) Quarterly Reports – exception 
iii) CCG ‘Showcase’ 
iv) PLT 

3.30 Paper to follow 

    
2 Work Plan – AT 3.40 Paper to follow 
    

3 Clinical Effectiveness Workplan – AT 3.45 Paper to follow 
    

4 Clinical Incidents – P McC 3.50 Paper to follow 
    

5 Risk Registers – AT 3.55  
    

3 Ombudsman Reports – JN 4.00 Paper attached 
    

4 Care Governance – MF/JN 4.10 Verbal Update 
    

5 AOCB 4.20  
    
 Date of Next Meeting –  23 March 2010   
    
    

 



 
 

 
    

PEG  MEETING 
NOTE OF MEETING HELD ON 17 November 2009 AT 2PM IN THE ADMIN BUILDING 

 
 

IN ATTENDANCE: S Campbell, P Fenton (part), N McElvanney, H McKenzie, C Murray, 
G Scott, A Taylor, M Watson, A Gilmour, J Nugent. 
 
 

 
1. WELCOME Actions 

   
 JN outlined the new layout and split of PEG and CCG  
   
2. APOLOGIES:  V Colletta, M Connolly, R DeSouza, M Forde, P Higgins, N Hunter, J 

MacDonald, K Pickering, U Rehman, E Spilig, S Tennant, J White 
 

 

3. MINUTES of PREVIOUS MEETING  
   
 C Murray and A Gilmour were present at last meeting.  
   
4. MATTERS ARISING  
   
 • Progression of AHP Redesign  
 HK advised slow progression.  She advised that Podiatry was more advanced than 

other services.   Discussion took place on general impact on community services. 
 

   
 • Immunisation Errors  
 JN issued a graph of errors and gave the history of this issue – essentially due to 

variation in where immunisation data was recorded in practices and how easily or 
otherwise attached staff could access that information. 
Discussion took place on the West CHCP error incidence which had been high at one 
point but CH explained this was mostly due to system errors.   Training and discussion 
had taken place with staff involved, who now only immunise after they have accessed 
the appropriate record.   CH advised that only one error, due to another cause, had 
been logged for the month of October. 

 

   
 Action Point:  C Holden to send report to Ivy Murray for use at the CG Forum. CH 
   
 • SEA’s/NES  
   
 JN gave an outline of discussion from last CCG regarding SEA’s/NES.    
   
 Action Point:  JN to put AT in touch with Paul Bowie.   JN 
   
5 MEMBERSHIP  
   
 Val Tierney Resignation 

JN asked CH if a replacement had been secured for VT.   CH advised that an email 
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had gone to all staff asking for intimations of interest before 15th December 2009.     
 
Vacancy CHCP Committee 
JN advised that there was still a CHCP Committee vacancy and sought expressions of 
interest from the group. There was no immediate response so he agreed to write 
further to the wider group seeking a nomination/expression of interest. 
 
Social Workers 
Further discussion took place on increasing the Social Worker complement to the 
group.  AT advised that two new positions were being created ‘Assistant Service 
Managers’ and these were a potential source of new members.   The group agreed 
that developing members from Child and Adult protection was also worthwhile as 
there seemed a gap in this group.    
 
Action Point:  1. CH to seek a replacement nurse member for the group 
2. JN to seek a CHCP Committee replacement 
3. CM to liaise with AT in seeking additional SW membership 
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
CH/JN/CM 
 
 

   
6 HV Review  
   
 CH advised that the small number of families involved in the changes (<5%) are now 

moving to a new health visitor.  The West has exchanged three families with other 
CHCP’s, although some CHCP’s are not taking families until any due staff are made.  
The workload analysis has now been completed and only remains to be uploaded.    
There was discussion on the assumption by GP’s that once this phase of the transfer 
was over that will be it complete but CH advised, that this was not the case. 
Action: CH to update the group at next meeting 
 

 
 
 
 
 
 
CH 

   
7 Primary Care Framework  
   
 JN gave an overview of the Event on 22nd October and advised that it was positive and 

well received.   Individual members of the group gave their impressions of the day with 
‘communication’ being highlighted as a shared concern.  Agreement from all parties 
on the way forward was very positive.   
Action: Group to receive update at next meeting re local developments from HoHCC 

 
 
 
 
PF 
 

   
8 Child and Adult Protection  
   
 JN advised that these issues were recently discussed at the SMT and some of the 

issues raised would be taken forward for training.  General discussion took place on 
bringing this item to other meetings.  The SW ‘Practitioners Forum’, which is well 
attended, was discussed as being a good venue, with it possibly being split into two 
meetings for Drumchapel and the rest of the West.  Addictions was another service 
area where this could usefully be discussed.   It was agreed that there was merit in 
combing Adult and Child protection together as the same agenda item at meetings.    
 
Suggestions made to develop and review of this session were: 
Obtaining minutes from an Adult Protection meeting 
Targeting different staffing groups 
Presentation from Dr P Wilson – two sessions for staff 
Lessons learned from one PLT taken forward to be used at another 
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Action Point:  1. CH to bring a paper to next PEG on a PLT event in February for this 
item.   
2. AT to take to Lead Group for discussion. 
 

CH 
 
AT 

   
9 Defibrillators Training  
   
 CH gave an overview of the benefits to the public when training has been completed 

and Defibrillators were on site.   Discussion took place cost (£1000 each) on where 
they are sited, how are they maintained (every 4 years by company)  and who is 
eligible to be trained in usage (All Health Visitors and District Nurses are trained).  JN 
suggested inviting the company who manufacture this item to a meeting to give a 
demonstration.  CH commented that budgets require to be fixed before taking this 
forward. 
Action: CH to advise when we might usefully invite companies to the group 
 

 
 
 
 
 
 
 
CH 

   
10 Information  
   
 Nil.  
   
11 AOCB  
   
 • RES Framework and Engagement now have final paper – work being done on 

how to deliver it.  
Action Point:  PF will being more detailed report to next meeting. 
 

 
 
PF 

   
 • HMcK advised that there were a number of leaflets and items of information 

available on nutritional supplements, etc.   
            Action Point:  HMcK to send C Harwood link for circulation to group. 
 

 
 
HMcK  

   
 • GS advised that there was a shortage of some drugs e.g. Tramadol which may 

affect prescribing budgets. 
      Action Point: GS to provide update at next meeting. 
       

 
 
GS 

   
 • JN advised that following on from recent OPR (Organisation Performance 

Review) and CHCP Directors meetings; discussion took place on the value of 
this PEG meeting and other PEG meetings within NHS GG&C.   JN asked the 
group to prepare for a on whether or not PEGs added value to CHCP 
workings. 
Action Point: All to consider individual role and value of PEG 

 
 
 
 
 
ALL 
 

   
 Clinical Governance  
   
1 eSKF  
   
 AT gave an overview of the use of PDP (800 staff should be using this system) as it is 

linked to the HEAT targets and all staff should have a review by March 2011.  
Refresher training was taking place to progress this.  General discussion took place 
on eskf’s, timings and the benefits to staff and organisation of the process. 
Action point: All line managers to prioritise eKSF 

 



 4

  
   
2 CCG Executive update  
   
 AT advised that the first ‘new’ group had met and the small group are discussing and 

dealing with initiatives that are being raised.   
Action point: Executive group will prioritise the Annual CCG Report 
 

 
 
AT 

   
3 CCG/LD  
   
 AT will ask each service area ‘showcase’ CCG activity and started off with an LD 

report which was well received and was agreed would be a helpful template for others 
to follow.  
Action point: A different service area to report each meeting, which will assist the 
production of the Annual Governance Report. 
 

 

   
4 SPSO  
   
 This item will be brought back to next PEG meeting.  
   
4 AOCB  
   
 No issues detailed  
   
 Date of next meeting:  26th January 2010  

 



Glasgow West Health and Wellbeing Survey 2008

• Background
• Boost
• Scope of survey
• Quiz – how much do you already know about the 

health of Glasgow West residents?
• Limitations
• Next steps



Greater Glasgow and Clyde Health and Wellbeing 
Survey

• History of the survey

• Developments for the 2008 survey
– a baseline for Glasgow  West



Scope of the Survey

• Health and illness
• Use of health 

services
• Health behaviours
• Social capital
• Feelings of safety
• Environmental health
• Financial health
• Antisocial behaviour

• Analysis by age, gender

• Comparisons to 
Glasgow City and 
NHSGGC

• Main report also 
explores bottom 15% vs 
the rest (+ a range of 
independent variables)



How do we choose people to take part in the 
survey?

• All the residential addresses for NHSGGC
• Grouped by SIMD quintile, local authority and 

CH(C)P
• Use of statistics to decide the number of interviews in 

each area
• Selected at random
• Lettered
• Opt out
• Visited up to 6 times
• Randomised individual using “next birthday”



What % of people in Glasgow West had 2 or more 
long term limiting illnesses?

B 14%

A 6% West Dun
C 15% NHSGGC

D 21% East Dun



What % of people in Glasgow West smoked?

D 29%

A 22%  Camglen
B 33% NHSGGC
C 42% Glasgow 

North



What % of smokers in Glasgow West would like to give up?

C 31%

A 11% Camglen
B 32% NHSGGC
D 50% East Ren



What % of people in Glasgow  West (who had a 
drink  in the last week) binge drank?

B 70%

A 32% East Ren
C 59% NHSGGC
D 65% Glasgow 

City



What % of people in Glasgow West agreed with the 
statement “Women should only breastfeed their 

babies at home or in private?”
B 22%

A 7% Camglen
C 20% NHSGGC
D 28% Glasgow 

South 
West



What % of people from Glasgow West would find it 
impossible to meet an unexpected bill of £20?

D 2%

A 1% NHSGGC
B 7% Glasgow 

North
C 0.1% Renfrewsh



Limitations
• Local limitations

– Most deprived vs 
other areas

– Precision +/- 4%

• Area wide limitations

– BME; LGBT
– Comparisions 

between different 
long term conditions

– Precision for 
Glasgow City +/- 
1.6%



Summing up

• A mixed bag of results

• Draft full report

• Local dissemination

• Impact of the credit crunch

• Inclusion in DPH report

• Feedback from Glasgow West



• Julie Truman
• Senior Researcher
• NHSGGC, Dalian House, 350 St Vincent St, Glasgow 

G3 8YU

• Tel: 0141 201 4935

• E: julie.truman@ggc.scot.nhs.uk
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PREFACE FROM THE PRIMARY CARE FRAMEWORK STEERING GROUP 
DECEMBER 2009 
 
The Primary Care Steering Group was established to lead the process to develop a Primary 
Care Framework for the NHS in Greater Glasgow and Clyde.  We are now able to share with 
you a draft Framework and want to hear your views on its content. 
 
This Framework has a single over-riding aim which is to make a vital contribution to the overall 
purpose of the NHS in Greater Glasgow and Clyde which is: 
 

“to deliver effective and high quality health services to act to improve the 
health of our population and to do everything we can to reduce health 
inequalities.” 

 
The development of the Framework has been underpinned from the start by an explicit 
commitment to acknowledge and underline the place of primary care at the heart of the health 
service, in NHS Greater Glasgow and Clyde, and the setting where most clinical encounters take 
place.   We have tried to capture that commitment in the principles which we have developed to 
underpin the Framework. 
  
The Framework is a product of a long and comprehensive process.  In the extensive 
engagement we have heard many different and often challenging contributions.  While there has 
been broad agreement on the range of issues which face primary care and on the outcomes 
which we need to achieve, not everyone has the same views about the nature and causes of the 
problems we need to address to achieve those outcomes. 
 
Within the Steering Group there has been intense debate about how we can conclude the detail 
of a shared Framework, but we have always remained clear that it is only by finding a way to 
work together and to respect each others different views and perspectives that we can act in the 
interests of patients and deliver on our shared aim to strengthen primary care. 
 
We commend this draft Framework to you to continue those debates.  There are no simple 
answers to complex and contentious issues.   Some of the actions proposed will provoke 
different views and reactions. Arriving at final agreement may not be straightforward.  
 
Compromise will be required if change is to be agreed and delivered.  If we are to move forward 
no part of the NHS will be able to be a spectator and opt out of participating. To achieve these 
challenging outcomes for patients difficult issues will need to be addressed particularly as we are 
operating in challenging financial times and in a context of high demand and need for health 
services.    
 
Finally, it has been clear throughout the development of the Framework that there are many 
examples of good practice and innovation across primary care in Greater Glasgow and Clyde.    
The financial and service challenges we face require different ways of thinking and working and 
we aim through this Framework to strengthen and encourage innovation and development in 
primary care. 
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The steering group is due to meet again on 17th February 2010 and would appreciate  as many 
comments as possible by 12th February 2010, although it is important to be clear that the 
intention is the Framework will be revised and developed over time and we will be glad to 
receive further comments thereafter. 
 
The draft framework and details of how to respond are also available on www.phru.net/pcf 
 
Comments and responses on the framework should be sent by email to 
primarycareframework@ggc.scot.nhs.uk  
 
or by post to:   Lorna Kelly 

Head of Policy 
NHS Greater Glasgow and Clyde 
Dalian House 
350 St Vincent Street 
Glasgow G3 8YZ 

 
 
Primary Care Framework Steering Group 
 
Catriona Renfrew (Chair)  Director of Corporate Planning and Policy, NHSGG&C  
Alan McDevitt LMC representative  
Ray McAndrew  Associate Medical Director (Oral Health)  
Dorothy McErlean  Area Partnership Forum representative  
Kate McKean  Head of Pharmacy & Prescribing Support Unit 
Sylvia Morrison  Head of Health & Community Care, Renfrewshire CHP  
Ken O’Neill  Clinical Director, South West Glasgow CHCP    
Pat Spencer  Area Nursing & Midwifery Committee representative 
Robert Smyth  Area AHP Committee representative  
Petra Sambale  LMC representative  
Alastair Taylor  LMC representative    
Anne Thomson  Area Partnership Forum representative  
David Walker  Director, Inverclyde CHP   
Alison Wilding  Clinical Director, West Dunbartonshire CHP  
Nic Zappia Head of Primary Care Support, NHSGG&C    
Graham Watt  Professor of General Practice, Glasgow University  
Barbara West  LMC representative     
Hamish Battye  Head of Planning & Health Improvement, South East Glasgow HCP 
Helen Byrne  Director of Acute Services Strategy Implementation and Planning, C  
Anthony Coia GDP representative  
Douglas Colville Area Clinical Forum representative    
Linda de Caestecker Director of Public Health, NHSGG&C 
Anne Harkness Director, Rehabilitation and Assessment, NHSGG&C    
Lorna Kelly Head of Policy, NHSGG&C  
Sue Laughlin Head of Corporate Inequalities Team, NHSGG&C   
David Leese Director, Renfrewshire CHP  
Gale Leslie Area Optometric Committee Representative  
Colin Brown LMC Representative  
Stewart MacLennan Area Partnership Forum representative  
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1. INTRODUCTION AND CONTEXT 
 
1.1 NHS Greater Glasgow and Clyde’s overall purpose is “to deliver effective and high 

quality health services to act to improve the health of our population and to do 
everything we can to reduce health inequalities”.  

 
1.2 We have developed a Framework for Primary Care because primary care is the heart of 

the NHS.   Most clinical encounters take place in primary care.   Most patient journeys 
through hospital begin and end in primary care.    The basic structure of primary care 
provides the essential elements of coverage, continuity and coordination for primary 
care.     

 
1.3 Primary Care is highly diverse and the challenge for NHSGGC is to ensure that future 

planning and service development preserve the existing strengths of primary care while 
meeting an array of new requirements and changes.   

 
1.4 Community Health (and Care) Partnerships (CH(C)Ps) are responsible for the planning 

and delivery of primary care and community services at local level.   However, in 
developing a Board wide Framework we are accepting it is essential that there is: 

 
- collective understanding of the major issues facing primary care to support local 

planning; 
- confidence that local service plans are not developed and implemented in  

isolation; 
- action taken consistently across Greater Glasgow and Clyde where that is 

necessary and appropriate; 
- Clear principles and commitment which apply across the Board. 

 
1.5 This Framework aims to give an agreed direction of travel, a context for future decisions 

and a consistent set of objectives which we can try to achieve through all the levers and 
resources we have at our disposal.   

 
1.6 The Framework focuses on the role of the independent contractors - general practice, 

pharmacy, dentistry and optometry - in the wider context of their role as part of a multi-
disciplinary and often multi-agency team of primary and community care services.      

 
 
2. DEVELOPING THE FRAMEWORK 
 
2.1 NHSGGC established a Primary Care Framework Steering Group in January 2009 with 

wide representation from professional and independent contractor groups, and different 
parts of the organisation.    

 
2.2 Significant emphasis has been placed on the process by which we have developed the 

Framework as well as the content of this final draft.  That emphasis reflected our 
commitment to improving engagement with all of the groups who have an interest in the 
future of primary care.  We wanted to ensure that we addressed the right issues in the 
Framework and to ensure the ownership which will be vital to delivery of the outcomes 
we have established.  
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2.3 This Framework has been developed through the following process: 
 

- development and sharing of a discussion document setting out a number of 
changes, challenges and key facts about primary care.   This was informed by the 
Primary Care Observatory report “The Shape of Primary Care in Greater Glasgow 
and Clyde” which is a comprehensive assessment of primary care, drawing 
together information from routine data sources and the latest research and 
evidence;  these documents are available at www.phru.net/pcf; 

- development of a set of outcomes for primary care; 
- extensive discussion within CH(C)Ps, including CH(C)P Committees, 

Professional Executive Groups, Staff Partnership Forums, Public Participation 
Forums and direct engagement with groups of independent contractors; 

- discussions in the Greater Glasgow and Clyde Acute Division, Mental Health 
Partnership and Board-wide planning groups, including Long Term Conditions, 
Cancer, Managed Clinical Networks, Mental Health Interface Group and GMS 
Steering Group; 

- discussion at Board groups and committees, including a seminar for NHS Board 
members, Area Partnership Forum and the Board’s Involving People Committee; 

- the engagement process culminated in an event held at the Glasgow Royal 
Concert Hall on 28th October 2009, attended by over 200 people.  This brought 
together the major themes from local discussion, and was the key event in 
shaping the outcomes and change proposals within the framework.  A full report 
of the event is available at www.phru.net/pcf.  

 
 
3. WHERE ARE WE NOW - STRENGTHS, CHALLENGES AND ISSUES 
 
3.1 Introduction 
 

This section sets out some of the major themes which have emerged during the 
development process for the framework.   The actions and change proposals in this 
Framework are intended to respond to these.   

 
3.2 The Demographic and Health and Inequalities Challenge 
 

NHSGGC serves a population of 1.2 million people.   It is a population which faces 
significant and changing health problems.   
 
The population of NHSGGC has shorter life expectancy than the rest of Scotland, and is 
marked by higher levels of deprivation with its associated impact on health.  Health 
inequalities are increasing, we are facing an obesity epidemic and alcohol is an 
increasing problem.  The population is ageing, but this is happening at different rates in 
different part of GGC.  The inequalities and poor health in our population drive high levels 
of hospital admissions, GP consultations and use of a wide range of other services, with 
particular pressures in areas such as addictions services and services for the most 
vulnerable people in our population including children, homeless and disabled people.  
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Evidence from the Primary Care Observatory report demonstrates that increasing age 
and deprivation lead to increased demands on primary care, which in turn drives demand 
on other parts of the NHS system. 
 
The challenges of increasing complexity and co-morbidity amongst patients have been 
highlighted through the engagement process, in particular: 

 
- the challenge of taking a holistic approach to patients alongside disease specific 

or specialist services and developments; 
- the wide range of health and social services and support required to meet this 

complexity; 
- the need for effective patient pathways across primary and secondary care and 

with other services; 
 

There was a very strong theme that current arrangements do not support or incentivise 
the GP role in spending time with patients to fully understand the complex issues many 
patients face. 

 
3.3 The Financial Challenge 
 

The three years from 2010 onwards represent a time of significant financial challenge for 
NHS Greater Glasgow and Clyde, and the public sector more generally. 
 
We will be operating in the context of requirements for substantial cost savings but with 
rising demand for NHS services.   We are therefore planning in an environment where 
we have to look at redesign across the whole system of care, working together to 
manage demand and to use all our resources more effectively.  In implementing the 
Framework we need to develop a detailed financial plan which ensure that the outcomes 
and actions we have set out are supported by the way we use resources.  Financial 
planning for primary care needs to be an integral part of the Board’s financial plan. 

 
3.4  Relationships 
 

There have been significant changes to the structures and management arrangements 
for independent contractors over the past five years, in particular the move away from a 
single Primary Care Division and the dissolution of Local Health Care Co-operatives, 
succeeded by the creation of CH(C)Ps.  There have also been changes to GMS, 
pharmacy and optometry contracts. 
 
These changes have challenged the relationship between independent contractors, 
particularly General Practitioners, and NHSGGC in a number of ways: 

 
- concerns about the size of CH(C)Ps and the challenge of engaging effectively 

with large numbers of independent contractors serving diverse communities 
within a large area; 

- contractors feeling marginalised from decision making; 
- information and two way communication has not always been effective; 
- there is a perception of lack of a shared understanding of the priorities and 

pressures in each part of our NHS in Greater Glasgow and Clyde; 
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- perceived constraints of national contract arrangements, particularly GMS; 
- the tensions between parts of the NHS with a wider population focus for services 

and primary care practices focussed on doing the best for their patients. 
 

It was also clear that there are many examples of good practice, effective engagement 
and joint service development, and that there is significant variation in the scale of these 
issues across the ten CH(C)Ps in Greater Glasgow and Clyde.  We will not be able to 
deliver the outcomes set out in this Framework unless we establish more effective 
working relationships. 

 
3.5 Access to Services 
 

The current structure and spread of general practice, community pharmacy, dentistry and 
optometry was highlighted as a significant strength in enabling access to services.  In 
general, NHSGGC practices score highly in offering appointments within the target 
period of 48 hours and there are good levels of access to different independent 
contractor services across the whole area.  The valued and important role of general 
practice in offering a first point of contact and gatekeeper role was emphasised.  The role 
in ensuring continuity of care and developing long term relationships with patients and 
families was highlighted, including the impact this has on use of other services by 
patients. 

 
However, issues raised include: 

 
- We do not have a full understanding of barriers to access, but we know of 

examples where people, including disabled people, regularly raise concerns 
about physical access, and appointment arrangements create barriers for some 
patients.  There is a lack of a clear measure of access which looks at ability to 
register within a local area, appointment arrangements, and any differential 
access for different groups; 

- we also know there are gaps in service provision in some specific geographical 
areas; 

- there is increasing awareness of variation in the types of services available 
through different practices, and variation in wider community services; 

- there is a challenge to ensure access to an appropriate range of services out of 
hours with clear and consistent access arrangements; 

- the need for understanding of the relationship between access to primary care 
and demand for unplanned or urgent care services such as A&E. 

 
3.6 Primary/Secondary Interface 
 

The issues raised through the Framework development process were a mixture of long 
standing tensions and more recent challenges.   Many examples of good practice were 
highlighted at individual specialty or hospital level but a number of systemic issues were 
raised including: 

 
- the need for more effective dialogue between acute and primary care clinicians, 

including on specific clinical issues, redesign of patient pathways, administrative 
processes and joint education programmes; 
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- the need for much better information and real time feedback on the interface 
between primary and secondary care - on what is happening to patients; 

- specific concerns about discharge information and communication; 
- the need for better understanding about how actions in primary care affect 

secondary care and vice versa, and the drivers of demand in each part of the 
system;  

- the potential to build on SCI Gateway to have better real time and electronic 
information flows and systems including achieving access to SCI Gateway for 
optometrists and consistent ability to refer directly to ophthalmology. 

 
3.7 Inequalities 
 

The significant inequalities in health status and outcomes across the population of 
Greater Glasgow and Clyde were a strong theme of our discussions.   We need to: 

 
- understand where there are differences in access to services or clinical outcomes 

according to deprivation, age, sex, sexual orientation, race, religion.    The lack of 
information available to support this was emphasised; 

- implement the strong evidence base on effective interventions; 
- target resources to meet greatest need, provided that is clearly evidenced based 

and the implications fully understood; 
- consider the primary care team in its widest possible sense, including the role of 

Local Authorities, voluntary organisations and others in providing services to meet 
complex health and social needs; 

- the clear and complex link between health and wider social and individual factors, 
which may not always be able to be considered in interactions with patients. 

 
3.8 Primary Care Team 
 

The desire to establish better, more effective teams was an over-riding message in the 
development of this Framework.  The central issues here were around the size and 
complexity of the primary care team across a number of dimensions: 

 
- the team within general practice; 
- practice attached community staff; 
- NHS community services operating on a number of different models in relation to 

practices; 
- Social Work and wider Local Authority services; 
- specific non-NHS services such as employability and financial inclusion; 
- the role of pharmacy, optometry and dentistry in interfacing across the whole 

primary care team; 
- the significant potential to build on the strengths of a multi-disciplinary practice 

model; 
- the potential barriers to that including different catchment areas and geographical 

boundaries, premises, large numbers of practices and very small practices; 
- the need for better information and directories of services. 
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3.9 Facing the Challenges Together  
 

These challenges make it even more important to build strong relationships, goodwill and 
a commitment to working together to bring about change.   The need to use information 
and evidence to drive decision-making was emphasised, as well as the need for robust 
evaluation and performance management to ensure that services are effective.   The 
need to understand the impact of change in one part of the system on another was also a 
very strong message, and to plan jointly to manage that change.  

 
 
4. PRINCIPLES 

 
4.1 We wanted the Framework to be based on a clear set of unifying principles and 

statements which reflect a shared vision for the future of primary care.  All of these 
contribute to our over-riding aim which is to improve services and outcomes for patients: 

 
- we want  to build on the strength of the primary care practice model in providing 

universal coverage, continuity and co-ordination; 
- CH(C)Ps are responsible for planning and managing primary care, and we need 

to reaffirm and strengthen their role and effectiveness in that regard; 
- there is a clear need to invest time and effort to support effective relationships 

and to listen to and engage with  those delivering frontline services; 
- the primary care system is complex and changes will require flexibility and 

understanding between all partners; 
- we need to work jointly to address significant demand pressures across the whole 

system; 
- our actions need to be informed by a strong evidence base and robust 

information and research; 
- prevention and early intervention are one of the key strength and areas of 

development for primary care; 
- we need to encourage innovation and enable new ideas and thinking to be 

developed and tested; 
- Our actions need to equip us to deal with uncertainty and future changes.  

 
 
5. OUTCOMES AND ACTIONS 
 
5.1 The rest of this paper sets out the outcomes which we have agreed the Framework 

needs to achieve and our proposals for the changes which we believe are needed to 
deliver those outcomes. 

 
5.2 Within this list of actions, there are five key enablers (shown in bold) which are important 

for the delivery of a number of the outcomes and which reflect recurring themes and 
issues.  These are: 

 
- Develop and pilot models of clinical practice, and practice organisation, which 

identify and address complex health and social circumstances - Action 8; 
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- Build on current resource allocation models for CH(C)Ps to align need and 
resources through developing appropriately resourced primary care teams in line 
with patient needs - Action 11; 

- Develop a model of locality working within CHCP/CHPs which creates structured 
engagement and joint working  between independent contractors, community 
staff and CH(C)P management - Action 19; 

- Develop models of community service provision which are based around the 
practice structure - Action 22; 

- Develop effective information flows and relationships between secondary and 
primary care - Actions 31-35. 
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Outcomes and Actions 
 
Please note that actions are repeated in some instances where they contribute to more than one outcome, or cross referenced where there are 
a number of related actions. 
 
OUTCOME NEW ACTION 

A  -  Access and Engagement with Services  

A1   Patients can access primary care at the place and 
time they need it, including out of hours. 

1.   Agree robust systems to test and measure the access available for patients across 
primary care, including variation and gaps in access, particularly in relation to specific 
groups who may experience difficulties in accessing services due to disability, race or 
gender. 

 
2.   Develop a framework for unscheduled care, particularly considering the relationship 

between GP out of hours services, pharmacy and out of hours arrangements in other 
services, and the national target to reduce A&E attendances. 

A2   Primary care services seek and are responsive to 
patient views. 

3.    Test different models of patient engagement, building on existing PPF structures, to 
determine the most effective means of generating robust information: 
- at practice level; 
- in planning; 
- in individual consultations; 
- with specific communities of interest. 

A3   Primary care provides a range of services to meet 
patient needs in different settings and with 
appropriate entry arrangements. 

4.    Review potential for directories of services at locality level as a means of improving 
referral and access by patients. 

 
5.   Create a model for team working which establishes meaningful teams beyond individual 

practices, taking account of: 
- attached services; 
- wider NHS community services; 
- non-NHS services; 
- all four independent contractor groups. 

A4   We need to ensure that patients have information 
and access to alternative services to ensure that 
primary care is used appropriately. 

See actions 3 and 4. 

A5  Primary care addresses barriers to access through 
a comprehensive range of targeted services for 
example anticipatory care and outreach. 

6.  Building on the work of Keep Well, establish an effective and evidence based model of 
anticipatory care;   identify and implement evidence based primary and secondary 
prevention which addresses the balance between medical and social interventions. And 
begin to plan how this can be implemented. 
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OUTCOME NEW ACTION 

A  -  Access and Engagement with Services  

A6   Primary care services understand and respond to 
the inequalities which affect patients in accessing 
primary care and onward referral to secondary 
care. 

7.   Develop a 3 year trajectory to ensure disaggregated patient data is available at practice 
level to ensure that we understand: 
- the diversity and different characteristics of our population; 
- their diverse needs; 
- their access and utilisation of services; 

  and ensure that this information is communicated to Acute via SCI to enable planning 
for effective service delivery and to test potential discrimination at each part of the 
patient journey 

 
8.   Develop and pilot models of clinical practice, and practice organisation, which 

identify and address complex health and social circumstances, including: 
- develop descriptors of effective practice; 
- clarify the link between inequalities and individual patient characteristics;  
- work with small teams to develop and implement the model; 
- models of professional leadership and behaviour change; 
- CH(C)P development programme on routine enquiry/social history taking; 
- clear pathways into employability and financial inclusion support in the 

community; 
- collection of appropriate data; 
- different experience and needs of specific communities due to, e.g. disability, 

race, gender. 

A7   Primary care services are comprehensive in their 
coverage and provide continuity of care where 
needed. 

9.   Explore the potential to develop a construct which enables GPs to spend more time 
with individual patients, considering: 
- incentives; 
- models of practice organisation; 
- potential role of wider primary care team and non-NHS services. 

 
10.  Build on the Childsmile programme to increase numbers of children registered with a 

dentist, to support prevention and early intervention 

A8   Primary care services systematically identify and 
address unmet need. 

See action 6. 
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OUTCOME NEW ACTION 

B  -  Resources  

B1   Primary care services are resourced to meet the 
demands they face and to meet the needs of 
patients. 

B2   The distribution of resources for primary care 
reflects articulated priorities and relative need so 
that services are resourced to reflect the workload 
they face. 

B3   Gaps and challenges to services are fully 
considered in reviewing and changing the 
distribution of resources. 

 11. Build on current resource allocation models for CH(C)Ps to align need and 
resources through developing appropriately resource primary care teams in line 
with patient needs.  The approach will require:  
- agreement with the LMC and other representative bodies on a deliverable 

approach; 
- a consideration of the potential to use  prevalence information when 

allocating resources, particularly with regard to Enhanced Services; 
- further use and development of the evidence base on need and effective 

interventions; 
- review of the local impact of the Scottish Allocation Formula in relation to 

GGC indicators of need; 
- consideration of the full range of primary care services for a particular 

population - including all contractor groups, NHS community teams, social 
care and voluntary organisations; 

- Consideration of the potential for reducing and managing demand; 
- Potential for development of minimum standards and thresholds. 
 

12.  CH(C)P planning should take full account of the impact on primary care demand and 
type of service required due to demographics and patterns of illness, specifically: 
- long term conditions; 
- mental health, including depression; 
- alcohol; 
- ageing population. 

B4  There are agreed benchmarking, efficiency and 
effectiveness measures for primary care services 
which demonstrate value for money. 

13.   Develop a clear plan for use of GMS resources over which Board has discretion, 
including: 
- review of Local Enhanced Services in the context of the framework outcomes. 

 
14.  Put in place a programme to develop a consistent set of planning and performance 

information at CH(C)P/locality/ practice level, including: 
- QOF information; 
- use of secondary care; 
- prescribing; 
- collection of disaggregated patient info - see action 7; 
- difference in demand. 
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OUTCOME NEW ACTION 

B  -  Resources  

15.   Develop a budgeting system for prescribing which creates incentives for active local 
management. 

 
16.   Develop work to define the impact of different practice size (across all 4 contractor 

groups), in relation to: 
- relationships with wider teams;  
- efficiency; 
- patient access; 
- support arrangements and potential models of sharing services for small practices. 

B5   Premises for primary care services are planned 
and resourced to reflect service requirements. 

17.   CH(C)P accommodation strategies to include clear plans for independent contractor 
premises including consideration of the potential for joint working and effective use of 
premises within localities across the 4 independent contractors groups.  This should 
include: 
- plans to address accessibility issues including DDA compliance; 
- links to Ambulatory Care Hospitals. 

B6   There is a whole system consideration of 
resources and how they shift as the balance of 
care changes. 

See actions 31, 32, 33, 34 and 35. 

B7   Current and future demand for primary care and 
referred services is clearly identified and shared  
plans are in place to manage this 

See actions 11 and 14. 
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OUTCOME NEW ACTION 

C  -   Primary Care in NHSGGC   

C1   Primary care has a clear place at the centre of 
NHSGGC planning, decision making, resource 
allocation, communication and public engagement. 

18.   The CH(C)P role in the management, planning and development of primary care is 
clearly described and consistently established. 

 
19.   Develop a model of locality groups which create structured engagement and joint 

working  between independent contractors, community staff and CH(C)P 
management.  These will: 

 
- enable shared decision making on service delivery and use of resources; 
- provide an opportunity for independent contractors and frontline 

community staff to bring about change; 
- strengthen and encourage innovation and development including the 

testing of new ideas; 
- focus on effective primary care team working, including exploring 

different models of attachment and alignment;  
- be structured around natural communities and local circumstances within 

individual CH(C)P areas;  
- be an integral part of CH(C)P structures with contractor engagement 

supported and funded by CH(C)Ps; 
- contribute to strengthening engagement with patients; 
- provide a primary care perspective to inform the CH(C)P interface with 

secondary care; 
- support independent contractors to work together including professional 

development. 
 
20.   Review current primary care management and advisory structures across the four 

contractor groups to ensure that: 
- there is an effective forum for planning across the contractor groups; 
- Primary Care Support and other arrangements support CH(C)P interaction with 

contractors; 
- support to independent contractors on IT, premises, administration, income 

maximization, etc, is responsive and effective; 
- there is a clear process to engage with and influence Scottish Government on 

contract negotiations and national developments; 
- review of current Professional Executive Group arrangements within CH(C)Ps. 
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OUTCOME NEW ACTION 

C  -   Primary Care in NHSGGC   

C2   There is a clear, comprehensive and agreed 
direction and priorities for the development of 
primary care. 

C3   The development and implementation of the full 
range of NHS and partnership plans take account 
of and reflect the agreed direction and priorities for 
primary care. 

21. Establish the Primary Care Framework as a key strand of new Board wide planning 
arrangements, setting outcomes to be delivered through CH(C)P and acute 
development plans, embedded in corporate performance management arrangements 
and collectively reviewed and developed on an annual basis. 

C4   Primary care is integrated horizontally and 
vertically. 

See actions 5 and 19.      

C5   The independence of primary care practices is 
balanced with cooperation where that is in the 
interests of patients. 

22.   Develop further models of community service provision which are based around 
the practice structure.  To achieve this we will need to: 
- explore with the LMC the potential move towards more geographically 

focused practice lists, without destabilising practices; 
- explore opportunities for working with groups or ‘clusters’ of practices; 
- consider the implications for small or single handed practices to ensure they 

benefit from changing arrangements. 
 
23.   Construct arrangements for practices to share practice support and infrastructure. 

C6   Primary care has effective leadership and is 
innovative. 

See action 19 
 
24.  Identify and promote good practice within a model of professional leadership. 

 
25.   Support the clinical generalist role of primary care professionals through: 

- support for training and professional development; 
- review of interface with specialist services. 
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OUTCOME NEW ACTION 

D  -   Workforce  

D1   Primary care services have a defined multi 
disciplinary workforce model which articulates the 
contribution of independent contractors and their 
employees and NHSGGC employees. 

D2   The primary care workforce has appropriate and 
agreed systems of work. 

See actions 19, 4, 5 and 8. 
 
 

D3   Primary care workers have the support they need 
including information technology, administration. 

26. Review IM&T strategy for primary care to ensure the opportunities of planned 
developments are fully realised.   Specifically consider: 
- support for information sharing across teams and agencies; 
- electronic referral arrangements for optometrists and dentist; 
- support required for actions to improve the primary/secondary interface; 
- how the Board engages effectively in national developments on information sharing 

and confidentiality. 

D4   The primary care workforce is appropriately 
trained and professionally developed. 

27. Ensure protected learning time is used effectively to delivery primary care priorities, 
across all contractor groups. 

 
28. Establish effective development programmes for key staff groups including practice 

managers and practice nurses. 

D5   The primary care workforce feels valued and 
engaged. 

See action 19. 

D6   There is a robust and clear plan to ensure the 
future workforce for primary care. 

29.   Reach collective agreement with the LMC (and other contractor representative bodies) 
to collect comprehensive workforce information to support effective workforce planning 
arrangements. 
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OUTCOME NEW ACTION 

E  -   Partnership  

E1   Primary care services are planned and delivered in 
a partnership between NHSGGC, CH(C)Ps and 
primary care contractors. 

See actions 19 and 21. 

E2   Effective and agreed partnerships are in place 
between primary care, Local Authority and other 
services, for example employment. 

See actions 19, 4, 5 and11. 

E3   Primary care services have clear and consistent 
approaches to engage patients and the public and 
respond to their views. 

See actions 3 and 19. 

E4   The NHS promotes an effective partnership 
between primary care and the universities. 

30.   Establish primary care research arrangements as an integral part of the Glasgow Hub 
of the Academic Health Sciences Collaboration. 
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OUTCOME NEW ACTION 

F  -  Secondary Care Interface  

F1   Primary care can access the full range of 
supporting secondary services it requires in the 
timeline and model required. 

F2   Where patients require referral or intervention from 
secondary services there are clear routes and 
criteria agreed with primary care. 

F3   Care pathways between primary and secondary 
services are planned and designed in partnership 
including the resources required and there are 
agreed feedback arrangements about utilisation 
and appropriateness. 

F4   There are agreed, effective and timely information 
flows between primary and secondary care in the 
most appropriate format. 

F5   The mutual interdependence between primary 
care and other services is recognised and planned 
for. 

F6   The shared responsibilities of primary and 
secondary care are identified. 

31.   Explore changes to processes and systems needed to ensure that there is clear joint 
ownership of service challenges across acute services and CH(C)Ps including: 
- managing demand; 
- population health; 
- quality of care; 
- levers and incentives for change; 
- using evidence of effective models and lessons from other systems.    

 
32   Develop effective information flows and relationships between secondary and 

primary care including: 
- clear and systematic opportunities for direct clinical contact (including GPs, 

dentists, optometrists); 
- clinical engagement on redesign and RTT; 
- joint agreement on thresholds for access and referral; 
- use test sites, starting with the Renfrewshire CH(C)P/RAH interface, to identify 

system changes required to support engagement on day to day activity and 
pathway redesign. 

 
33.   Ensure short term delivery of specific improvements to the acute/primary care interface, 

specifically: 
- discharge information; 
- medicines management and hospital prescribing; 
- access to investigations; 
- CH(C)Ps to develop stronger response within primary care on issues placing 

significant demand on secondary care, eg, alcohol; 
 
34.   Explore the potential for a shared approach to accessing Ambulatory Care Hospitals 

focusing on: 
- enabling case retention in General Practice;  
- improving quality of referrals; 
- achieving shared decision making; 
- improving access/streamlined patient pathways. 

 
35.   Communicate change effectively through regular reporting on progress with actions on 

interface and redesign.  
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OUTCOME NEW ACTION 

G  -  Research and Development  

G1   Primary care development to be informed by up to 
date research, evidence and best practice. 

G2   Primary care to be a key focus of research and 
development activity for NHSGGC and partners. 

See action 30. 
 
36.  Agree how we can deliver system wide implementation of agreed research outcomes.   
 
37.  Ensure the further development of this Framework is informed by research. 
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48 HOUR PATIENT ACCESS 
 
 
Recommendation: 
 
The Performance Review Group: 
 
- Are invited to consider this further report on access to GP services. 
 
 
 
A. BACKGROUND 
 
1.1 The Performance Review Group has discussed on a number of occasions concerns 

about access to GP services within 48 hours.  In July 2009 the PRG considered a 
paper which described the historical and present national arrangements to evaluate 
access. 

 
1.2 In summary these were: 

 
- In 2004-05 the new GMS Contract was introduced and the Quality and 

Outcomes Framework (QOF) of this contract included an element for 48 hour 
access to General Medical Practices.  In 2006-07 this element was removed 
from the QOF and became a Directed Enhanced Service (DES), although the 
48 hour access requirement was itself unchanged.  

 
- In 2005-06 NHSGG implemented a “48 hour access stock take” which allowed 

electronic interrogation of GP clinical system appointments. The results from 
this stock take were available, practice by practice, for 95% of the Board area. 
This stock take was then extended to the Clyde area.  However, the access 
DES was not commissioned in 2007-08 and many practices stopped taking 
part in the stock take. 

 
- In 2008-09 a national patient survey of 48 hour access was implemented 

within a revised national contract framework. This survey of patients was 
designed and implemented across Scotland between November 2008 and 
January 2009. This survey was posted to 550,000 Scottish patients and 
included several questions regarding access.  Approximately 160,000 survey 
forms were posted to NHSGGC patients, with over 68,000 completed returns 
(42.7%). These returns were analysed by at a national level and the results 
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provided to Boards at practice level. In NHSGGC 91.9% of patients who 
completed a return said that in the previous 12 months (from November 2008) 
they had been able to see or speak to a GP or nurse at their Practice within 48 
hours of seeking this service. 

 
1.3 The details of these results at Board, CH(C)P and practice level are given in the 

spreadsheet at Attachment 1. 
 
1.4 The same survey will again be implemented across Scotland in the late autumn of 

2009. The results of this survey will become available in late March 2009. 
 
 
B. FURTHER WORK 
 
2.1 While the survey provides a level of reassurance about access it will only be run on 

an annual basis. CH(C)P Directors were asked to report on the approach to 
assessing access for their area and how they follow through with practices who 
appear not to meet the standard on the basis of the survey information.  This section 
provides a report from the CH(C)Ps which have responded. 

 
2.2 It is also worth noting that after a number of practices across Scotland registered 

disputes about the outcome of the survey and its impact on practise income.  The 
Scottish Government have flexed down the threshold for payment to resolve those 
disputes. 

 
2.3 East Glasgow CHCP 
 

Currently we have a small number of practices continuing to submit the quarterly 
access audit.  The achievement for 48 hour access within the patient experience 
questionnaire was high in keeping with the work many practices have participated in 
over the past few years with the Scottish Primary Care Collaborative.  This has led to 
practices focusing on early access and implementing systems such as telephone 
triage.  
 
The results for advanced bookings were lower - reflecting a similar picture across the 
country. This is almost certainly in response to the push for 48 hour access over 
recent years and systems being developed to deliver this. 
 
Within East Glasgow we plan to discuss the results of the survey at our next GP 
Forum and collectively look at ways of improving access.  The SPCC model of shared 
learning and PDSA cycles is one which we would look to utilise with practices .  We 
will build on the experience of some practices who have excellent results and 
participated in the SPCC programme through mentoring those practices who are 
struggling to provide a satisfactory level of access.  
 
We are also carrying out an audit of A&E attendances with over half the practices 
participating and we will look at the level of A+E attendance alongside the access 
survey to see if there is any correlation.   

 
2.4 West Glasgow CHCP 
 

 
GPs within West Glasgow CHCP have withdrawn from the completion of regular 
stock take returns on 48 hour access, following the decision taken nationally that this 
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would no longer form part of the QoF or a directly enhanced service.  There is no 
appetite among GPs within West Glasgow to voluntarily reintroduce the stock take 
returns. Concerns around the limitations and robustness of the previous process have 
also been expressed.  
Overall, on a population basis, the results of the national survey indicated that 93.4% 
of people within West Glasgow CHCP were able to see or speak with a GP or nurse 
within 2 working days. The target level of attainment is 90% by 2010/11. Although the 
CHCP is currently exceeding the access target, the detail of the national survey 
indicated that 9 GP practices have not yet achieved 90% attainment.  
 
The compliance rates and confidence interval ranges for the 9 practices in question 
were identified as follows:- 

 

Practice A 68.7% compliance 4.6% confidence interval 
Practice B 75.8% compliance 8.5% confidence interval 
Practice C 76.5% compliance 5.7% confidence interval 
Practice D 79.3% compliance 2.4% confidence interval 
Practice E 84 % compliance  2.6% confidence interval 
Practice F 86.9% compliance 1.7% confidence interval 
Practice G 87.5% compliance 4.1% confidence interval 
Practice H 89.3% compliance 2.9% confidence interval 
Practice I 89.7% compliance 4.4% confidence interval 

It is understood that none of the practices have appealed the outcome of the national 
survey.  
 

 
 
In addition to 48 hour access, the CHCP is keen to explore further the ‘advanced 
access’ results within the survey. However, it is noted that the validity of the survey of 
people able to access their GP 3 or more days in advance may be compromised by a 
lower survey return rate. In addition, while there is no evidence to suggest otherwise, 
the CHCP considers it prudent to consider the issue of ‘open’ versus ‘full’ practice 
lists to ensure there is no systematic barrier to patients wishing to register with a 
particular GP practice in their locality. 

 
West Glasgow CHCP will discuss how best to monitor ‘access’ with our GP Forum 
and Professional Executive Group. It will also be a feature of our overall approach to 
implementing the primary care framework, linking with other activity and performance 
data in respect of hospital planned and unplanned admission rates by GP practice, as 
well as the profiling of the population served by our GP practices. As an initial priority 
over the next 2 months, we will agree a targeted approach to support those practices 
identified as not yet achieving the 90% compliance rate. This is likely to involve a 
closer look at the processes and systems in place to support patient appointments, as 
well as exploring the potential for peer support and advice from neighbouring 
practices who are achieving 90% compliance. 
 
 In addition, with our PPF, we will explore how we can help to facilitate a greater 
presence and role for patient forums within primary care to assist in gathering 
feedback on access issues. In taking this work forward, we would naturally seek to 
take good practice into account, including the work of other CHCPs, as well as being 
informed by supporting guidance such as the recent Department of Health report on 
‘transforming same-day care in general practice’. 
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A summary of our proposed action over the next 2 months is set out below: 
 
- present issue for discussion at next meetings of GP Forum and PEG; 
- link with the 9 GP practices that did not achieve 90% compliance; 
- jointly review appointments system / processes to explore scope for 

improvements; 
- seek agreement for introducing peer support to facilitate improvement; 
- facilitate greater presence and role for GP patient forums to assist in 

monitoring access; 
- learn from good practice on other CHCPs, national guidelines, etc; 
- stocktake of current position with regard to ‘open’ and ‘full’ GP registration. 
 
As it has been agreed that this may well be a national issue a national short life 
working group has been set up to look at the challenge of 48 hour access in practices 
and is charged with finding ways to support practices, CH(C)Ps and Boards to deliver 
on this target. I am a member of that group. 
 

 
2.5 East Dunbartonshire CHP 
 

In East Dunbartonshire we have examined the results from the national survey on 
assess and have positive response rates for 48 hour access as assessed by the 
patient survey ranging from 72% to 99% across our 17 practices.  Only 2 practices 
achieved less than an 80% positive response.  These results have been shared 
anonymously at our GP Forum.  11 out of 17 practices achieved a 90% or higher 
positive response from patients to the 48 hour access question. We have received no 
complaints from patients in the last 12 months which relate to any difficulties in 
accessing GP services. 
  
The practices who had low positive response rates have been working with practices 
who had previously improved their 48 hour response through the primary care 
collaborative to modify their systems to improve their results..   
  
In addition we have been trying to engage local GPs in providing information on 
access through the Closer Working Initiatives, by asking them to complete a  
attached practice profile, as part of our work analysing coverage of primary care 
services for the local Primary Care framework development.  This profile includes self 
assessment of delivery of the 48 hour access target.  Most recent discussions with 
our GP forum indicate that few will sign up to this closer engagement LES.  

  
We are continuing to discuss with GPs their willingness to re-start the 48 hour access 
stock take, as part of our clinical governance programme and will encourage 
practices to return this information quarterly in return for a small sum we pay them for 
providing information and audits in support of clinical governance.  

 
2.6 East Renfrewshire CHCP 
 

In East Renfrewshire our GPs have all agreed to collect and provide the data except 
for one practice, but we are working with them to get their agreement. 
As they are very busy with H1N1 immunisations we will not get the exact data for a 
couple of weeks. 
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However, our primary Care Development Manager assures me that with the 
exception of one practice whose access is around 72 hours, all are meeting the 48 
hour target. 
 
We will work with the practice that is not meeting this target and are confident that we 
can turn it around. 

 
2.7 Inverclyde CHP 
 

National Access Survey 
 
The results from the National GP access survey for Inverclyde shows that 89.9% 
(2843/8942) of the patients perceive that they are able to see or speak to a doctor or 
nurse within 48 hours. Data ranges from >73% - 99% across Practices. 

 
This data has been shared with GPs locally to allow for Practice reflection on 
performance and potential improvements and had been anonomised and enclosed 
for peer review at the GP forum. 
 
48 Hour Access Monitoring 
 
Locally the 48 hour access monitoring tool has continued to be used on a quarterly 
basis with agreement of the local Practice Managers Group. This data is based on 
collation of ‘real time data’. August reporting illustrates that 100% (16) of Practices 
offer an appointment with a GP or Nurse within the 2 days period. This data is 
enclosed for review.  

August 2009 Stocktake : CHP Summary
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The difference between these two reports highlights 5 GP Practice concerns 
regarding subjective narrative of National Access Survey and has resulted in appeals 
via the QOF process.  

 
The data provided suggests that access is an apparent problem rather than a ‘real’ 
problem. Should there be evidence that any Practice are offering appointments to 
patients outwith the access target, support and guidance will be available from the 
CHP Project Manager. The Project Manager will utilise and adopt principals from the 
Scottish Primary Care Collaborative model.   
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The Scottish Primary Care Collaborative (SPCC) model focuses on the following to 
improve access performance: 
 
- Understand the profile of demand; 
- Shape the handling of demand; 
- Match capacity to demand; 
- Establish and implement robust contingency plans; 
- Communicate effectively with patients and staff alike.  

 
2.8 Renfrewshire CHP 
 

In Renfrewshire, as at June 2009 the average achievement against PE7 (i.e., 
percentage of sample who were able to see or speak to a doctor or nurse within 2 
working days) was 88.7 %, with performance ranging from 65.6% to 99.5%, and for 
PE8 (percentage of sample who were able to book an appointment with a doctor 
more than 48 hours in advance) 73.6%, with performance ranging from 26.8% to 
95.2%. GP access is discussed at the Renfrewshire GP Forum.  At our next meeting 
on 25th February, those practices that have performed better will lead a discussion 
with the others on how they have managed to achieve figures in excess of the 90% 
target by way of sharing and encouraging good practice. 

 
2.9 West Dunbartonshire CHP 
  

Historically, when practices were required to make returns on access as part of the 
GMS contract, we consistently reported compliance with the target, with the odd 
exception, usually because of a specific unique issue on a day during the sample 
week. 
  
While some practices continued to provide the information after it was removed from 
the national contract, the numbers became so small that it was not worth collating as 
it no longer provided a real picture of what was happening.  
  
In the current year from the locally available allocations of Better, Closer working 
funds, we have offered practices a payment of £65 per 1000 patients on their list to 
make the same return as they used to when required under the national contract. 18 
of the 20 practices in the CHP have taken up this offer. Coincidentally the first census 
returns are due this week and we would intend to bring the detail of that to our OPR 
later in the month. 
  
We believe that the returns will evidence that 48 hour access is still being achieved. 

 
 
3 Conclusion 
 
PRG are invited to consider the approaches outlined by the CHCPs and CHPs and the 
updated position in relation to the national survey. 
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Dear Colleague (GPs) 
 

GLASGOW CITY LOW VISION SERVICE 
 
We are writing with regard to an exciting new service development for patients living 
with permanent visual impairment. 
 
You might be aware of ‘Review of Community Eyecare Services Final Report’ 
published in 2006 with key recommendations around developing community 
optometry and establishing community based eyecare networks. 
 
We considered these recommendations and following a lengthy development period 
the 5 City CHCPs have created a new integrated community based low vision service 
to compliment the existing service being provided by Gartnavel Hospital. 
 
The new ‘joint’ service will allow you to refer patients to any community optometrist 
or to the Gartnavel Clinic in the first instance for examination, diagnosis and 
prognosis. A further assessment of low vision needs and basic counselling will follow, 
including the dispensing of appropriate low vision aids.  
Once this is completed the patient will be given the opportunity of further assessment 
of needs from Glasgow’s Social Care services to include a home visit, rehabilitation 
support and ongoing counselling (see pathway attached). 
The service is free to patients and any aids issued will be on a permanent loan basis 
 
Utilising Community Optometrists in this way will significantly improve low vision 
services across Glasgow, reducing waiting times and providing convenient access for 
many people close to where they live. 
 
Referral forms have been produced but they are not necessary as if you or one of your 
colleagues suspect that a patient has low vision problems they only need to be referred 
to an Optometrist who will confirm the diagnosis and start the ball rolling for ongoing 
low vision support across our new network. 
 
We have about 20 practices participating in the new service and you can find a list of 
them attached to this letter. The existing service at Gartnavel General Hospital, which 
includes same-day, direct access to Visibility's visual impairment patient support 
worker, will continue as normal  
  
We hope you will agree that this new service heralds a new, innovative and improved 
level of care for people living with permanent visual loss in Glasgow. 
 
Yours Sincerely 
 
 
 
 
 
XXXXXX 
 
RES MANAGER     LEAD OPTOMETRIST 



 
 



Glasgow City CHCPs Low Vision Service – Loan Agreement 
 
 
As part of the Glasgow City Low Vision Service and following a Low Vision Assessment any 
optical aids identified as beneficial will be issued to you on a loan basis. These aids remain the 
property of the Glasgow City Low Vision Service and will be returned when no longer required.  
 
Please return the equipment to: 

Manager - Resource Services for the Blind, Centre for Sensory Impaired People, 17 Gullane 
Street, Partick, Glasgow G11 6AH  

Tel: 0141 276 5252 
  

Issued from 
(Practice 

name) 

Date Patients Name & 
Address 

Items Issued Quantity

 
 
 
 
 
 
 

    
 
 

 
I understand that the aids detailed above have been issued to me on extended loan from the 
Glasgow City Low Vision Service and I will return them when no longer required. 
 
 
Patients/Carers Signature…………………………..…………………Date…………………… 



Glasgow City Low Vision Service 
 
 
Loss/Breakage Policy 
 
The Glasgow City Low Vision Service will endeavour to provide you with low vision aids to suit 
your needs and respectfully request that you take responsibility for careful maintenance/security 
of these items. 
 
It is acknowledged that on occasions individuals may lose or break their low vision aids. 
However, given the limited stock of aids, it is essential that any continuous losses or breakages 
by a patient, may result in a request to contribute for a replacement. 
 
 



Dear Colleague (Ophthalmology) 
 

GLASGOW CITY LOW VISION SERVICE 
 
We are writing with regard to an exciting new service development for patients living 
with permanent visual impairment. 
 
You might be aware of ‘Review of Community Eyecare Services Final Report’ 
published in 2006 with key recommendations around developing community 
optometry and establishing community based eyecare networks. 
 
We considered these recommendations and following a lengthy development period 
the 5 City CHCPs have created a new integrated community based low vision service 
to compliment the existing service being provided by Gartnavel Hospital. 
 
The new ‘joint’ service will allow you to refer patients to any community optometrist 
or to the Gartnavel Clinic for low vision assessment, basic counselling and the 
dispensing of low vision aids. The new service will issue aids on permanent loan as in 
the existing Gartnavel scheme. 
 
A further assessment by the Glasgow’s Social Care Visual Impairment Team will 
follow to include a home visit, rehabilitation support and ongoing counselling as 
appropriate (see pathway attached). 
 
We hope that utilising Community Optometrists in this way will significantly improve  
low vision services across Glasgow, reducing waiting times and providing convenient 
access for many more people close to where they live. 
 
Referral forms have been produced but they are not always necessary as if you or one 
of your colleagues wish a low vision assessment they only need to be referred to the 
Gartnavel LVA Clinic or a Low Vision Community Optometrist who will start the 
ball rolling for ongoing low vision support across our new network. 
 
we have about 20 practices participating in the new service and you can find a list of 
them attached to this letter. The existing service at Gartnavel General Hospital, which 
includes same-day, direct access to Visibility's visual impairment patient support 
worker, will continue as normal  
  
We hope you will agree that this new service heralds a new, innovative and improved 
level of care for people living with permanent visual loss in Glasgow. 
 
Yours Sincerely 
 
 
 
 
XXXXXX 
 
 
 



 



Dear Colleague (Optometry) 
 

GLASGOW CITY LOW VISION SERVICE 
 
We are writing with regard to an exciting new service development for patients living 
with permanent visual impairment. 
 
You might be aware of ‘Review of Community Eyecare Services Final Report’ 
published in 2006 with key recommendations around developing community 
optometry and establishing community based eyecare networks. 
 
We considered these recommendations and following a lengthy development period 
the 5 City CHCPs have created a new integrated community based low vision service 
to compliment the current Gartnavel Low Vision and Visibility’s patient support 
service.  
 
The new ‘joint’ service will allow you to refer patients to any Accredited Low Vision 
Optometrist for low vision assessment, basic counselling and the dispensing of low 
vision aids. The new service will issue aids on permanent loan  
 
A further assessment by the Glasgow’s Social Care Visual Impairment Team will 
follow to include a home visit, rehabilitation support and ongoing counselling as 
appropriate (see pathway attached). 
 
We hope that utilising Optometrists in this way will significantly improve  low vision 
services across Glasgow, reduce waiting times and providing convenient access for 
many more people close to where they live. 
 
Referral forms have been produced but they are not always necessary as if you or one 
of your colleagues wish a low vision assessment they only need to be referred to the 
Gartnavel Low Vision Service or a Low Vision Community Optometrist who will 
start the ball rolling for ongoing low vision support across our new network. 
 
In addition to the Gartnavel Low Vision Clinic   we have about 20 practices 
participating in the new service and you can find a list of them attached to this letter.   
 
We hope you will agree that this new service heralds a new, innovative and improved 
level of care for people living with permanent visual loss in Glasgow. 
 
Yours Sincerely 
 
XXXXXX 
 
 
RES MANAGER    LEAD OPTOMETRIST 
 
 
 
 



GLASGOW CITY LOW VISION SCHEME - OPTOMETRISTS
CHCP Practice Optoms Name Address Postcode Tel Email
SE Frank Munro Opt. Frank Munro 1050 Cathcart Road G42 9XW 0141 649 0354 Frank@Munrooptom.com

Katie Graham katiegraham25@googlemail.com
Andy Dunstone andredunstone@hotmail.com

SE Martin Fletcher Irene Fletcher 53 Kilmarnock Road G41 3YR 0141 636 6420 martin-fletcher@btconnect.com
SE Burnside McPhee Alan McPhee 94 Battlefield Road G42 9JN 636 1123 battlefield@burnside-mcphee-opticians.co.uk
SE Hornstien Opt Errol Hornstien  1113  Cathcart Road G42 9BD 0141 649 9600 errol.horn@tiscali.co.uk
SE William Gourlay Ltd Anne Gibb 261 Kilmarnock Road G41 3JF 632 3283
SE Chalmers Opt Fiona McKinnon 391 Victoria Road G42 8RZ 423 0166 fionamckinnon@live.co.uk

E Neil Leslie Opt Neil Leslie 426 Carntynehall Road G32 6LH 778 2362 NeilLeslieOptom@aol.com
Gale Leslie GaleNeil@aol.com

E Frank Munro Opt Frank Munro 45 Main Street, Bridgeton G40 1QB 554 3341 Frank@Munrooptom.com
Gale Leslie GaleNeil@aol.com
Katie Graham katiegraham25@gogglemail.com
Andy Dunstone andrewdunstone@hotmail.com

E Stephen Tang Opt Stephen Tang 3a Barrachnie Road, Baillieston G69 6HB 7771725345 stevetang@btinternet.com
E Frank Hamilton Frank Hamilton DO 10 Glasgow Road, G69 6JX 771 1737 frank@specman.freeserve.co.uk
E Black and Lizars Addrienne Gilmour DO 1016 Shettleston Road G32 7PR 778 9717 manager.shettleston@blackandlizars.co.uk
E Hugh  Ross Hugh Ross DO 1144 Shettleston Road G32 6PQ 763 0336 styles@rossopticians.co.uk
E Hughes and McHugh Scott Shaw 52 Main Street G69 6AD 771 5501 ss14@blueyonder.co.uk

N Darroch Timlin Opt Maggie Darroch 12 Kings Place G22 6LL 336 4900 darrochmm@aol.com
Mary Timlin mary.timlin@ntlworld.com

N HD Russel Optometrists Geoff McCulloch Gorstan Pl G22 772 2578 geoffmccullogh@mac.com
Vishal Marwaha 946 2475 vish010@hotmail.com

W Nicola McElvanney Opt Nicola McElvanney 138 Woodlands Rd G3 6LF 353 3666 nicola@mcelvanney-opticians.com
W Graeme Brown Graeme Brown 659 Great Western Rd G12 8TT 337 3366

Michaela Black mblcack@brownopticians.co.uk
W John McElvanney Opt John McElvanney 137-139 Byres Road G12 8TT 339 7555 info@mcelvanney-opticians.com
W Claire McCafferty Claire McCafferty 339 2900 claire.mccafferty@btopenworld.com
W Mango Peter Bailey 81 Cambridge St G3 572 8888 p.c.bailey@hotmail.com

W Scotspecs Ian Ferguson 1369 Dumbarton Rd G14 scotspecs@talktalkbusiness.net
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SW Vision Express Kirstine Wade 4 Braehead Shopping Centre G51 4Bp 886 5036 kirstinewade@tiscali.co.uk
SW Tom Law Opt Karen Petrie 1827 Paisley Road West G52 3SS 882 7947 tr_law@hotmail.com
SW Forde Opticians Damian Forde 13 govan Cross Shopping Centre G51 3JW 440 1567 dforde@live.co.co.uk
SW Browns Opticians Graeme Brown 1787 Paisley Road West G52 3SS 882 3077 mblack@brownopticians.co.uk

Michaela Black mblack@brownopticians.co.uk
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Dear Colleague (Social Care) 
 

GLASGOW CITY LOW VISION SERVICE 
 
We are writing with regard to an exciting new development for service users living with a 
permanent visual impairment. 
 
You might be aware of the ‘Review of Community Eyecare Services’ Final Report published 
in 2006 with key recommendations around developing community optometry and establishing 
community based eyecare networks. 
 
Glasgow now has its own eyecare network. We considered these recommendations and 
following a lengthy development period the five city CHCPs have created a new integrated 
community based low vision service in conjunction with the existing service being provided 
by Gartnavel Hospital. 
 
The new ‘joint’ service will allow you to refer service users with a visual impairment to any 
community optometrist or to the Gartnavel Clinic, in the first instance for examination, 
diagnosis and prognosis. An assessment of low vision needs will follow, including the 
dispensing of appropriate low vision aids.  
 
Alternatively you can refer anyone with a severe visual impairment to the Social Work 
Services (SWS) Visual Impairment Team at the Centre for Sensory Impaired People at 
Gullane Street and they will arrange a referral to an Optometrist. Once the examination is 
completed and permanent visual impairment is confirmed the service user will be given the 
opportunity of further assessment by the Visual Impairment Team to include a home visit, 
rehabilitation support and provision of aids for daily living. 
 
The new service is free to people with visual impairments and any aids issued will be on a 
loan basis. 
Utilising community optometrists in this way will significantly improve low vision services 
across Glasgow, reducing waiting times and providing convenient access for people with 
visual impairments close to where they live. 
 
Referral forms have been produced but they are not necessary, if you or one of your 
colleagues suspect that a service user has low vision problems they only need to be referred to 
an Optometrist who will confirm the diagnosis and start the ball rolling for ongoing low 
vision support across our new network. 
 
We have about 20 optometry practices participating in the new service and you can find a list 
of them attached to this letter. The existing service at Gartnavel General Hospital ,which 
includes  same-day , direct access to Visibility's visual impairment patient support  
worker , will continue as normal  
  
We hope you will agree that this new service heralds a new, innovative and improved level of 
care for people living with permanent visual loss in Glasgow. 
 
Yours Sincerely 
 
XXXXXX 
 
 
RES Manager      Lead Optometrist 
 



 
 
 



 
APPENDIX 2 

 
INCIDENCE AND MORTALITY ANALYSIS 

 
NHSGGC RESIDENTS AGED 16 PLUS 

 
 
 
 
1. CANCER INCIDENCE 
 

1.1.    Top Ten Cancers by Sex 2006  
  
In 2006 there were 6,473 new cases of cancer in NHSGGC residents aged 16 and 
over.   The overall incidence rate for 2006 was 66 per 10,000 population.   
 
Table 1 shows the top ten cancers by sex: these cancers account for 72% of all 
registrations in 2006, the most commonly diagnosed cancer was bronchus and lung 
accounting for 22% of of the total number.   
 
Table 1: Cancer Incidence 2006 by sex. No. % and rates per 10,000 population.   
 

ICD10 Cases
% 

Total 

Rate 
per 

10,000 ICD10 Cases
% 

Total 

Rate 
per 

10,000 ICD10 Cases
% 

Total 
Rate per 

10,000 

Lung 1409 21.8 14.4 Lung 735 23.9 15.9 Lung 674 19.9 13.0

Breast 923 14.3 17.8 Prostate 471 15.3 10.2 Breast 923 27.2 17.8

Colorectal 803 12.4 8.2 Colorectal 417 13.5 9.0 Colorectal 386 11.4 7.4

Prostate 471 7.3 10.2 Oesophagus 117 3.8 2.5 Skin 141 4.2 2.7

Skin 225 3.5 2.3 Bladder 107 3.5 2.3 Ovary 97 2.9 1.9

Oesophagus 193 3.0 2.0 Stomach 100 3.2 2.2 Corpus Uteri 96 2.8 1.9

Bladder 176 2.7 1.8 Kidney 100 3.2 2.2 Oesophagus 76 2.2 1.5

Stomach 172 2.7 1.8 Skin 84 2.7 1.8 Stomach 72 2.1 1.4

Kidney 150 2.3 1.5 Liver 72 2.3 1.6 Bladder 69 2.0 1.3

Pancreas 124 1.9 1.3 Larynx 71 2.3 1.5 Pancreas 62 1.8 1.2

Others 1827 28.2 18.7 Others 805 26.1 17.4 Others 798 23.5 15.4

All Cancers 6473 66.1 All Cancers 3079 66.7 All Cancers 3394 65.5

MALES FEMALESPERSONS

 
 
However, as can be seen in figure 1 the highest incidence rate was for breast cancer 
which was 18 per 10,000 population compared with 14 per 10,000 for lung cancer,  
the third most common cancer was prostate at 10 per 10,000 population.      
 
 
 
 
 
 



 
 
 
Figure 1:  Cancer Incidence 2006, top ten cancers, rates per 10,000 population.  
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Lung cancer rates were higher in males than in females (16 per 10,000 compared 
with 13 per 10,000 respectively) as was colorectal cancer (9 per 10,000 compared 
with 7 per 10,000).  Skin cancer although the fifth most common cancer overall was 
fourth in women (3 per 10,000) and the eighth in men (2 per 10,000).  
 

1.2.    Cancer Incidence by CHCP 2002 to 2006  
 
Table 2 shows incidence rates for the the four main cancers (lung, colorectal, breast 
and prostate), ‘others’ and all cancers by CH(C)P for 2002 to 2006.     The overall 
incidence rate ranges from 58 per 10,000 in South East Glasgow to 77 per 10,000 in 
East Glasgow; breast cancer ranges from just over 15 per 10,000 in South-east and 
West Glasgow to 20 per 10,000 in Renfrewshire, and lung cancer ranges from 9 per 
10,000 in East Dunbartonshire to 20 per 10,000 in East Glasgow.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
Table 2: Cancer Incidence 2002 to 2006 by CH(C)P, rates per 10,000 population. 
 

CH(C)P Lung Colorectal Breast Prostate Others All Cancers

GG&C 13.8 7.9 17.3 10.9 30.2 66.2

East Glasgow 19.8 8.8 16.8 11.5 33.7 76.6

North Glasgow 17.4 7.9 14.6 10.3 30.6 68.5

West Glasgow 12.0 7.3 15.4 9.3 27.1 59.0

South East Glasgow 12.9 6.4 15.1 9.5 26.1 57.8

South West Glasgow 16.3 8.5 16.9 11.0 30.5 69.4

All Glasgow City 15.6 7.8 15.8 10.3 29.6 66.1

East Dunbartonshire 9.1 8.7 18.9 15.3 31.2 66.2

West Dunbartonshire 13.7 7.8 17.7 10.6 31.7 67.5

East Renfrewshire 10.0 7.4 20.4 13.5 27.5 62.1

Inverclyde 15.2 8.5 19.0 13.7 32.7 72.9

Renfrewshire 12.3 8.1 19.0 7.4 30.8 64.8

North Lanarkshire (pt) 11.4 7.0 15.3 12.1 29.0 61.1

South Lanarkshire (pt) 13.1 8.0 16.6 11.6 31.7 67.2  
 
 
2. CANCER MORTALITY 
 

2.1.    Top Ten Cancer Deaths by Sex 2008 
 
In 2008 there were 3,758 cancer deaths in NHSGGC for residents aged 16 and over.   
The overall mortality rate was 38 per 10,000 population.   
 
Table 3 shows the top ten cancer deaths by sex: these cancers account for 75% of 
all cancer deaths in 2008, the most common cancer was bronchus and lung 
accounting for 31% of of the total number.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
Table 3: Cancer Mortality 2008 by sex.  No. % and rates per 10,000 population. 
  

ICD10 Cases
% 

Total 

Rate 
per 

10,000 ICD10 Cases
% 

Total 

Rate 
per 

10,000 ICD10 Cases
% 

Total 
Rate per 

10,000 

Lung 1167 31.1 11.9 Lung 612 32.7 13.3 Lung 555 29.5 10.7

Colorectal 380 10.1 3.9 Colorectal 202 10.8 4.4 Breast 246 13.1 4.7

Breast 246 6.5 4.7 Prostate 167 8.9 3.6 Colorectal 178 9.4 3.4

Multiple Sites 195 5.2 2.0 Oesophagus 105 5.6 2.3 Multiple Sites 110 5.8 2.1

Oesophagus 183 4.9 1.9 Multiple Sites 85 4.5 1.8 Ovary 80 4.2 1.5

Prostate 167 4.4 3.6 Stomach 71 3.8 1.5 Oesophagus 78 4.1 1.5

Pancreas 143 3.8 1.5 Bladder 67 3.6 1.5 Pancreas 78 4.1 1.5

Stomach 131 3.5 1.3 Pancreas 65 3.5 1.4 Stomach 60 3.2 1.2

Bladder 125 3.3 1.3 Liver 49 2.6 1.1 Bladder 58 3.1 1.1

Liver & Hepatic 83 2.2 0.8 Kidney 45 2.4 1.0 Kidney 35 1.9 0.7

Others 938 25.0 9.6 Others 406 21.7 8.8 Others 406 21.5 7.8

All Cancers 3758 38.4 All Cancers 1874 40.6 All Cancers 1884 36.4

MALES FEMALESPERSONS

 
 
Lung cancer also had the highest mortality rate at 12 per 10,000 just over double that 
of the next highest which was breast cancer at 5 per 10,000 population (figure 2).    
The mortality rates for colorectal and prostate cancers were approximately 4 per 
10,000.   
 
 
Figure 2: Cancer Mortality 2008, top ten cancers, rates per 10,000 population. 
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Overall male mortality rates were higher than those for females (41 per 10,000 
compared with 36 per 10,000 respectively).   The male lung cancer mortality rate was 
13 per 10,000 compared with 11 per 10,000 in females. 
 
 

2.2.    Cancer Mortality by CH(C)P 2004 to 2008    
 
Table 4 shows mortality rates for the the four main cancers (lung, colorectal, breast 
and prostate), ‘others’ and all cancers by CH(C)P for 2004 to 2008.    
 
 
Table 4: Cancer Mortality 2004 to 2008 by CH(C)P, rates per 10,000 population. 
 



CH(C)P Lung Colorectal Breast Prostate Others All Cancers

GG&C 11.8 3.6 5.2 3.6 18.4 38.3

East Glasgow 15.9 4.0 5.6 3.9 20.6 45.2

North Glasgow 14.9 4.2 5.3 3.7 18.6 42.1

West Glasgow 10.7 3.1 3.5 2.8 16.8 33.8

South East Glasgow 11.8 3.0 4.6 2.5 15.5 33.9

South West Glasgow 14.0 4.3 5.1 3.9 19.5 42.3

All Glasgow City 13.3 3.7 4.8 3.3 18.2 39.3

East Dunbartonshire 8.4 4.0 5.9 5.1 17.4 35.3

West Dunbartonshire 11.9 3.4 5.1 4.3 19.7 39.6

East Renfrewshire 9.1 3.2 5.8 4.6 16.1 33.6

Inverclyde 11.7 3.5 5.5 2.8 21.0 40.5

Renfrewshire 10.5 3.6 5.6 3.4 19.1 37.7

North Lanarkshire (pt) 9.5 4.1 4.3 2.6 15.4 32.5

South Lanarkshire (pt) 11.1 3.6 6.7 4.0 19.5 39.7  
 
The overall mortality rate ranges from 34 per 10,000 in East Renfrewshire, West and 
South-east Glasgow to 45 per 10,000 in East Glasgow; lung cancer deaths range 
from 8.5 per 10,000 in East Dunbartonshire to 16 per 10,000 in East Glasgow.   
Breast cancer rates range from 3.5 per 10,000 in West Glasgow to 6 per 10,000 in 
East Renfrewshire and East Dunbartonshire although it should be noted that the 
actual number of deaths these rates are based on are relatively small.   
 
 
3. AGE AND SEX SPECIFIC RATES AND STANDARDISED RATIOS 1, 

SIMD DEPRIVATION 2 QUINTILE AND CH(C)P ANALYSES  
 
The following shows results of the above analyses for all cancers and the four most 
common cancers; lung, breast, colorectal and prostate.  
 

3.1.    All Cancers 
 

3.1.1. Incidence and Mortality Rates by Age-group and Sex 
 
Incidence rates increase with age peaking at 351 per 10,000 for males aged 75 and 
over.  Overall incidence rates are higher for males than for females.  However, rates 
in younger females especially those aged 45 to 54 are higher than for males at 44 
per 10,000 compared with 30 per 10,000 respectively (table 5).    
 
 
Table 5: All Cancers. Age & sex specific incidence numbers and rates per 
10,000 population, 2002 to 2006.  
                                                 
1   Standardised Ratio: expected numbers of events are calculated for any given population  (e.g. SIMD quintile, 
CH(C)P) based on the actual rates from a standard population (all NHSGGC). This expected number is then 
compared with the actual number of events and expressed as a ratio; standard=100 therefore ratio greater than 100 
indicated more than expected etc.         
 
2   SIMD: Scottish Index of Multiple Deprivation 2006:  a measure of relative deprivation;  often presented as 
deprivation quintiles ranging from Q1 most deprived to Q5 least deprived in NHSGGC analyses. 



 

 

no rate no rate no rate

16 to 44 738 6.0 1404 11.0 2142 8.6

45 to 54 1171 29.6 1845 43.6 3016 36.9

55 to 64 3156 100.5 3109 93.0 6265 96.6

65 to 74 5214 237.3 4448 156.9 9662 192.0

75 plus 5191 351.4 6156 222.4 11347 267.3

Total 15470 67.1 16962 65.5 32432 66.2

Males PersonsFemales

 
 
 
Mortality rates display similar age related patterns peaking at 275 per 10,000 in 
males aged 75 and over. Male rates are consistently higher than those for females in 
all age-groups (table 6). 
 
 
Table 6: All Cancers. Age & sex specific deaths & rates per 10,000 population, 
2004 to 2008. 
 

no rate no rate no rate

16 to 44 204 1.7 267 2.1 471 1.9

45 to 54 547 13.8 528 12.5 1075 13.1

55 to 64 1596 50.8 1326 39.6 2922 45.1

65 to 74 3001 136.6 2568 90.6 5569 110.7

75 plus 4057 274.6 4661 168.4 8718 205.4

Total 9405 40.8 9350 36.1 18755 38.3

Males Females Persons

 
 
 
 
 

3.1.2. Standardised Incidence Ratios 
 

The age and sex standardised cancer incidence ratio in NHSGGC was 109.4 in 2006  
i.e. just over 9% higher than expected based on Scottish rates.   
 

3.1.3. Age and Sex Standardised Incidence and Mortality Ratios  
by SIMD QUintile 

 
Analysis by SIMD quintile shows that there were 16% more cancers in the most 
deprived quintiles in NHSGGC and 19.5% less cancers in the least deprived quintiles 
than expected between 2002 and 2005 based on NHSGGC rates.  Wider variations 
are seen in  mortality: 22.5% more deaths than expected in the most deprived 



quintiles and 29.5% less in the least deprived quintiles.  Converting these ratios to a 
relative ratio (i.e. dividing the ratio of each quintile by that of the least deprived 
quintile) shows that there was a 1.4 fold difference in incidence and a 1.7 fold 
difference in mortality between the most and least deprived areas of NHSGGC (table 
7). 
 
Table 7: All Cancers by SIMD deprivation quintile.   
Standardised ratios & relative ratios  (NHSGG&C = 100) 
 

SIMD Quintile Cases Ratio
Relative 

Ratio Deaths Ratio
Relative 

Ratio

Q1 most deprived 13965 115.8 1.4 8583 122.5 1.7

Q2 6016 103.9 1.3 3545 104.3 1.5

Q3 3905 93.9 1.2 2264 94.4 1.3

Q4 3542 84.2 1.0 1852 77.5 1.1

Q5 least deprived 5004 80.5 1.0 2511 70.5 1.0

Incidence 2002 to 2006 Mortality 2004 to 2008

 
 
 

3.1.4. Age and Sex Standardised Incidence Ratios  
by CH(C)P 

 
Significant variation can also been seen by CH(C)P area (figure 3).   Standardised 
incidence ratios ranged from 117 in Glasgow East to 83 in East Renfrewshire i.e. 
17% more than expected in Glasgow East to 17% less than expected in East 
Renfrewshire.  
 
 
 
 
 
 
 
 
 
 
 
Figure 3:  All Cancers. Standardised Incidence Ratios by CH(C)P.  
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3.2.   Lung Cancer 
 

3.2.1. Incidence and Mortality Rates by Age-group and Gender 
 
Tables 8 and 9 show that incidence and mortality rates are very similar: incidence 
rates increase with age to 87.5 per 10,000 for males aged 75 and over (49 females, 
62 overall); mortality rates  peaked at 85 per 10,000 for males in the same age group 
(46 females, 60 overall).  
 
 
Table 8: Lung Cancer. Age & sex specific incidence numbers and rates per 
10,000 population, 2002 to 2006.  
 
 

no rate no rate no rate

16 to 44 36 0.3 45 0.4 81 0.3

45 to 54 185 4.7 155 3.7 340 4.2

55 to 64 729 23.2 583 17.4 1312 20.2

65 to 74 1308 59.5 1086 38.3 2394 47.6

75 plus 1292 87.5 1344 48.6 2636 62.1

Total 3550 15.4 3213 12.4 6763 13.8

Males Females Persons

 
 
 
 

 
Table 9: Lung Cancer. Age & sex specific deaths & rates per 10,000 population, 
2004 to 2008. 



 
 

no rate no rate no rate

16 to 44 25 0.2 27 0.2 52 0.2

45 to 54 139 3.5 113 2.7 252 3.1

55 to 64 564 18.0 452 13.5 1016 15.7

65 to 74 1036 47.2 892 31.5 1928 38.3

75 plus 1253 84.8 1272 46.0 2525 59.5

Total 3017 13.1 2756 10.6 5773 11.8

Males Females Persons

 
 
 

3.2.2. Standardised Incidence Ratios 
 

The age and sex standardised cancer incidence ratio in NHSGGC was 136.9 in 2006  
i.e. 37% higher than expected based on the Scottish rates.  
 
  

3.2.3. Age and Sex Standardised Incidence and Mortality Ratios  
by SIMD Quintile 

 
Analysis by SIMD quintile (table 10) shows wide variations between the least and 
most deprived quintiles: there were 47% more cancers and 44% more deaths than 
expected in the most deprived quintiles in NHSGGC and less than half than expected 
in the least deprived quintiles (56% and 51.5% less cancers and deaths respectively) 
based on NHSGGC rates.   The relative ratio shows that there was a 3 fold difference 
in incidence and mortality between the most and least deprived areas of NHSGGC. 
 
 
Table 10: Lung Cancer by SIMD deprivation quintile.   
Standardised ratios & relative ratios  (NHSGG&C = 100) 
 
 

SIMD Quintile Cases Ratio
Relative 

Ratio Deaths Ratio
Relative 

Ratio

Q1 most deprived 3710 147.0 3.3 3105 143.9 3.0

Q2 1291 106.1 2.4 1087 104.1 2.1

Q3 682 79.2 1.8 600 81.5 1.7

Q4 509 59.0 1.3 447 60.9 1.3

Q5 least deprived 571 44.0 1.0 534 48.5 1.0

Incidence 2002 to 2006 Mortality 2004 to 2008

 
 
 
 



3.2.4. Age and Sex Standardised Incidence Ratios by CH(C)P 
 
Significant variation can also been seen by CH(C)P area (figure 4).  Standardised 
incidence ratios ranged from 145 in Glasgow East to 57 in East Dunbartonshire i.e. 
45% more than expected in Glasgow East to 43% less than expected in East 
Dunbartonshire.  
 
Figure 4:  Lung Cancer. Standardised Incidence Ratios by CH(C)P.  
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3.3.  Breast Cancer    
 

3.3.1. Incidence and Mortality Rates by Age-group 
 
Incidence and mortality rates increase with age:  incidence rates peaked at 39 per 
10,000 and mortality rates at  21 per 10,000 in those aged 75 and over (tables 11 
and 12).    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 11: Breast Cancer. Age specific incidence numbers and rates per 10,000 
population, 2002 to 2006.  



 
 

no rate

16 to 44 492 3.9

45 to 54 835 19.7

55 to 64 1074 32.1

65 to 74 983 34.7

75 plus 1087 39.3

Total 4471 17.3

Females

 
 
 
Table 12: Breast Cancer. Age specific deaths & rates per 10,000 population, 
2004 to 2008. 
 
 

no rate

16 to 44 89 0.7

45 to 54 133 3.1

55 to 64 237 7.1

65 to 74 300 10.6

75 plus 587 21.2

Total 1346 5.2

Females

 
  
 

3.3.2. Standardised Incidence Ratios 
 
The age and sex standardised cancer incidence ratio in NHSGGC was very similar to 
that of Scotland at 100.3 in 2006 (Scotland=100).   
 

3.3.3. Age and Sex Standardised Incidence and Mortality Ratios  
by SIMD Quintile 
 

Analysis by SIMD quintile shows little variation across NHSGGC by deprivation.  The 
95% confidence intervals 3 for these ratios show that they include the population 
value of 100 and therefore may not significantly different from the NHSGGC rate. The 
relative ratio analysis underlines this.  There is one exception: the mortality ratio for 
quintile 3 was 117 and the 95% confidence intervals do not include 100.   However, 
the confidence interval is wide (101 to 134) and it is therefore difficult to draw any 
conclusions from this (table 13).    
 
                                                 
3   Confidence interval (CI): a range of values which includes the true value.   In this analysis the 95% CI 
should not overlap 100 (standard population value) as this indicates the rate may be no different from that of the 
standard population.            



Table 13: Breast Cancer by SIMD deprivation quintile.   
Standardised ratios & relative ratios  (NHSGG&C = 100) 
 
 
 

SIMD Quintile Cases Ratio
Relative 
Ratio Deaths Ratio

Relative 
Ratio

Q1 most deprived 1600 96.2 0.9 520 102.2 1.1

Q2 803 101.4 1.0 244 99.1 1.1

Q3 595 103.4 1.0 203 117.6 1.3

Q4 569 96.7 0.9 156 91.3 1.0

Q5 least deprived 904 106.1 1.0 223 90.1 1.0

Incidence 2002 to 2006 Mortality 2004 to 2008

 
 
3.3.4. Age and Sex Standardised Incidence Ratios by CH(C)P 

 
Figure 5 shows there is some variation across CH(C)P area.   Standardised 
incidence ratios ranged from 107 in East Renfrewshire to 91 in North Glasgow.  
However, caution should be excercised when interpreting these data as the 95% 
confidence intervals around these ratios indicate that they may in fact not be 
significantly different from the NHSGGC rates.   
 
Figure 5:  Breast Cancer. Standardised Incidence Ratios by CH(C)P.  
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3.4.    Colorectal Cancer 
 

3.4.1. Incidence and Mortality Rates by Age-group 



 
Incidence rates increase with age peaking at 54 per 10,000 for males aged 75 and 
over (females 32 per 10,000).  Overall incidence rates are higher for males than for 
females.  Mortality rates display similar age related patterns peaking at 28 per 10,000 
in males aged 75 and over and 18 per 10,000 in females (tables 14 and 15).  
 
Table 14: Colorectal Cancer. Age & sex specific incidence numbers and rates 
per 10,000 population, 2002 to 2006.  
  

no rate no rate no rate

16 to 44 40 0.3 52 0.4 92 0.4

45 to 54 154 3.9 118 2.8 272 3.3

55 to 64 410 13.1 245 7.3 655 10.1

65 to 74 695 31.6 490 17.3 1185 23.5

75 plus 796 53.9 892 32.2 1688 39.8

Total 2095 9.1 1797 6.9 3892 7.9

Males Females Persons

 
 
 
 
Table 15: Colorectal Cancer. Age & sex specific deaths & rates per 10,000 
population, 2004 to 2008. 
 

no rate no rate no rate

16 to 44 12 0.1 18 0.1 30 0.1

45 to 54 66 1.7 38 0.9 104 1.3

55 to 64 181 5.8 104 3.1 285 4.4

65 to 74 288 13.1 197 6.9 485 9.6

75 plus 411 27.8 488 17.6 899 21.2

Total 958 4.2 845 3.3 1803 3.7

Males Females Persons

 
 
 

3.4.2. Standardised Incidence Ratios 
 
The age and sex standardised cancer incidence ratio in NHSGGC was 106.7 in 2006  
i.e. approximately 7% higher than expected based on the Scottish average.   
 
 
 
 

3.4.3. Age and Sex Standardised Incidence and Mortality Ratios  
by SIMD Quintile 



 
Analysis by SIMD quintile (table 16) shows some variation across SIMD quintiles.  
Incidence ratios show that there were 5% more cancers in the most deprived 
quintiles and 36% less cancers in the least deprived; a 1.6 fold difference based on 
relative ratios.   Mortality ratios range from 7% above the expected number in the 
most deprived areas to 18% below in the least deprived.   However, examination of 
confidence intervals indicates that  these ratios may not significantly different from 
the NHSGGC rate. 
 
Table 16: Colorectal Cancer by SIMD deprivation quintile.   
Standardised ratios & relative ratios  (NHSGG&C = 100) 
 

SIMD Quintile Cases Ratio
Relative 

Ratio Deaths Ratio
Relative 

Ratio

Q1 most deprived 1524 105.1 1.6 722 107.4 1.2

Q2 745 106.2 1.7 345 105.5 1.2

Q3 656 131.8 2.0 211 91.4 1.0

Q4 486 97.5 1.5 222 96.6 1.1

Q5 least deprived 479 64.3 1.0 303 88.4 1.0

Incidence 2002 to 2006 Mortality 2004 to 2008

 
 

 
3.4.4. Age and Sex Standardised Incidence Ratios by CH(C)P 

 
Analysis by CH(C)P shows some variation (figure 6).   Standardised incidence ratios 
ranged from 112 in Glasgow East to 82 in East Renfrewshire.   However, the 95% 
confidence intervals for these ratios indicate that they may in fact not be significantly 
different from the NHSGGC rates.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6:  Colorectal Cancer. Standardised Incidence Ratios by CH(C)P.  
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3.5.    Prostate Cancer 
 

3.5.1. Incidence and Mortality Rates by Age-group 
 
Incidence and mortality rates increase with age:  incidence rates peaked at 63 per 
10,000 and mortality rates at  36 per 10,000 in those aged 75 and over (tables 17 
and 18).    
 
Table 17: Prostate Cancer. Age specific incidence numbers and rates per 
10,000 population, 2002 to 2006.  
 

no rate

16 to 44 2 0

45 to 54 84 2.1

55 to 64 491 15.6

65 to 74 1012 46.1

75 plus 925 62.6

Total 2514 10.9

Males

.0

 
 
 
Table 18: Prostate Cancer. Age specific deaths & rates per 10,000 population, 
2004 to 2008. 
 



no rate

16 to 44 0 0

45 to 54 9 0

55 to 64 71 2.3

65 to 74 225 10.2

75 plus 535 36.2

Total 840 3.6

Males

.0

.2

 
 
 
3.5.2. Standardised Incidence Ratios 
 

The age and sex standardised cancer incidence ratio in NHSGGC was 88.5 in 2006  
i.e. 11.5% lower than expected based on the Scottish average.   
 

3.5.3. Age and Sex Standardised Incidence and Mortality Ratios  
by SIMD Quintile 

 
Analysis of incidence data by SIMD quintile (table 19) shows some variation across 
NHSGGC ranging from 6% less than expected in the the most deprived quintiles to 
11% more than expected in the least deprived quintiles. However, examination of the 
95% confidence intervals for these ratios show that they generally include the 
population value of 100 and therefore may not significantly differ from the NHSGGC 
rate. The relative ratios underline this.     Similar patterns are seen in the mortality 
analysis. 
 
Table 19: Prostate Cancer by SIMD deprivation quintile.   
Standardised ratios & relative ratios  (NHSGG&C = 100) 
 

SIMD Quintile Cases Ratio
Relative 

Ratio Deaths Ratio
Relative 

Ratio

Q1 most deprived 864 93.6 0.8 296 95.9 0.9

Q2 436 98.5 0.9 166 109.4 1.0

Q3 308 96.2 0.9 100 92.7 0.9

Q4 350 107.1 1.0 103 95.9 0.9

Q5 least deprived 556 110.9 1.0 175 106.6 1.0

Incidence 2002 to 2006 Mortality 2004 to 2008

 
 
 
 
 
3.5.4. Age and Sex Standardised Incidence Ratios by CH(C)P 

 



Some variation is seen between CH(C)P areas (figure 7).   Standardised incidence 
ratios ranged from 116 in East Dunbartonshire to 62 in North Glasgow.  However, the 
95% confidence intervals again indicate that they may in fact not be significantly 
different from the NHSGGC rates.   
 
 
Figure 7:  Prostate Cancer. Standardised Incidence Ratios by CH(C)P.  
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There is clear evidence emerging that despite a general rise in the standard 
of living within Scotland, the inequality gap (the division between those 
with the means to affect personal change and those without) is widening. 
The health consequences of this are multiple but manifest themselves 
significantly in patient treatment outcomes – commonly known as health 
inequalities. Understanding the link between experienced social and cultural 
inequalities and health inequalities is at the heart of a patient experience pilot 
being developed by NHS Greater Glasgow & Clyde as part of the Scottish 
Government’s funded ‘Better Together’ patient experience programme.

The pilot will test out and assess methods of engagement with patients 
accessing regional cancer services, capturing experience in relation to 
their journey into, through and out of our services. This may range from 
practical aspects such as availability of parking, comfort of waiting areas and 
consultation waiting time to more ‘hidden’ elements of the patient experience. 
For the latter, a stratified approach to sampling patient groups will be put 
in place in a bid to capture more focused information on how inequalities 
experienced in daily life interplay with in-service experience. For example, 
what barriers exist within cancer services that could be attributed to ethnicity 
or sexual orientation? Do our practitioners understand and take account of 
people’s experience of poverty or disability? And what understanding is there 
of the co-terminocity of inequalities and the cumulative effect this can have in 
terms of negative outcomes for service users?

To enhance understanding of where the experience of inequalities interacts 
with access to (and experience of) cancer services, the Project Co-ordinating 
group requested a literature review to be undertaken.  This literature review 
has been developed to help fill the gaps in understanding inequalities in 
colorectal cancer care and guide the pilot team to areas of differential patient 
experience.  Knowledge of the literature will help us ask the right questions of 
the right people and create a framework for re-orientating services with the 
patient at the heart of the planning mechanism.

Context of Literature Review
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Search Methods & Strategy

Initial Search

An initial search was conducted in November 2007 to establish what had been 
published on the topic of all cancers and inequalities – this included treatment, 
screening, epidemiology, diagnosis, and care (Appendix 1). The initial search 
utilised a variety of subject headings and keywords to encompass inequalities. 
This document outlines the resources that were searched and the search 
strategies that were used.

 Databases Searched

 AMED    (Allied and Complimentary Medicine) 
 

 British Nursing Index 

 CINAHL      (Cumulative Index to Nursing and Allied Health Literature) 

 Cochrane  (All libraries/databases, e.g. DARE, Cochrane Database of            
               Systematic Reviews etc.)

 Embase

 Medline

 PsychInfo 
 

Initial Results

The initial search revealed that there was a large amount of potentially relevant 
material available on the topic: a full outline of the subject headings, keywords 
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and limits used for the first general search are outlined in Appendix 1. Through 
consultation with the designated project lead from NHSGGC’s Corporate 
Inequalities Team and the Public Health Directorate, it was agreed there was 
scope to progress with the literature search and that a series of further, more 
specific searches should be undertaken. 

Consequently, it was proposed that the search should focus on colorectal 
cancer for a number of reasons. Firstly, it is a frequently diagnosed cancer 
and is one of the biggest cancer killers in Scotland.  A Scottish bowel cancer 
screening programme is currently being rolled out across the country that 
will invite all adults aged 50 to 74 years to complete a test kit at home every 
two years and send samples to a central laboratory for analysis. Secondly, it 
was agreed that the inequality descriptors used to inform the search should 
focus on the core strands of Fair For All with the addition of poverty, as well 
as any other appropriate aspect deemed to have an impact on inequitable 
treatment. Fair For All is a recognised collective term for inequality strands 
previously used by the Equal Opportunities Commission and specifically 
relates to gender, sexual orientation, faith, age, ethnicity and disability. It was 
also decided that the search should encompass all diagnostic, treatment, 
and palliative care options. Therefore, a further series of seven searches was 
conducted between November 2007 and June 2008. The corresponding limits, 
subject headings and keywords for each search are outlined in Appendices 2 
to 7 of this document.
 

Sample Search Strategy

Below is a sample search strategy that was used to conduct a focused 
search of Medline. A similar strategy was used to search the other databases 
– although subject headings were amended to suit the conventions of each 
particular database.

Search Methods & Strategy
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Search Methods & Strategy

1. exp. Colorectal Neoplasms.sh

2. exp. Colonic Neoplasms.sh

3. exp. Rectal Neoplasms.sh

4. “bowel cancer”.tw

5. *Socio-economic factors.sh

6. *Social class.sh

7. *Poverty.sh

8. *Poverty areas.sh

9. *Age factors.sh

10. *Aged.sh

11. *Continental population groups.sh

12. *Ethnic groups.sh

13. *Minority Groups.sh

14. *Vulnerable populations.sh

15. *Culture.sh

16. *Religion.sh

17. *Disabled persons.sh

18. bisexual.tw

19. gay.tw

20. lesbian.tw

21. homosexual.tw

22. transsexual.tw

23. transgender.tw

24. LGBT.tw

25. masculinity.tw

26. femininity.tw

27. inequalit$.tw

28. belief.tw

29. (or/ 1-4) and ((or/ 5-17) or (or/ 18-28))

Legend:   * = focus    exp = explode  tw = text word      sh = subject heading
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Search Methods & Strategy

Levels of Evidence

The standard levels of evidence as defined by SIGN1 (Scottish Intercollegiate 
Guidelines Network) are as follows:

1++ High quality meta-analyses, systematic reviews of RCTs, or RCTs with a
 very low risk of bias.

1+ Well conducted meta-analyses,systematic reviews, or RCTs with a low risk 
 of bias.

1- Meta-analyses, systematic reviews or RCTs with a high risk of bias.

2++ High quality systematic reviews of case control or cohort studies
  
 High quality case control or cohort studies with a very low risk of
 confounding or bias and a high probability that the relationship is causal.

2+ Well conducted case control or cohort studies with a low risk of confounding  
 or bias and a moderate probability that the relationship is causal. 

2- Case control or cohort studies with high risk of confounding or bias and 
 a significant risk that the relationship is not causal.

3 Non-analytic studies, e.g. case reports, case series

4 Expert opinion.

All levels of evidence, that is article or study types, were included in the 
completed search results - with the exception of case studies/letters (i.e. 
level 3) and expert opinion (i.e. level 4) – before the second review stage 
commenced.

The articles selected for inclusion in this report were ranked according to the 
Grades of Recommendation – as outlined by SIGN1 – in order to present a 
simplified overview of the available evidence and corresponding level for each 
inequality strand. 
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SIGN levels of evidence, reproduced with permission. 
 
 
   A At least one meta analysis, systematic review, or RCT rated as 1++, and 

 directly applicable to the target population; or A systematic review of RCTs 

 or a body of evidence consisting principally of studies rated as 1+, directly 

 applicable to the target population, and demonstrating overall consistency 

 of results

B A body of evidence including studies rated as 2++, directly applicable to 

 the target population, and demonstrating overall consistency of results; 

 or Extrapolated evidence from studies rated as 1++ or 1+

C A body of evidence including studies rated as 2+, directly applicable to the  

 target population and demonstrating overall consistency of results; or

 Extrapolated evidence from studies rated as 2++

D Evidence level 3 or 4; or Extrapolated evidence from studies rated as 2+

 

Search Methods & Strategy
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Review

The initial review of the literature search results was conducted by the PHRU 
library staff. During the course of the search process, formatted results 
were passed to a second reviewer - in this case results were reviewed by 
a Consultant in Public Health Medicine with further input and review being 
received from the Corporate Inequalities Team’s Project Lead. Where evidence 
was not available on colorectal cancer, other common tumours were used, 
for example breast or lung cancer, to supplement the evidence base. Results 
from the United States (US) were also included in the review, providing they 
addressed inequalities. However, allowances were made for the fact that the 
US health care system is completely different from the NHS, which provides 
services free at the point of delivery. Similarly, the US also employs different 
age categories/definitions for its screening programmes. Despite this, patient 
issues deriving from experience of inequalities, that is, the Fair For All strands 
and poverty and cancer were still deemed relevant and of value because this 
work is primarily concerned with issues of inequalities and not the delivery 
and/or types of treatments/services provided.

It should be noted that while the literature review has been undertaken to 
highlight potential gaps in understanding of inequalities, the various papers 
and reports studied may not articulate findings using inequality-sensitive 
language.  To this end the expressed views and language taken from studies 
and contained within the literature review may not be representative of 
NHSGG&C’s inequalities ethos.
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Colorectal cancer is the third most common cause of cancer mortality 
worldwide with a particularly high death rate in post industrial countries. While 
genetic and hereditary risk factors are associated with colorectal cancer in 
around 20-30% of cases, for the remaining 70-80% of people diagnosed, 
biological, environmental, and behavioural factors play a key role.2-4  The 
aim of this review was to compare the prevalence of this common tumour 
across different population groups and monitor access to services including 
screening, treatment and end of life care with particular reference to the 
Fair for all Criteria equality strands. Equality legislation seeks to ensure that 
opportunities for good health and quality of life are available to all irrespective 
of age, race, faith, sex, disability and sexual orientation. In addition, two further 
areas which influence health and access to services, namely socio-economic 
status and health literacy, are also reviewed in this study. Colorectal cancer 
was chosen in this review because it is a common cause of cancer for which a 
national screening programme is currently being introduced in the UK. As the 
aim is to look at equality of services, rather than the management of colorectal 
cancer, where there was insufficient information on this topic in relation to 
colorectal cancer, another common tumour was chosen to illustrate the point. 
The relative importance of each of the equality criteria vary from country to 
country and with regard to the particular aspect of the disease under study, 
thus while ethnicity may be referred to frequently in the US literature with 
regard to epidemiology and treatment, and ageing may be important in a 
number of societies, socio-economic factors are more commonly mentioned in 
the UK in relation to treatment variables.  While reference to each criterion will 
be made under the headings of epidemiology, screening, treatment and end of 
life care, the relative importance of the factor will vary in different settings and 
at different disease stages.  
 

Introduction
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Age

Colorectal cancer occurs more frequently in older people, and the number 
of new cases of colorectal cancer is expected to increase because of the 
growing size of the elderly population, with 40% of patients in Europe being 
over 75 years at the time of initial diagnosis.5-10 The incidence is rising in men 
in England and Wales, particularly in the elderly.11 Au reports that in 2003 in 
Canada the age distribution of 18,000 new cases was 1,300 below 50 years 
of age, 2,700 aged 50-59 years, 4,200 aged 60-69 years, 5,600 aged 70-
79 years, and 4,200 80 years or older.12 Thus the care of older people with 
colorectal cancer is particularly important. Unfortunately, the most effective 
management of older people with colorectal cancer has lagged behind these 
changing trends.8, 10, 12 Management of the elderly in relation to screening and 
treatment will be referred to again in the course of the paper.  

Socio-economic Status

An overview of the literature shows most writing on socio-economic 
deprivation originates from the UK. Poor people in general are not as healthy 
as affluent people nor do they live as long.13 Socio-economic deprivation 
and co-morbidity both decrease the probability of survival in patients with 
colorectal cancer. The extent to which co-morbidity and deprivation might 
act independently to lower survival is unknown. A cohort of 483 ethnically 
homogenous patients from Tayside was examined retrospectively. It was found 
that survival in recently diagnosed patients was strongly influenced by clinical 
stage: (p<0.00001 for Dukes stage B, C, and D colon tumours). Using multiple 
regression, co-morbidity was found to have a significantly adverse impact 
upon survival when correction was made for age, the presence of metastatic 
disease and deprivation. The study showed that even when corrected for 
the presence of co-morbidity and other relevant variables, socio-economic 
deprivation had a demonstrable adverse effect upon overall survival. (2++) 

Epidemiology
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The study concluded that any effect of deprivation on survival in this group of 
patients was not mediated exclusively by co-morbidity. There is good evidence 
that deprivation may be associated with more advanced pathological stage at 
presentation even when access to care is not constrained by ability to pay. 
Co-morbidity and age were also significant prognostic factors for overall survival.  

A study of lung and colorectal cancer found survival was poorer for patients 
resident in the most deprived areas as compared to those in the least deprived 
areas.14 Using computerised hospital discharge data it suggested that in 
Scotland, patients with colorectal cancer from deprived areas, were less likely to 
be treated with chemotherapy. (2+)

A study from London showed that if a patient with lung cancer first saw a 
specialist, survival was higher than if the first point of contact had been with 
Accident and Emergency or another specialty: (p=0.0014). The difference was 
not materially changed by adjustment for case mix. The pattern suggested that 
the difference in survival between patients did not result from differences in 
case mix but differences in the treatment received. Variables associated with 
receipt of active treatment included young age, microscopically verified diagnosis 
and residence in a less deprived ward. Surgery for lung cancer tended to be 
associated with affluence and being seen by a specialist. (2+) There was no 
association with deprivation and chemotherapy use. Radiotherapy tended to be 
used more commonly in patients from affluent areas of residence, and it was 
strongly associated with access to a specialist.  Socio-economic deprivation 
was associated with lower rates of treatment, which partially explained variations 
in survival. Patients first seen by a specialist were more likely to receive any 
treatment, any radiotherapy and any chemotherapy.15 (2+) A US paper, which 
addressed socio-economic deprivation, noted that for several cancer sites, age, 
race, socio-economic status and insurance status have been related to stage 
at diagnosis. Census data were used to carry out an ecological study of 28,872 
cases of colorectal cancer among New York City residents between 1980 and 
1985 on the basis of a ranking of the health area of residence at the time of 
diagnosis. 
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Area ranks were based on composite index of the percentage of families 
below the poverty level and the percentage unemployed. They found there 
was a significant difference in the mean age of diagnosis by ethnic group: 73.7, 
68.4, and 54.9 years for Whites, Blacks and Hispanics respectively. Analysis 
showed that individuals living in the lowest socio-economic areas were 45% 
more likely to be diagnosed at the late stage than persons living in the highest 
socio-economic area independent of other factors.  After standardisation for 
age, race, gender and source of care groups, individuals living in areas with 
the lowest tercile of socio-economic status were significantly more likely to 
have their cancers diagnosed at late stage than individuals living in higher 
socio-economic status neighbourhoods (p<0.001).  Amongst the persons living 
in the poorest areas, Blacks continued to have significantly higher rates of late 
stage disease (68%), Hispanics had intermediate rates at 67.1%, and Whites 
the lowest at 63.1% (p<0.001). Findings suggest that poverty is a key pathway 
through which other socio-demographic factors influence the likelihood of 
having late stage disease at the time of diagnosis. (2+) The mechanism by 
which poverty exerts its influence on cancer outcomes has not been clearly 
elaborated. For several cancer sites the high incidence rates observed in 
certain racial groups appear to be mediated through socio-economic status. 
Once an individual has developed colorectal cancer, poverty may influence 
their chance of having that cancer diagnosed at late stages in a variety of 
manners.16

Ethnicity

The proportion of individuals from ethnic minority groups in the UK is 
increasing and thus, the proportion of ethnic minorities with colorectal cancer 
is expected to rise. A prospective study at the North Middlesex University 
Hospital identified the distribution and histological staging of colorectal cancer 
diagnosed there.17 Data were collected on age, gender, anatomical distribution, 
operative procedures and histopathological grade. The hospital serves a 
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multi-ethnic population of Caucasian, Mediterranean (Turkish and Greek 
Cypriots), Afro-Caribbean and Asian (Indians, Pakistanis and Sri Lankans). 
The analysis was carried out on 256 patients diagnosed with colorectal 
cancer between 2000 and 2004. In all minority ethnic groups colorectal 
cancer presented at a significantly younger age group compared to 
Caucasians. Among the Afro-Caribbean and Asian groups there was 
a predominance of colorectal cancer among males (64.1% and 78.6% 
respectively). For Mediterranean participants and Caucasians, the incidence 
was similar between sexes. The incidence of proximal colon cancer was 
significantly greater in the Afro-Caribbean compared to all other groups, whilst 
the Mediterranean group had the highest incidence of distal colon tumours 
– although the distribution of cancers was significant among the other 
ethnic minority groups in comparison to Caucasians. Findings in this study 
demonstrated that patients in all ethnic minority groups presented 7-10 years 
younger than Caucasians, with the Asian group presenting younger than 
any of the other groups. The study confirmed that proximal colonic lesions 
occur with the highest frequency in the Afro-Caribbean group, accounting 
for 46.1% of all colorectal cancers in this ethnic group. This was significantly 
higher than for all other ethnic groups, and similar to findings reported in 
the US. This study reported a very low incidence of proximal colonic lesions 
in Mediterranians compared to Caucasians. By contrast, the incidence of 
distal cancer was highest in the Mediterranean population, presenting with 
significantly greater frequency compared to both Caucasians and Afro-
Caribbeans. However, the incidence of rectal cancer was similar in all ethnic 
groups, with the highest incidence in Asians.17 (2++)

In England and Wales above average mortality is found among men and 
women from Scotland and Ireland and also for women from North and West 
Africa.2 (1+) 

A US study examined incidence data for 1992-97 submitted to the North 
American Association of Central Cancer Registries, covering approximately 
40% of the US population.18 Confirmed primary colorectal cancers were 
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grouped into four major categories: proximal colon; descending colon; distal 
colorectum; and other sites.  The stages used in this study were: localised; 
confined to the colon or rectum; regional with extension to adjacent tissues 
or regional lymph nodes; and distant with metastasis to other areas of the 
body; and a remaining unknown group. There were 344,775 incident cases 
(88.3% White, 8.3% Black, 2.8% other races, 0.6% unknown). Cancer of 
the proximal colon accounted for 41.2% of cases, the descending colon 
4.7%, and distal colon and rectum 49.3%. The remaining colorectal cancers 
accounted for approximately 4.8% of cases.  93% of colorectal cancers had 
stage information. Cancers diagnosed below 50 years of age, when routine 
screening starts, were more likely to present with distant disease. The disease 
stage was highly correlated with the anatomical site of location. Localised 
disease increased from 31.9% among cancers of the proximal colon to 37% in 
the descending colon and 41.5% in the distal colorectum. The percentage of 
regional disease stage decreased from proximal to distal.  (2++)

For all race and gender groups cancer in the proximal colon was less likely to 
be localised than cancers in the descending colon and distal colorectum. This 
pattern was observed in all age groups. For all anatomical sites, the stage 
distributions were approximately the same for males and females except for 
the descending colon cancer in Blacks. However, racial disparities in stage 
of distribution were more apparent. Blacks were less likely than Whites to 
receive a diagnosis of localised disease and more likely to receive a diagnosis 
of distant disease in all individual anatomical subsites. This finding was most 
pronounced for distal colorectal cancers.  

Age adjusted incidence rates for proximal and descending colon cancers 
were significantly higher in the Black population than in Whites for both males 
and females.  Conversely, cancer incidence rates for all distal sub-sites were 
significantly lower for Black males than for White males. Among females rates 
were significantly lower in the Black population than in the White population for 
rectal cancers only. The male to female rate ratios were progressively higher 
from caecum to rectum regardless of race and all were statistically significant.  
(2++)

Epidemiology
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Incidence rates increased with age for cancers in all anatomic sub-sites, but 
more substantially for proximal colon than for descending and distal colon. 
This was true for all race and gender groups, however, the shift occurred 
among females at a younger age than among men. In younger age groups, 
only White males showed substantially higher cancer rates in the distal 
colorectum than in the proximal colon.  For White females and Black males, 
although the rates were higher for the distal colorectal cancer than for the 
proximal cancer in the younger age groups, the differences were not as much 
as observed for White males. In contrast for young Black females rates of 
cancer in the proximal and distal colon were approximately equivalent. It 
appears that populations with lower socio-economic status are more likely 
to be exposed to risk factors for cancer of the proximal colon. (2++) They 
also have less access to health care, which could lead to a diagnosis at 
a more advanced stage. It is well known that Blacks are more likely than 
Whites to receive a diagnosis of advanced stage cancer, and this is seen for 
all anatomical sites. Racial differences were more pronounced than gender 
differences in both Blacks and Whites. Since screening can detect pre-
malignant polyps and early stage cancers, it is very difficult to separate the 
effects of screening from truly racial and gender disparities in incidence rates, 
which may be associated with differences in exposure to subsite specific risk 
factors e.g. diet and exercise.18 (2++) It has also been observed in the United 
States that mortality for colorectal cancer is lower for men and women from 
“American Indian and Alaskan Native populations” [sic] compared with the 
population as a whole.2  

The national death rates for colorectal cancer across the United States have 
been declining since the mid 1980s but the trend is not consistent across all 
ethnic groups.3, 19 In the past ten years the death rate for Caucasians has been 
decreasing at nearly twice the rate as for African Americans, and for “Native 
Americans” [sic] the rate has actually been increasing. Among Asian ethnic 
groups, Chinese and Philippinos suffer a higher death rate than do Japanese. 
These ethnic disparities appear to be due to more advanced disease at 
presentation. This may be secondary to differential use of cancer screening 

Epidemiology



2�

Epidemiology

services. However, studies that have controlled for stage at diagnosis continue 
to find significant ethnic differences. The Hawaiian tumour registry was used 
to examine trends in survival among a population of 16,424 inhabitants of 
different ethnic groups (Caucasian, Japanese, Hawaiian, Philippino and 
Chinese).19 The proportion comprising the different ethnic groups in Hawaii in 
1990 was as follows:

 Caucasian       24.1%

 Japanese      20.4%

 Native Hawaiian      18.8%

 Philippino       11.4%

 Chinese and other ethnic groups    4.7%

The register was used to examine trends over three cohorts, 1960-74, 1975-
87, 1988-2000. When compared to other ethnic groups, Hawaiians were 
diagnosed at a more advanced stage for each of the time periods and were 
more likely to have died of colorectal cancer. Hawaiians were also significantly 
younger for the second and third cohorts. When compared to other ethnic 
groups, Philippinos had a significantly higher proportion of males in all three 
cohorts. Controlling for year and stage of diagnosis, age, and sex, the five-
year survival rate were 80.5% for Japanese, 79.4% for Caucasian, 78.8% for 
Chinese, 76.4% for Philippino and 72.5% for Hawaiian. In each time period 
there were significant differences in deaths due to colorectal cancer. In 
cohort one, Japanese and Caucasian patients had significantly longer five-
year survival than Philippino and Hawaiian patients. In the second cohort, 
Caucasians had significantly longer survival than Philippinos. In the third 
cohort, Hawaiians had significantly shorter survival than all other ethnic 
groups. When death from any other cause was examined, analysis indicated 
that the Japanese group always had a significantly higher survival rate than 
at least one other ethnic group. There was persistently low Hawaiian cancer 
survival in cohort three. The life expectancy for the Hawaiian group in cohort 
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three has not improved. A comparison with the survival curve for other causes 
of death within cohort three reveals that this effect is specific to colorectal 
cancer and does not reflect the general tendency for Hawaiians to die sooner. 
Future research should investigate whether Hawaiians are receiving similar 
screening and treatment as other groups. (2++)   

The final paper was a retrospective review of 615 patients treated at an inner 
city public hospital in Harlem over a twenty-year period from 1973-1992.20 
The population was 97% Black and virtually all were poor.  The mean age of 
the sample was 68.1 years; 34.8% were younger than 65 years of age and 
45.2% were male. All patients were symptomatic at the time of presentation. 
Symptoms caused by locally advanced disease and/or distant metastasis 
were the main cause of presentation. There was no significant difference in 
site of tumour over the twenty-year period. The distribution of tumour stage 
at presentation was 10.6% Dukes Stage A, 27.6% Dukes Stage B, and 41.3% 
Dukes Stage 3. Twenty point five percent of patients were too ill to have any 
operation, refused surgery or died before treatment could be given. These 
patients were unstaged. For all the five year time intervals from 1974-1992, 
the five year survival rate was much worse than the national rates for White or 
Black colorectal cancer patients. (2+) National averages obscure the extremely 
high mortality rates in inner city communities. Harlem and other similar 
areas with largely Black populations have exceptionally high mortality rates. 
Several factors probably contributed to the relatively low five-year survival rate 
witnessed in this study. Patients presented with more advanced disease: the 
proportion of patients with distant metastasis was significantly higher than the 
national average for all patients White and Black. None of the patients were 
asymptomatic at the time of diagnosis. 

Although surgery is considered the most effective therapy for colorectal 
cancer, only 50.6% underwent surgery with the intention of cure. Ten 
percent had no treatment (much higher than previous reports) reflecting late 
presentation and poor general condition caused by advanced disease. In 
the United States nationally during 1974-1992, the relative five-year survival 
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rate improved in all races from 49.5% to 61.5% overall and from 44.6% to 
52.4% for Blacks; the five-year relative survival rate for all Harlem patients 
was 19.7%, significantly lower than the national rate and unchanged during 
this time period. Colorectal carcinoma patients in Harlem Hospital had similar 
treatment outcomes for stage of disease when compared with patients with 
potentially curable disease. However, 70% of colorectal cancer patients in 
Harlem Hospital had incurable disease at the time of presentation. Poverty, 
low education and poor or absent primary care are believed to lead to barriers 
to early diagnosis and treatment. A culturally sensitive education and health 
care system are required to address the imbalance.  
 

Gender

The increasing understanding of the role of sex and gender in shaping the 
health of men and women has led to recognition of the need for gender-
sensitive research in healthcare.2 In some areas of health care, differences 
between men and women are particularly marked e.g. in relation to specific 
conditions such as Coronary Heart Disease or health behaviour such as 
smoking. However, it is important to explore conditions where the differences 
between men and women appear less noticeable.  Women may suffer many of 
the same health risks as men, but at a later point in their life course. It is also 
important to consider the sex and gender risk differences influencing men and 
women’s risk of specific conditions such as colorectal cancer. 
An individual’s risk profile is shaped by both biologically determined risk 
factors, which influence vulnerability to the condition, and gender or socially-
shaped factors, which influence health behaviour, including both lifestyle 
conditions that affect risk and also the use of health services. Colorectal 
cancer has been described as an equal opportunity disease affecting men 
and women equally, yet there are important differences between men 
and women in the risk of developing the condition and in mortality figures. 
Differences between men and women in exposure to factors affecting the risk 
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of colorectal cancer and in health behaviours, including the use of preventive 
health care, suggest that in future the gap between men and women in deaths 
from this disease may widen rather than narrow following the introduction of 
widespread screening. As a result there is a need to adopt a gender-based 
approach to understanding this disease and the delivery of health care. In the 
case of colorectal cancer, a sex and gender specific approach calls for an 
understanding of biological risk factors, risk factors associated with gender 
differences, and also gender differences in the use of services.2

 

Men, Women and Colorectal Cancer

Although the distribution of total mortality for colorectal cancer between 
males and females is similar, age standardised mortality rates reveal 
differences between males and females. Males are more likely than females 
both to develop the condition and to die from it, with a male to female ratio 
of colorectal cancer incidence and mortality of 1.1 and 1.7 in post-industrial 
countries. The lifetime risk of developing colorectal cancer is higher in 
males than females, and females tend to develop the condition later in life 
than males. Colorectal cancer incidence is high in the United States (US), 
Australia and also across Western Europe. Age standardised data shows 
that the male to female ratio varies from 1.2:1 to 1.7:1. There are differences 
between male and female in trends and incidence rates with faster increases 
in male incidence in northern, southern and eastern European countries while 
western European female’s rates have increased more quickly. In the US 
both incidence and mortality rates have decreased in recent years, although 
there have been different patterns for female and male with a slower decline 
in male rates compared with female rates. In the last few years however male 
colorectal cancer incidence rates in the US have decreased more rapidly than 
female rates. Data for mortality reveals a higher risk for male than female 
across Europe and the US. Colorectal cancer mortality trends follow a similar 
pattern to incidence rates in terms of decreasing in some countries, notably 
the US, while stabilising or increasing in others.  
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The five year survival for colorectal cancer is between 50-60% with females 
experiencing better survival rates than males despite females tending to be 
diagnosed with more advanced cancer compared with males. (1+) Survival 
following cancer relates in part to location of the cancer, with better prognosis 
for distal cancers.  While the majority of colorectal cancers are distal, women 
have a greater risk of proximal colorectal cancer, which tends to be more 
advanced when diagnosed. The better overall survival prospects are thought 
to relate in part to biological factors and in particular to sex differences in the 
immune function, where female sex steroids offer women protection both from 
the disease and also in terms of survival.2 

Various research findings have suggested that biological factors play a part 
in differences between men and women in colorectal cancer risk.2 There are 
variations between women and men in the type and location of colorectal 
cancer experienced, which relate in part to biological factors including 
hormones and gene expression.  For example, proximal colon cancer is 
highest among women, men more often have cancer of the distal colon, 
and men are more frequently diagnosed with rectal cancer. These findings 
suggest sex or biological differences between men and women. Research on 
hormonal factors also suggests a biological basis for the gap.  Women tend 
to develop colorectal cancer at a later age, which may reflect the protective 
effect of female hormones prior to the menopause, and possibly also Hormone 
Replacement Therapy (HRT). Studies of the association between HRT and 
colorectal cancer suggest it reduces the risk of colon cancer but not rectal 
cancer.2  Further evidence to support this theory comes from the US where 
a reduction in women’s colorectal cancer rates was witnessed in the 1950s 
when hormonal treatment came into use. It was not witnessed in men until the 
1980s or 1990s.  There is also an association between cancers of the female 
reproductive system and colorectal cancer.

Differences in health behaviour are also witnessed between the sexes. 
Unhealthy lifestyle is more common among men than among women. 
In general it appears that high body mass index (BMI) is a risk factor for 
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colorectal cancer and the risk is higher for men than for women. It is not clear 
which is the best measure of obesity to assess this, e.g. BMI or waist to hip 
ratio, but it is clear that for those who have the Metabolic Syndrome, the risk of 
developing colorectal cancer is greater in men than in women. It has also been 
suggested that women tend to underestimate their weight and men to do the 
reverse, so part of the findings may be artificial. Some studies have suggested 
that a diet rich in red meat, particularly barbecued red meat, and low in fruit 
and vegetables increases the risk of colorectal cancer. Research on food 
preferences for men and women suggest that this may be a contributory factor. 
Men consume more red meat in comparison to women in most countries. 
There are also suggestions that tea protects men but not women and seeds 
and nuts protect women but not men. People who are physically active appear 
to have a reduced risk of cancer compared to those who are not. This may 
be due to the impact of exercise on male and female hormones and on bowel 
transit time, which reduces contact time with carcinogenic material. Men 
benefit more from being physically active which may reflect a beneficial effect 
of exercise on an increase in male sex hormones while regular physical activity 
does not appear to reduce oestrogen levels. The benefit for men may also be 
mediated through a reduction in body weight. The clustering of good health 
behaviours in people who exercise may also affect this. Smoking is believed 
to be associated with colorectal cancer and men, historically, have higher 
smoking rates than women. While the distribution of such behaviours reflects 
gender differences the impacts of these behaviours on risk and on variation 
between men and women reflects biological factors. Women’s higher risk of 
proximal cancer reflects biological factors but diet, activity, and body size also 
play a part. Meat consumption, raised BMI, and lack of activity are risk factors 
for proximal colorectal cancer while low consumption of vegetables and fibre 
and the use of alcohol are linked with distal colorectal cancer. The gender 
differences are moderated by sex linked factors but the pathways are complex. 
Changes in both male and female risk factors can moderate risk, but changes 
beneficial to women e.g. exercise, low consumption of meat and a healthy BMI 
for proximal tumour prevention in women and alcohol and its association with 
distal cancer, may be more important in men. Insulin resistance is associated 
with both breast and colon cancer.2 
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No papers were found which assessed epidemiology in respect of disability, 
health literacy or faith and belief.  

Summary of Section - Epidemiology

In the European population colorectal cancer is most common amongst 
people aged 75 and over, therefore rates are expected to rise in the UK as the 
population ages.

People living in poverty are more likely to present with a more advanced stage 
of disease.  Co-morbidity reduces post diagnosis treatment and survival rates.  
Where both factors are present the impact will be cumulative. 
 
The number of BME people living in the UK is increasing.  As this population 
ages, the number of cases of colorectal cancer in the BME population will also 
increase.  Evidence, predominately from the US indicates that BME people 
present with colorectal cancer at a younger age than non-BME counterparts 
and are more likely to receive diagnosis of advanced stage cancer.  The 
limited evidence available from the UK is suggestive of a similar epidemiology, 
though more research is recommended to confirm this.  There is also evidence 
to suggest that the site of the tumour varies among specific BME groups, 
which may have an impact on screening and treatment services if confirmed in 
the UK.   

Despite women being diagnosed with more advanced stage cancer, they have 
better survival rates than men. Women also tend to develop proximal tumours 
whereas men are more likely to develop distal colon cancer. 

No evidence was identified in relation to disability, health literacy, faith and 
belief or sexual orientation and colorectal cancer.

Overall the recommendations, based on the available evidence, for 
epidemiology and colorectal cancer are Grade C.
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Socio-economic Status 

A variety of papers from three countries have researched the effect of socio-
economic deprivation in relation to colorectal cancer screening. The research 
has taken place in the UK, United States and Canada. Wardle draws attention 
to the fact that socio-economic status embodies resources like knowledge, 
money, power and prestige, which provide multiple opportunities to avoid risks 
of disease.21 As new developments take place, people with more educational 
and financial resources will be in a better position to take advantage of them. 
Thus, a result could be a change in the disease gradient reflecting the new 
preventive behaviour. She concludes by stating ‘the fundamental cause 
hypothesis’ that as long as income and education are distributed unevenly in 
the population the changes in health behaviours will be differentially distributed 
across the population.21 

Prior to the introduction of a pilot sigmoidoscopy screening for colorectal 
cancer prevention, a questionnaire was sent to 400,000 adults in the UK 
asking whether they would attend if invited. Data from this questionnaire 
indicated that both interest in screening and subsequent attendance had a 
direct correlation with socio-economic status. Participation rates in Scotland 
analysed using neighbourhood level markers of deprivation showed that 
people from more deprived neighbourhoods were less likely to return the 
screening interest questionnaire and less likely to express interest if they 
returned it, and also less likely to attend for a sigmoidoscopy if invited.21 (2++) 
After standardising for age, bowel symptoms and general health, a graded 
relationship between socio-economic status and screening intention was 
found. Also lower socio-economic status groups reported higher levels of 
stress and lower levels of social support. The perceived benefits of screening 
were higher while the perceived barriers of fear and fatalism were lower in 
higher socio-economic groups and the effects were linearly patterned across 
the socio-economic groups. The odds of the highest socio-economic group 
expressing an interest in attending for screening were more than twice those 
of the most deprived group. Currently in the UK colorectal cancer mortality 
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shows almost no gradient by socio-economic status but, if screening were 
introduced the findings of this study suggest that mortality rates for this cancer 
could well start to show a strong socio-economic gradient. Whynes and 
Weller report results from pilot colorectal cancer screening in the UK, Whynes 
from the first phase of a pilot and Weller from the second.22, 23 In Whynes’ 
study, 153,000 asymptomatic individuals aged 45-74 years were divided into 
equal sized intervention and control groups. The intervention group received 
a haemoccult Faecal Occult Blood (FOB) test kit by mail every two years 
and the database was interrogated from a socio-economic perspective to 
determine the extent to which relative deprivation contributed to an explanation 
of colorectal cancer. The randomisation took place on a deprivation index for 
the general practices concerned. This study confirmed the findings of Wardell 
that practices where deprivation was higher had a lower participation rate. In 
following up patients with cancer during the course of the trial it was found that 
stage A cancers were more prevalent amongst those who had some degree 
of participation with the screening programme compared with those who had 
no participation, odds ratio 2.78. (2+) Analysis by multiple regression also 
shows that higher deprivation is associated with earlier death. Similar findings 
were reported from studies undertaken in South Thames, Central Scotland 
and Wessex.22 Whynes concludes by saying that FOB screening increases 
the chances of having a cancer diagnosed and treated at an earlier stage, 
and treatment at an earlier stage offers the prospect of longer subsequent 
life expectancy. However, those from more deprived areas are less likely 
to accept an invitation to be screened. Independently of their screening 
behaviour, females have post treatment survival prospects superior to those 
of males, although those prospects are lower if the patient originates from a 
more deprived area. The authors conclude that a disproportionate share of the 
survival and life expectancy benefits for faecal occult blood screening must 
have accrued to those from less deprived areas.   

Weller reports on the second round of the pilot and his analysis is restricted 
to data from the English site only.23 Men and women aged 50-69 years 
registered at general practices in the Coventry Teaching Primary Care Trust, 
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North Warwickshire Primary Care Trust, and Rugby Primary Care Trust 
were eligible. Data on ethnicity and deprivation were linked to the screening 
database. Only subjects who participated in both rounds of bowel screening 
were included in the analysis, and logistic regression was used to investigate 
associations between demographic, ethnic variables and measures of uptake 
and positivity. Following appropriate exclusions the response rate was 54.5% 
of 127,746 invited to participate, lower than the first round of the pilot.  Uptake 
was significantly lower in men than in women and increased with increasing 
age. Uptake fell with increasing levels of deprivation from 61.2% to 37.2% 
using indices of multiple deprivation quintiles 1-5 (p<0.0001) and was lower 
in areas with a high proportion of people from the Indian subcontinent (40.4% 
compared to 54.0%). Uptake of colonoscopy for those who had a positive 
screening test was 82.8%. The positivity rate was 1.77% and, as in the first 
round, the positive rate was higher in men than in women and increased 
with age. The positive rate increased significantly with increasing levels of 
deprivation and was highest in areas with a higher proportion of people of 
Indian subcontinent origin and these effects remained significant in multivariate 
analysis. These results indicate that to minimise inequalities in uptake, 
targeting of screening services may be required more for deprived and certain 
ethnic minority groups. (2+)  

Simon conducted a UK study to investigate whether people of lower socio-
economic status groups will have a more emotionally charged response to a 
pilot study of screening using a flexible sigmoidoscopy.24 She assessed the 
emotional well-being of a sample of participants prior to screening, following 
the screening test and also of those who were referred for colonoscopy. At the 
baseline the more deprived groups were significantly more anxious and more 
worried about developing cancer both before and after screening than other 
groups. Anxiety was reduced from before to after screening but there was no 
evidence of a differential effect across socio-economic groups. Bowel cancer 
worry also decreased significantly over the period of screening but again with 
no interaction with deprivation. At three months post-screening, the levels of 
distress in the sample screened were low compared to other community and 
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population samples. Distress was not associated with socio-economic status 
but there was a graded response between socio-economic status and anxiety. 
Ratings of positive consequences for screening were also linked to deprivation 
but lower socio-economic status groups reported more positive consequences 
of screening. (2++)  
 
In summary, anxiety was higher in lower socio-economic groups both before 
and after screening reflecting established differences in the psychological 
well-being found in general population studies. Worry about cancer was 
also higher. However the results of this test showed no evidence that lower 
socio-economic status groups had more negative reactions to screening. 
Overall the levels of distress and anxiety were low post-screening. More 
importantly they were lower for the two outcome groups who had more 
pathology detected. People referred for colonoscopy also reported the most 
positive consequences of taking the test. Contrary to expectation the lower 
socio-economic status groups were not any more adversely affected by being 
referred for colonoscopy. The study demonstrates that lower socio-economic 
status groups were able to gain as much, if not more, psychological benefit 
from undergoing screening as more affluent groups.   

Reports from the US indicate that Black and Minority ethnic groups and those 
without health insurance have more late stage colorectal cancer diagnoses 
and over the past decade have experienced less overall decline in colorectal 
cancer deaths than Whites and the insured.25 A study in a multi-ethnic, low 
income, adult population assessed knowledge, preferences, perceptions and 
attitudes towards colorectal cancer screening and predictors of FOB test 
completion.25 The study was carried out in a community health centre with 
60% of patients below the Federal poverty line and 62% African American. 
Adults over the age of 40 were asked to participate in this survey about health 
care, cancer and colon cancer specifically. Ninety two percent accepted a 
Faecal Occult Blood (FOB) test kit and 29.7% returned the test sample. There 
was a significant interaction between both income and screening status and 
cancer fatalism and screening status. For those over 50 and not up-to-date 
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with screening, cancer fatalism was found to be a negative predictor of card 
return. FOB testing was found to be associated with higher income levels 
and higher education levels. The study suggests that specifically targeted 
programmes will be required to expand colorectal cancer screening among 
low-income multi-ethnic populations. (2+)  

Cancer mortality rates are 10-15% higher among the poor than among 
other Americans.26 Factors contributing to poorer survival among socio-
economically disadvantaged Americans include inadequate physical and 
social environments, inadequate information about cancer, risk promoting 
lifestyles, attitudes and behaviours, and diminished access to health care. 
Poverty also contributes to a decreased chance of survival from cancer.26 A 
study of a sample of 211 socially economically deprived people attending a 
congregate meal site in South Carolina were used to investigate the effects of 
educational interventions on the uptake of FOB screening. It found that 65-75 
year olds were more likely to participate in FOB tests than 85 year olds and 
in the replication study, male gender, ability to go places without assistance 
and previous history of having a digital rectum examination and FOB test were 
predictors of undergoing a further FOB test. In the previous study females had 
been more willing to participate in FOB tests. The authors recommend further 
research to confirm these results.26 (2++)

Mortality is reduced by 15-33% by an annual FOB test and treatment but 
compliance with the FOB test varies from 30-90%.3 Research on race and 
gender specific barriers has suggested that African Americans, particularly 
the elderly, are more fatalistic than other groups. Less knowledge and lower 
socio-economic status have consistently been associated with lower screening 
rates. Qualitative research carried out in Michigan identified that African 
American men were wary of being “experimented on by their physicians”. 
African American women noted that other factors including how much money 
they make and their gender might influence the quality of care they receive. 
The respondents were generally care seeking for cancer screening. Screening 
has come to be seen as a service to which they are entitled. Lack of trust in 
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physicians, the health care system and lack of understanding of the progress 
of non-cancerous polyps contributed to low screening uptakes. The largest 
barriers to colorectal cancer screening that were reported were health care 
system barriers, lack of routine offering of screening and follow-up with both 
positive and negative results compounded by high turnover of physicians and 
patients’ lack of confidence in their providers.  
 
Other factors suggested for non-participation in colorectal cancer screening 
tests by elderly African Americans include barriers such as cost of screening, 
decreased access to services, lack of transportation, decreased educational 
levels and decreased knowledge about screening.27 Yet when FOB test was 
offered free, transportation was provided and an educational session on 
colorectal cancer was held, African American women were still less likely 
than Caucasian women to participate. Cancer fatalism has been identified as 
an additional barrier to participation. Perceptions of fatalism can be viewed 
as an expression of individual and group beliefs, reflecting experiences, 
meaning and quality of life. These perceptions have the potential to influence 
individuals’ life experiences. This complex psychosocial cycle is influenced by 
social, cultural, political, spiritual and economic factors and develops over time. 
Factors such as insensitivity of health care providers, discrimination in the 
health care setting, mistrust of health care providers, decreased access and 
limited finances, influence a revolving fatalistic course and keeps the individual 
entrenched in this cycle of late cancer diagnosis and death.27 A descriptive 
study quantified high versus low levels of cancer fatalism and identified 
predictors of high levels of cancer fatalism among elderly African American 
women. Forward stepwise logistic regression was used to provide a probability 
model, which predicted high levels of cancer fatalism based on age, education 
and knowledge of colorectal cancer and was statistically significant. Research 
suggests that cancer fatalism may not be an all or none phenomenon and that 
high levels of cancer fatalism are associated more often with lower levels of 
participation in colorectal cancer screening. Predictors of high levels of cancer 
fatalism were age, knowledge of colorectal cancer and educational level. 
Despite the fact that the mean age of women was 75 years, older women were 
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more likely to have higher levels of cancer fatalism.  Lower levels of knowledge 
of disease, when coupled with lower educational levels, probably reflect 
absence of effective interventions suitable for educational levels as opposed to 
lower educational levels being solely responsible for the decreased knowledge. 
From a philosophical perspective it is difficult to dissociate demographic 
factors from the interrelationships within social, cultural, economic and political 
structures that also influence attitudes, health care behaviours, values and 
beliefs.  These interrelationships are impossible to isolate statistically. Thus, 
although income may not be a statistical predictor, the influence of lower 
income on access to and use of services cannot be discounted. Furthermore, 
people with lower incomes have reported feelings of distrust, perceptions 
of mistreatment within the health care system, inappropriate diagnosis and 
referral, and insensitivity of the health care provider.27 (2+)

A further study investigated differences in colorectal cancer screening rates 
for Black and ethnic minority groups according to income category, FOB tests 
and proctosigmoidoscopy use in 1997.28 Socio-economic factors and socio-
economic status have been examined as possible contributors to African 
American/White differences in stage, presentation and possibly treatment. 
Socio-economic status has been associated with stage at diagnosis for 
several cancers. Generally, lower socio-economic status is associated with 
higher cancer stage, more advanced disease at diagnosis and poorer survival 
prognosis, whereas upper level socio-economic status is associated with 
more localised disease at time of diagnosis.28 Mandelblatt and co-workers 
suggested that African American race, female sex and low socio-economic 
status were related to stage of diagnosis of colorectal cancer but socio-
economic status was the most important determinant of stage.16 Poorer 
survival in African Americans was related to advanced stage at diagnosis, 
which accounted for more than 50-60% of the difference.

Socio-economic status is gaining attention as a possible explanatory factor 
for racial differences in cancer. African Americans and Latinos are over-
represented in terms of low socio-economic status and insurance status. 
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High poverty rates as well as high rates of uninsured individuals significantly 
influences access to cancer screening, diagnosis and treatment for racial 
and ethnic minorities compared with Whites. In the Veterans administration 
system after adjusting for factors such as co-morbidity, stage and anatomic 
site, no significant differences were observed in treatment of this disease 
between African Americans and Whites. This suggests that in an equal 
access medical system where the standards of care are the same, there is no 
difference in surgical, chemotherapy or radiation therapy for colorectal cancer 
in African American versus White Veterans. Studies by Ball and Elixhauser 
however have documented that African Americans were hospitalised with 
more sequalae from colorectal cancer and received less aggressive therapy.28 
Treatment was equivalent for only the sickest patients. Of the less severely ill 
patients, African Americans were less likely to receive standard therapy when 
compared to Whites. 

Surgical differences for colorectal cancer also appear to be related to race 
in Medicare beneficiaries. African Americans were less likely to receive 
surgical resection even after adjustments were made for co-morbidity, stage 
and anatomic location of tumour and were also more likely to die even after 
adjustment for a variety of factors. Survival is poorer for African Americans 
than for Whites overall and within stage with few exceptions. Differences 
in survival may be partially explained by social and economic differences 
between minorities and Whites, but the existence of differences in tumour 
characteristics or differences in anatomic location of tumours may suggest 
differences in aetiology and exposure.  Further research is suggested for 
colorectal cancer risk factors specific to African American and other minorities, 
differences in treatment and the role of socio-economic status.28 (1+)

Screening policy in Canada since 2001 has recommended FOB testing every 
one or two years or flexible sigmoidoscopy every five years for screening 
individuals at average risk who are 50 years and older.5 The Canadian 
health care system covers all necessary medical services without user 
fees. The study investigated the association of neighbourhood income (a 
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marker of socio-economic status) with receipt of colorectal cancer screening 
investigations for people living in Toronto. People aged 50-70 years of average 
risk for colorectal cancer were included in a longitudinal survey from 1997-
2001. Census data were used as a marker for surrogate income and the 
population was divided into quintiles. The study cohort comprised 1,810,702 
people, mean age 58.6 years. After adjustment for all variables people in 
higher income quintiles had increased odds of receiving any investigation than 
those in the lowest. Those in the highest income quintile had a 1.5 times higher 
odds of receiving colonoscopy than those in the lowest. Increased income was 
associated with a 1.3 odds of receiving any colorectal investigation. Universal 
health insurance alone may not reduce socio-economic status differences in 
health care.  Organised screening programmes may be necessary to reduce 
the disparity as fewer than 21% of people in the screening eligible age group 
were screened for colorectal cancer between 1997-2001.5 (2++) 

Ethnicity

Most of the work regarding screening and ethnicity originates from the US.  
The exception is a British study conducted by Weller, who reported the uptake 
rates for FOB test screening in England.23 The uptake rates for this screening 
test were lower in areas where there was a high proportion of people from the 
Indian subcontinent and this difference remains statistically significant after 
multivariate analysis. However, the highest rates of positive tests following 
colonoscopy were in areas with a high proportion of people from the Indian 
subcontinent. The study concluded that ongoing efforts would be required to 
minimise inequalities in uptake of screening tests by targeting certain ethnic 
groups. 
 
Literature from the US has indicated that uptake of FOB and sigmoidoscopy 
screening is significantly lower in African Americans. This was reported by 
Baquet, Powe, Holmes-Rovner, Greiner et al, and Lloyd.3, 25, 27-29 Two studies 
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reported on the uptake of colorectal cancer screening in the Hispanic or Latino 
population. Baquet, reported that the uptake was lower than Whites but higher 
than Blacks, and Guerra, who found that uptake among the Latino population 
was lower than Whites.28 Lesions detected in African Americans who were 
screened were typically much further advanced and twice as many cancers 
were discovered prior to age 50 in African Americans. The American College 
of Gastroenterology has revised its recommendations from March 2005, on 
the strength of this evidence, and is now recommending African Americans to 
begin screening colonoscopies at age 45 rather than the standard age of 50 
for the majority population.29 In the state of South Carolina, the incidence rates 
for colorectal cancer are greater among Blacks than among Whites and Black 
males and females have higher mortality rates from the disease than both 
White men and women, with Black males having the highest mortality rate.29 
Socio-economic status may be a possible indicator of lack of insurance and an 
additional barrier to uptake of screening.28 

Holmes-Rovner conducted a qualitative study with African American men, 
African American women, White men and White women. In the study women 
in both groups were familiar with FOB test cards and were more positive about 
using them. White women were convinced that screening works, men and 
Black women were less aware of the effectiveness of screening. Only White 
women were convinced that screening was effective. Black men thought it was 
too late and Black women and White men were not sure. Black people had 
less trust in the health care system than White people. In the same study, it 
was also identified that men requested and required more detailed information 
about screening tests to ensure that they participated in the screening 
programme.3 This was a factor which was also picked up by Powe in exploring 
the issue of cancer fatalism.27 Factors highlighted included insensitivity of 
health care providers, discrimination in health care settings, mistrust of health 
care providers, decreased access and limited finances, all combining to 
contribute to the fatalistic view that some Black American populations have of 
colorectal cancer and screening. Cancer fatalism appears to be higher among 
African American women, people with lower levels of formal education, those 
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with lower income, and those with lower knowledge of colorectal cancer. In a 
study conducted at an old peoples’ centre with 204 elderly African American 
women, it was found that 63% of women had high scores for cancer fatalism 
and were less likely to participate in colorectal cancer screening. Women with 
high levels of cancer fatalism were older, had less knowledge of colorectal 
cancer and lower levels of formal education. Powe suggested that the lower 
levels of knowledge about colorectal cancer coupled with lower educational 
levels most likely reflected the absence of effective interventions suitable 
for the educational level as opposed to lower educational level solely being 
responsible for the decreased knowledge. Powe raised the issue of trust and 
recommended that culturally appropriate educational material should be the 
norm rather than the exception and professionals must move beyond simple 
recognition of beliefs such as cancer fatalism to an open discussion of those 
beliefs with the patients with effective interventions to modify their beliefs.27 
Guerra also touched on education for the Latino population, as did Greiner, 
who also reported that colorectal cancer screening knowledge was negatively 
associated with African American race.25, 30  

Health literacy

Health literacy is closely associated with socio-economic deprivation, race 
and frequently age. US research has examined the effect of health literacy in 
greater detail. Peterson defined health literacy as ‘the capacity of an individual 
to obtain, interpret and understand the basic health information and services 
and the competence to use such information and services in ways which are 
health enhancing’.31 Low literacy skills are associated with less knowledge 
about cancer screening, less screening participation in general and worse 
clinical outcomes.31 Peterson recruited a convenience sample attending a 
local Medicare and Medicaid clinic for further study. Ninety-nine participants 
completed the rapid assessment of adult literacy and the structured interview. 
Limited health literacy was significantly associated with more barriers to 
completing the FOB test or colonoscopy and less knowledge about colorectal 
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cancer or colorectal cancer screening. Fewer participants with limited health 
literacy were up-to-date for colorectal cancer testing compared to participants 
with adequate health literacy. (2+) An earlier study by Wolf et al, again a 
convenience sample of small size, revealed that workers in health care 
had many inaccurate beliefs about colorectal cancer or colorectal cancer 
screening.  However, most members of this group agreed that they would 
undergo screening if their physician discussed this with them.32  

Findings from a rural American community of European, African and Native 
American population identified that African American women had less positive 
beliefs about colorectal cancer screening than European Americans or Native 
Americans.33 Among Native American women, those with some college 
education were more likely to be screened than those who were High School 
graduates or those who had less than the High School education. European 
American women with knowledge above the median score were more likely to 
be screened.  

A further study in a Kansas community health centre, 69% of the sample 
population were African American and 71% were on low income, showed 
that colorectal cancer screening knowledge was negatively associated with 
reporting the endoscopy barrier and positively associated with higher income 
levels.25 Models showed that African American race or ethnicity was negatively 
associated with colorectal cancer screening knowledge. Less than High 
School education was significantly associated with more barriers to faecal 
occult blood test screening. Greiner et al found that approximately 55% of 
their participants had no knowledge of colorectal cancer screening guidelines. 
This study also showed that discussion of colorectal cancer screening with a 
physician increased the uptake of colorectal cancer screening.  

Having adequate functional health literacy was significantly associated with 
having heard of colorectal cancer and sigmoidoscopy or colonoscopy.30 Poor 
health literacy was associated with being less aware of the starting age or 
screening interval.  Information on screening should be tailored for patients 
with low literacy.
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Age 

In the US it has been reported that older persons are less likely to participate 
in FOB tests than younger persons.25-27 Higher levels of cancer fatalism were 
more common in the elderly, who also had less knowledge about colorectal 
cancer, and had lower levels of formal education.25, 27 An education programme 
designed for elderly Americans has been suggested as a means of improving 
the uptake of screening in the older age group.26, 27 On the other hand offering 
screening tests to a younger age (40-50 year olds) found that there was a 5% 
increased odds of FOB return per year of additional age and that this result is 
consistent with current recommendations that only individuals over 50 years 
receive colorectal cancer screening.25 (2+)

A report on the uptake of the second round of colorectal cancer screening 
in the West Midlands, UK, for patients aged 50-69 years found the uptake of 
screening increased with age from 45.7% in those aged under 55 years to 
58.5% in those aged 65-69 years of age. The positive rate for colonoscopy 
for those with a positive FOB was increased with age.23 A colorectal cancer 
screening trial in England found that survival following a diagnosis of cancer is 
less in subjects who are older at the time of treatment (surgery) but more likely 
if they have participated in screening and are female.22 (2+) 
 
Further evidence to support the inequalities agenda for screening in the 
elderly, is shown by the widely differing guidance in respect of age limits used 
in breast cancer screening programmes. Many nations have an upper age 
limit of 70 years for screening for breast cancer however the positive predictive 
value of a mammogram and the sensitivity of a mammogram increase with 
age.34 Some public health experts have suggested that screening invitations 
might usefully be extended up to 75 years of age, at least for women in good 
health. Some have suggested that a reasonable recommendation would be to 
offer yearly mammography to older women without severe co-morbidities and 
an estimated lifespan of at least five years. A likely reason for non-participation 
in screening programmes is the number of co-existing illnesses, which tend to 
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increase with advancing age. Life expectancy at 70 years may range from 15.5 
years in healthy women to almost half that at 8.6 years in women who have 
significant co-morbidity.34   

Gender

A study has found that women were more likely to participate in the screening 
tests for colon cancer, however this research was conducted at a single site 
and had a small sample size.25 Colon cancer kills men and women with nearly 
equal frequency:  although polyps are slightly more common in men, they 
are more deadly in women giving rise to virtually equivalent mortality rates.29 
The second round of screening for colorectal cancer in England found that 
FOB screening uptake was lower in men than women and the difference was 
statistically and clinically significant.23 (2+) Men also had a higher positive 
screening test and higher positive predictive values for cancer and neoplasia. 

No screening papers for colorectal cancer addressed issues relating to faith 
and belief, sexual orientation or disability.  
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Summary of Section – Screening for Colorectal Cancer

There is a clear link between poverty, ethnicity, health literacy and sex with 
lower uptake of screening programmes for colorectal cancer, with the evidence 
suggesting that these aspects influence an individual’s attitudes and beliefs. 
With regard to sex, screening rates for men are lower than those of women.  
Health literacy is an important factor in understanding and engaging with 
screening programmes. Lower levels of health literacy are associated with 
lower participation rates in screening programmes. 

No evidence was found that examined the relationship between disability, faith 
and belief or sexual orientation and screening for colorectal cancer.

The recommendations based on this evidence are Grade C.
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Most of the literature regarding colorectal cancer refers to active treatment of 
patients with the disease. Treatment may comprise a combination of surgery, 
chemotherapy or radiotherapy. Some patients will have all three modalities at 
different points in time during the course of their illness and others may have 
only one. For ease of reviewing the literature, treatment of this disease will be 
considered under the subheadings of surgery, chemotherapy and radiotherapy.

Age

Surgical resection of colorectal carcinoma remains the only curative treatment 
for colorectal cancer to date.6, 10 However, until the 1980s, curative excision 
was attempted far less frequently among elderly patients than their younger 
counterparts. The underlying belief, both stated and implied, was that the 
elderly were poor surgical candidates not only because of a high risk but 
also because of the perception that they had less potential gain even after a 
successful resection.10 Despite the fact that elderly people represent a major 
proportion of colorectal cancer patients they are frequently being under-
treated both for early and advanced stage disease.8 Surgeons tend to evaluate 
patients according to their chronological rather than their biological age. 
The percentage of elderly patients participating in trials varies from 2.5% to 
35%, which is not representative of the actual demographic characteristics of 
colorectal cancer patients.8 Most clinical trials tend to impose an upper age 
limit, commonly 75 years, leading to absence of evidence based guidelines for 
treating older patients.  Local excisions due to poor physical conditions were 
more common in the elderly.7  

There is significant gain for treating patients with surgery irrespective of their 
age.8, 35  Recent surgical and anaesthetic techniques have improved the 
number of adequate oncological resections in the elderly.6 Recently there 
has been a refocus on the preconception of the elderly as frail and infirm 
and decision-making now includes risks predicted by co-morbidities and 
performance status rather than age alone.10  
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A study, by Vironen, of 294 patients between 1980-97, 32% of whom were 
aged 75 years or older, offered surgical treatment to all patients considered 
to be fit for major surgery irrespective of age. All efforts were made to correct 
and treat co-morbid conditions before surgery.7 The median follow-up time 
was 5.1 years. The tumour stage, site, distribution and proportion of potentially 
curative operations were similar in both groups. The average age of the 
younger group was 63 years and the average age of the elderly group was 
80 years.7 The post-operative mortality rate was 1.7% for the older age group 
and zero for the young age group at 30 days respectively.7 The overall number 
of complications after surgery was similar in both groups, 29% in the elderly 
group and 24% in the younger age group (p=0.3).7 After potentially curative 
surgery the crude survival at five years was 43% in the elderly group and 65% 
in the younger group.7 The five year cancer specific survival was similar in both 
groups (p=0.6). The five year disease-free survival was 60% in the elderly 
group compared to 69% in the younger group (p=0.4).7 (2++) 

Another systematic review, conducted by Golfinopoulos, of 34,194 patients 
divided into age groups younger than 65 years, 65-74 years, 75-84 years, 
and 85 years and older, analysed patients who underwent curative, palliative, 
emergency and elective surgery and showed that the relative risk of post-
operative death compared to the referent group of patients younger than 65 
years was 1.03, 3.2 and 6.2 respectively.8 A similar trend was demonstrated 
in post-operative morbidity. The cancer-specific median five-year survival rate 
was similar in all age groups. (1+)  

A further retrospective study found evidence similar to that of Vironen and 
Golfinopoulos and it also was found that perioperative complications did not 
differ significantly between 157 patients aged 75 years and older and 174 
younger randomly selected patients from a larger group.6 Although the overall 
survival was lower in the elderly group (five year survival 51% versus 66% in 
the younger age group: p=0.02) the disease specific survival rates in the two 
groups were similar. Five year disease specific survival was 69% versus 71% 
(p=0.75). The study also suggested that surgical resection of the primary
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tumour at diagnosis may delay or even preclude systemic chemotherapy 
especially in the elderly patient group.6 (1+)  

Finally, a study examined the treatment of stage IV colorectal cancer using 
186 unselected patients from 1995-2001, none of whom were candidates 
for curative resection, to determine whether resection of the primary tumour 
in stage IV disease offered any survival benefit. It found that there was no 
significant relationship between the management of the primary tumour and 
mortality. The outcome of the study indicated that wherever possible patients 
who are symptomatic from their primary tumour should have their tumour 
removed in order to prevent or treat complications. However in patients with 
only minor symptoms the benefit of tumour resection was not shown. The 
authors concluded that the prognostic advantages for primary tumour resection 
in asymptomatic patients are outweighed by perioperative mortality and it is 
therefore difficult to warrant an operation. The number of metastatic sites and 
tumour load were of almost equal importance in predicting survival.36 (2+) 

Health Literacy

There was a lack of research evidence examining health literacy and colorectal 
cancer, therefore the example of breast cancer was used to explore the issue. 
Health literacy was addressed in a study from the United States in relation to 
treatment for breast cancer.37 It identified that breast cancer incidence rates 
are lower for women of Colour than for Caucasian women but mortality rates 
were disproportionately higher. Disparities in survival were partially a function 
of diagnosis at a more advanced stage. Reasons identified included limited 
opportunities for screening and cultural beliefs about risk and mortality. This 
review suggested that ethnically diverse and disadvantaged women were 
less likely to receive culturally appropriate information from their physicians, 
to be involved in therapeutic decisions or to receive definitive treatment for 
early stage breast cancer. A high proportion of women of low income and 
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with lower levels of education continued to receive a mastectomy rather than 
breast conserving therapy.  Patients and surgeons disagreed in one third of 
cases as to whether breast-conserving surgery had ever been discussed. This 
agreement doubled in a less educated group. A similar proportion of women 
in another study did not perceive that there had been a choice of procedure at 
all. It was concluded that women and the health care team were not working 
together to plan breast cancer treatment for individual patients. It was stated 
that while information is necessary it is not sufficient and other facets of 
decision-making including attitudes, culture, experience and emotion may 
affect the perception of information or render facts inconsequential.37 (1+)

It was suggested that there was a possibility that women’s choice of 
mastectomy reflected inadequate appreciation of the evidence against that 
decision. However, there was also the possibility that the decision may reflect 
a concomitant avoidance of inconvenient adjuvant therapies that reflects 
her taking into consideration the total impact of her decision on herself 
and her family. Barriers of relevance for individual women included lack of 
transportation, childcare, absence from work, family responsibilities and 
financial pressures.37  

Communication difficulties result in women and the health care team not 
working together to make the most appropriate treatment decisions for their 
breast cancer. Women claimed they had insufficient knowledge to make a 
critical treatment decision and felt they were ‘gambling with their health’. The 
emotional context includes patient, family, as well as physician variables 
and reaction to the diagnosis; furthermore coping skills vary between ethnic 
groups. The emotional context of health care decision-making is embedded in 
culture and role theory and decisions for patients cannot be supported without 
an appreciation of the social and familial emotional context. Emotional context 
may influence the patient’s interest and ability to be involved in the treatment 
decision process. Additionally, individual patients differ in their preference for 
involvement in the decision making process. The health care provider has to 
assess how much control the patient wants to exercise in the decision-making 
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process and present appropriate information in a culturally acceptable manner. 
Deber has suggested that the treatment decision process is more convoluted 
than simply information, context and emotion and that decisions are made in a 
dynamic process of structuring choices (problem solving) and weighing those 
choices through two often simultaneously operating decision modes – analytic 
and experiential.37 The analytic mode applies conscious reasoning, weighing 
the facts to construct decisions. This mode is most easily addressed with 
tools to present factual information. In contrast, the experiential mode applies 
to emotional responses, associations and intuitions to judging information. 
Emotional responses and intuition include cultural, ethnic and economic 
elements. The latter is a less rational mode and is difficult to anticipate and 
support in individuals.  

Ethnicity

In relation to colorectal cancer a study reviewed 256 patients attending 
the Royal Middlesex Hospital, England from 2000-04 by age, gender and 
ethnic group. It revealed that operative procedures carried out mirrored the 
distribution of cancer, but that a higher proportion of patients of Mediterranean 
origin presented with Duke Stage A cancer compared to Afro-Caribbean and 
Caucasians, while Duke C cancer was more common in White and Afro-
Caribbean patients.17 (2++) Of significance was the fact that a high proportion 
of patients did not undergo curative surgery or even any surgical procedures 
at all, highlighting the advanced presentation of cancer in the Afro-Caribbean 
and Caucasian population. The author suggested that Afro-Caribbean patients 
should not be investigated alone with flexible sigmoidoscopy because of the 
high proportion of proximal bowel cancers. It also recommended screening 
the ethnic population at a younger age due to the younger age at which these 
patients present.  
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Socio-economic status

Only two papers, both British, were identified which examined socio-economic 
status in relation to surgical intervention for colorectal cancer. A study 
examined 653 cases of colorectal cancer among patients resident in the North 
and North-East of Scotland.14 It reported that there were few differences, 
by deprivation, in proportions of patients receiving surgery, and the times 
between referral and treatment were equal among all deprivation categories.14 
(2+) Another study of 3,200 patients undergoing resection for colon cancer 
between 1991-1994 in eleven hospitals in the central belt of Scotland found 
that the following factors significantly influenced survival following curative 
resection for colorectal cancer: age, sex, deprivation, mode of presentation 
and Dukes stage.38 The hazard ratios for patients undergoing curative 
resection varied among hospitals from 0.58 to 1.32 and for palliative resection 
from 0.73 to 1.26. The results from the study identified that there were large 
variations among hospitals in age distribution, extent of deprivation, mode of 
presentation, extent of tumour spread at presentation and pathological stage.  
The majority of hospitals had similar case mix and therefore adjustment of the 
above factors had little impact on the hazard ratios. However some hospitals 
had a skewed case mix and following adjustment the hazard ratios diverge 
markedly. Despite endeavours there are still a number of factors including the 
assessment of cure and the quality of pathological reporting which may have 
introduced bias. Outcome relative to deprivation appeared to be consistent 
within the eight hospitals. The differences identified were thought to be related 
to number of patients treated at each hospital or whether or not the surgeons 
were specialists.39 

Disability
 
The available literature in relation to disability and the surgical treatment of 
cancer was again very sparse. For the purposes of researching inequalities 
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in surgical treatment for cancer patients it was felt necessary to explore this 
using an alternative common tumour. Disability was only addressed in one 
paper, McCarthy et al, and this was in relation to breast cancer surgery.40 The 
paper identified that disabled women were less likely to receive treatment 
with breast conserving surgery, were less likely to have axiliary lymph node 
dissection and were also less likely to receive radiotherapy among the 
subgroup of the population of women who had breast-conserving surgery. This 
study population was of young women aged 21-64 years who were already 
registered as disabled at the time of diagnosis of breast cancer and had early 
stage disease (stages I-IIIA). (1+)    

Reasons for the difference in treatment proposed were: that disabled women 
were unlikely to be included in clinical trials; that physicians recommendations 
may be affected, consciously or unconsciously, by pervasive societal 
stigmatisation of certain disabilities; and misperceptions about the patient’s 
actual abilities, quality of life and preferences for care; that cancer could 
complicate patient’s perceptions of their physical and emotional well-being, 
which were already tied in complex ways to their disability. It was also 
suggested that disabled women must often consider important factors beyond 
tumour characteristics, for instance the clinical implications of their underlying 
medical conditions for cancer treatment and side-effects, as well as the 
very practical questions such as the potential effects on independent living, 
performance of daily activities, and use of mobility aids requiring upper body 
and arm strength and agility. 

Gender
 
No paper addressed surgical treatment for colorectal cancer in respect of 
gender, therefore in order to examine this inequality strand another common 
tumour was used. The literature review identified one paper that addressed 
treatment for prostate cancer and included surgical treatment as part of the 
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process. The study, carried out by Chapple and Ziebland in the UK, used 
purposive sampling to recruit 52 men with experience of a wide range of 
treatment for prostate cancer and interviews were carried out throughout the 
UK mainly in men’s own homes from 2000-01. Among issues identified by 
men during these interviews was that many men were reluctant to consult 
doctors as men do not like to be considered weak for this is a threat to their 
masculinity. In British culture it was suggested that it was not macho to seek 
help for health problems.41

  
Prostate cancer and its treatments lead to situations where there is lack of 
control over bodily functions. Both before and after treatment many men 
had urinary symptoms such as urgency or frequency. They describe the 
embarrassment and inconvenience of having to search for lavatories while out 
shopping or travelling.  One man commented that ‘I don’t believe that men are 
stronger than women or women are stronger than men. I think obviously they 
are equal but I think that the mental state of a man is such that he feels more 
let down by anything he cannot control than a woman would.’41 

Another issue raised was that in British society work has traditionally been 
seen as a major source of status and identity, particularly for men, and 
masculinity has been associated with being a breadwinner. Many men said 
that when they heard the diagnosis, one of their primary concerns was how 
they would continue to provide financially for their wives and children. Although 
some men were able to return to work after treatment, one man complained 
that treatment had affected his ability to work.41

Surgical treatment for prostate cancer often causes impotence, and many 
of the men interviewed had long-term sexual difficulties. Men who had been 
interviewed following active treatment but without hormone therapy all reported 
limited sexual function. However they did not all talk about this affecting their 
sense of masculinity.  
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Several explicitly described impotence as a small price to pay. The men 
seemed to view the impotence as being confined to lack of ability to maintain 
an erection and not loss of interest in sex and this crucial difference allowed 
them to preserve their sense of masculinity.  

No paper was found to address faith and belief issues in relation to surgical 
treatment for colorectal or any other cancer. 
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Socio-economic Status

A British study identified that socio-economic factors have been associated 
with access to specialist cancer services with the less affluent populations 
having poor access to specialist services and treatments.42 The NHS seeks 
to address this by providing a comprehensive programme of guidance 
setting national standards. The study suggested that while there was a 
small, statistically significant gradient in the direction of more frequent use of 
chemotherapy in the highest socio-economic group, the absolute differences 
were very small in comparison with variation between age groups or between 
cancer networks.  

The lack of available evidence in relation to chemotherapy treatment, 
colorectal cancer and socio-economic status necessitated the examination 
of another common tumour. From the US Griggs and Culakova studied 
breast cancer highlighting the fact that breast cancer survival rates are 
lowest among women of lower socio-economic status despite the fact that 
the incidence of breast cancer is lower in disadvantaged women.43 The study 
suggests that these disparities were due to several factors, including: more 
advanced disease in women living in higher poverty areas; higher likelihood of 
biologically unfavourable tumour characteristics; as well as obesity associated 
with worse prognosis and higher rates of co-morbid disease.
  
Another possible cause of poor breast cancer survival rates is inadequate 
adjuvant treatment. This was investigated using reduced dose treatment 
prescribed for the first cycle of chemotherapy (an indicator of intentional 
physician prescribing), for early stage breast cancer.43 Chemotherapy was 
considered to be reduced if the ratio of actual to expected dose was less 
than 0.85. The study found that breast cancer adjuvant chemotherapy was 
significantly influenced by geographic region, obesity and level of education. 
Co-morbidity, age and tumour characteristics were not associated with 
intentional dose reductions. With regard to socio-economic status, the authors
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state that the appropriate use of adjuvant therapy appears to vary according to 
the level of education, household income, and insurance status. 

Guideline concordant care is given less often to patients insured only by 
Medicare or Medicaid. (2++) The authors suggest that medical providers 
anticipate a different patient response to the same adverse effects rather 
than a different adverse effect profile according to socio-economic status. 
Dose reductions would be intended to reduce the likelihood of such adverse 
events in order to improve patient compliance with continuing therapy.  While 
speculative, however, lower social status is associated with less information 
exchange, shorter duration visits, less partnership building, and less social talk 
in physician-patient encounters. Differences in communication may heighten a 
provider’s uncertainty about the patient’s living situation, monetary resources 
and stressors, and expectations of treatment and social support. This may 
account for the intentional chemotherapy dose reduction seen in this study.43  

A study on the problem of under-use of adjuvant therapy for colorectal cancer 
examined the factors associated with non-receipt of adjuvant therapy for a 
population of colon and rectal cancer patients in California from 1994-2001.44 
The study postulated that race or ethnicity is not as strongly associated with 
the receipt of adjuvant therapy for colorectal cancer when socio-economic 
factors are included in the analysis. 18,649 patients with stage III colon cancer 
or stage II or III rectal cancers were identified from a linked data source. The 
dependent variable was the receipt of adjuvant therapy for stage III colon 
cancers and stage II and III rectal cancers. The 2000 census was used to 
provide socio-economic information at a census track level. Socio-economic 
status was evaluated as the percentage of the population living below the 
100% poverty threshold in a patient census track. The cohort was composed 
of 74% non-Hispanic White people, 6% Black, 11% Hispanic and 9% Asian.
  
In general, patients receiving adjuvant therapy were younger, with less co-
morbid disease and were more likely to have private insurance. With respect to 
socio-economic characteristics, patients receiving adjuvant therapy were more 
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educated and less likely to live below the 200% poverty threshold. Multivariate 
logistic regression identified that for patients with stage III colon cancer; 
increasing age, increasing co-morbidity, Medicaid, and low socio-economic 
status as measured by percent below the 200% poverty level decreased the 
likelihood of receiving chemotherapy. In contrast, male gender increased 
the likelihood of receiving it. For stage II and III rectal cancer, results of the 
multivariate logistic regression model predicting receipt of chemotherapy for 
patients showed that increasing age, increasing co-morbidity and low socio-
economic status decreased the likelihood of receipt of chemotherapy for both 
stage II and III rectal cancer patients. (2++) Previous studies have indicated 
both under-use of adjuvant therapy for colorectal cancer and disparities in the 
receipt of colorectal cancer treatment.44  

Several population-based studies found statistically significant differences in 
colorectal cancer treatment by race or ethnicity. However in these studies race 
or ethnicity may have been a significant factor because it was serving as a 
proxy for inadequately measured economic status or other unmeasured socio-
economic variables such as education and acculturation, e.g., the ability to 
speak English.44 McGory found socio-economic status and race or ethnicity to 
predict receipt of adjuvant therapy for colorectal cancer.44 Demonstration that 
socio-economic status is a more important determinant of receipt of adjuvant 
therapy than race or ethnicity provides more potential solutions, because 
policies targeting the poor have the potential to improve access to care and 
remove financial barriers. For example, there is some evidence that race or 
ethnicity does not affect treatment or outcome of colorectal cancer when all 
patients have equal access to care.44 

Results suggest that interventions to improve access to health care may 
alleviate some of the documented racial and ethnic disparities with respect to 
colorectal cancer treatment.  
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Age

There are indications in relation to lung, breast, ovarian and endometrial 
cancers that chemotherapy use among the elderly is less than optimal.35, 42 
Despite this there is evidence that combination chemotherapy, as a treatment 
option for colorectal cancer, can improve quality of life and prolong symptom-
free survival and overall survival, but that treatment received was significantly 
associated with age.4, 11 The proportion of patients who receive chemotherapy 
declines with age, with patients receiving adjuvant chemotherapy for Duke’s 
C carcinoma being significantly younger than those who did not, with the 
greatest effect being seen in the 75-84 and over 84 year olds.4, 11, 45 One 
study has show that 80% of patients younger than 55 years were treated with 
chemotherapy but only 11% of those 85 years and older were.45  

A substantial percentage of older patients with colorectal cancer who are 
eligible for chemotherapy are not treated. The apparent age bias persists in 
studies that were adjusted for co-morbidities and patient refusal. Co-morbidity 
and advanced age were more common reasons for not using therapy in 
patients 75 years and older than was patient refusal.45 There is information to 
indicate that older patients derive similar benefit from standard treatment for 
metastatic colon cancer as younger patients.6  (1+)

Specific Chemotherapy Agents 

5-Fluorouracil

5-Fluorouracil (5-FU) is one of the most common agents used in the 
management of colorectal carcinoma. It may be used as monotherapy, or 
combined with folinic acid, levimasole, or leucovorin, and may be administered 
as a bolus or as an infusion. It is used for both palliative and adjuvant 
treatment.   
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Researchers agree that there are similar efficacy profiles for adjuvant 5-
FU based regimens for all age groups.6, 8, 10, 12 This included similar times to 
progression and overall cancer free survival, and patients aged 65-75 years 
had a similar prognosis as younger patients in relation to colorectal cancer. 
8 (1+) Death without cancer was more common in the elderly as expected.8 
Regarding toxicity profiles bolus 5-FU regimens resulted in a higher frequency 
of stomatitis in elderly patients, though there was no association between 
age and nausea, vomiting, or diarrhoea.6, 10, 12 A study of the combination of 
5-FU and levimasole showed it was more toxic than 5-FU and folinic acid, 
with a higher incidence of grade 3 to 4 leukopenia.6, 10, 12 Constraints of the 
evidence continue to be the inclusion of only the very fit elderly in the trial, 
and lack of representation of those in the over 80 age group. When 5-FU was 
administered as an infusion for advanced disease there was no statistical 
difference in response rate and survival, with all age groups receiving equal 
benefit, though when 5-FU was administered as an infusion rather than a 
bolus, elderly patients had a lower incidence of stomatitis.6 When infusional 
5-FU and levimasole were used, the association between grade 3-4 
leucopenia in the elderly was not seen.6, 12  A pooled retrospective analysis of 
22 European trials showed that there was a significantly improved response 
rate and overall survival and progression free survival compared to bolus 
5-FU regimens.6 The elderly benefit at least as much from palliative 5-FU as 
younger patients.6 (1+) 

Capecitabine

Single agent capecitabine is well tolerated and effective in patients with 
advanced colorectal cancer over 70 years of age, and there is some 
suggestion of greater effectiveness and less toxicity than 5-FU based 
regimens.6, 10  In the palliative setting there was no interaction between efficacy 
and age, with similar tolerability, outcome, progression free survival and 
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survival times.4, 6  The increased toxicity in the palliative setting was mostly 
caused by a predictable age related decline in renal function as shown by a 
significant age related decline in creatinine clearance.6 

Irinotectan

Irinotectan has been used as second line therapy, and is associated with 
better survival in advanced colorectal cancer; specifically there are no age 
related differences in objective response or median survival between the older 
and the younger age groups.6, 9  However, the number of elderly patients in 
trials was small, patients over the age of 75 were excluded from enrolment, 
and toxicity and efficacy as a function of age were not reported.6, 10 There is 
some suggestion of greater age related toxicity in the elderly, notably grade 
3-4 diarrhoea.10  

Oxaliplatin

Oxaliplatin has been used combined with 5-fluorouracil and leucovorin in 
patients with metastatic colon and rectal cancer.6 Compared to younger 
patients the elderly did not experience greater toxicity, except for diarrhoea, 
nor was age found to be a predictor of efficacy, although the number of elderly 
in the trial was small.6 (1+) Oxaliplatin causes acute, cumulative neurotoxicity, 
which is the dose-limiting factor, and a similar response is seen in older and 
younger patients.6  
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Bevacizumab

When used in combination with 5-fluorouracil this monoclonal antibody against 
vascular endothelial growth factor resulted in clinical and statistically improved 
survival in patients with metastatic colon cancer.6 Side effects included 
haemorrhage, thromboembolism, proteinuria and hypertension.6 (1+) Trials 
have excluded patients with atherosclerosis, cardiovascular disease and those 
using anticoagulant therapy, thus excluding many patients in the elderly age 
group.6  

Complex Regimens

Combination therapy is associated with greater toxicity than a single agent 
administered alone.6 In a phase III trial which included the elderly, with 
regimens using irinotecan and 5-fluorouracil and folinic acid versus the Mayo 
Clinic Regimen (a standard 5 day bolus fluorouracil regimen), not only were 
there accumulated survival rates, but age over 65 years was predictive of 
significantly prolonged progression free survival, with a strong trend towards 
improved overall survival with triple drug therapy as compared with younger 
subgroups.10 (1+) The regimen was well tolerated.  It showed that elderly 
patients might experience outcomes with irinotecan that are equivalent to 
those in younger patients.  

Trials in the Elderly and Toxicity

Evidence has been gathered in a number of phase II trials. Trials of single 
agent 5-FU, leucovorin, capecitabine and uracil and tegafur/leucovorin show 
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these drugs to be tolerable with a response rate, timed progression and overall 
survival comparable to that expected in younger patients.9 However, the safety 
and efficacy of specific drug combinations in older patients has not been 
studied in large phase III investigations.9 Single agent irinotecan has also been 
shown to be safe and effective in second line therapy in older patients.  

Au reported that there was no data that evaluated the combined effect of 
adjuvant chemotherapy and age on overall survival for rectal carcinoma.12 
They were not aware of any reported trials, which specifically addressed 
the issue of age and toxicity with the use of pre-operative or post-operative 
combined therapy in elderly patients compared to younger patients with stage 
II or III rectal cancer. For palliative colorectal cancer therapy, of the selected 
randomised control led trials, none reviewed showed an interaction between 
age and treatment effect on overall survival. Patients who are aged 70 years 
or older and who have good performance status can be treated with adjuvant 
chemotherapy for colorectal cancer with no more toxicity than younger patients 
and can obtain similar benefits in terms of disease free survival.45  (1+)

Combination therapy is associated with greater toxicity than is observed with 
single agent administered alone. Trials in the elderly reveal that response to 
chemotherapy, median survival times and degree of toxicity in these elderly 

patients appear to be similar to those observed in younger patients.6  (1+) 

The Elderly and Early Discontinuation of Treatment

Between 30-60% of patients older than 65 years who initiate adjuvant 
chemotherapy discontinue treatment before completing the standard six-month 
course. Earlier treatment discontinuation is associated with a nearly 20-
50% increase in the risk of cancer related death.9 (1+) Mortality rates among 

Colorectal Cancer & Chemotherapy



�0

patients who received adjuvant therapy with 5-Fluorouracil and discontinued 
treatment early had a higher mortality rate than patients who completed 5-
7 months of therapy.6 Although six-month treatment may be optimal there is 
benefit from even three months’ treatment, thus discontinuing therapy four-
six months after initiation of treatment if toxicity has begun to impair patients’ 
quality of life is an option.9  

In the presence of metastatic disease an incremental approach in the elderly 
may be used, adding more agents if the regime is well tolerated.  Efforts 
to improve the use of adjuvant and palliative chemotherapy in patients with 
colorectal cancer requires an adequate assessment of patient’s medical, 
physical and social conditions.9  

The Elderly, Co-morbidities and Clinical Trials

Elderly patients have frequently been explicitly excluded by eligibility criteria 
from many clinical trials.4, 10, 46 This under-representation is more pronounced 
in trials of new agents and modalities than in trials for the treatment of 
metastatic cancer.10, 46 Studies that did enrol older patients tended to enrol a 
highly selected group of relatively robust, physiologically younger elderly, who 
may differ from the general population by other factors such as medical co-
morbidity, performance status, and different treatment demands that make it 
unclear whether trial results pertain to older patients in the clinical setting.4, 9, 

10, 46 When elderly are included in clinical trials, data obtained from the trials 
may thus also be of limited use due to the selection of the elderly who are 
monitored in clinical trials.4 
 
After adjustment for co-morbidity, stage of cancer, race and functional status, 
older age remained a statistically significant predictor of not being asked to 
participate in cancer treatment trials.6  
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The vast majority of the elderly are neither frail nor fit enough to meet stringent 
clinical trial eligibility criteria.9 The biggest challenge is to learn how to sub-
classify this middle group because they represent the majority of those 
diagnosed with cancer.9 As only limited data are available on the risks and 
benefits of specific cancer treatment regimens in the elderly, participation 
of elderly cancer patients in clinical trials should be encouraged so that 
appropriate therapies for elderly patients with cancer can be identified.6  

Furthermore, when reporting their results, investigators neither stratify 
their findings by age nor the elderly patients by level of co-morbidity. This 
combined with the varied definitions of elderly from over 60 to over 80 years 
of age results in difficulties in extending results for adjuvant and palliative 
chemotherapy use to elderly patients in a meaningful way.10

Frail and vulnerable patients seem to be the ideal candidates for a 
comprehensive geriatric-based approach, however, because little is still known 
about the effect of individual co-morbidities in the impact of cancer treatment, 
assessing co-morbidity in clinical trials is essential.46 Web-based tools such as 
“Adjuvant” may be used in predicting the benefits of adjuvant therapy in older 
patients with colon cancer and incorporating life expectancy data based on 
age.46  

Wherever possible elderly patients should be included in non-age specific 
trials, with eligibility criteria designed to be as flexible as possible. Age 
may be considered a stratification factor for the random assignment, and a 
prospectively specified subgroup analysed based on age included. An age 
specified adverse event monitoring plan may be included in the protocol to 
cease enrolment of the elderly if emerging data convincingly demonstrates that 
age is associated with an excessive risk of experiencing an adverse event.46 
 
Aging is associated with an increased instance of co-morbidities and loss 
of function, which can decrease survival and lead to a need to adapt cancer 
therapies. Co-morbidities as a competing cause of mortality can assume a 
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large role in determining survival in older cancer patients and can minimise or 
negate the benefit of adjuvant treatment.6, 46 In one study the presence of three 
or more co-morbid conditions was a strong predictor of survival independent of 
tumour stage.46 In older persons with multiple problems the Society of Geriatric 
Oncology concluded that a comprehensive geriatric assessment should 
be used in older cancer patients to detect unaddressed problems and to 
recommend interventions to improve functional status and possibly survival.46  

Chronological Age as Determinant

Bailey et al found that that differences in treatment received were not 
explained by differences in morbidity or in economic, mental, or physical 
function, self-care capacity, physical or psychological symptoms of stress, 
activity level or overall quality of life.11 Chronological age in itself was a strong 
determinant of treatment with adjuvant chemotherapy, and this is a cause for 
concern. Reduction in local or distant relapse may be of major importance for 
patients aged over 70 or 80 years as life expectancy often exceeds the time in 
which metastatic disease would affect survival. In Western Europe the average 
life expectancy of a 65-year-old was 16-19 years, and that of a 75-year-old 
as 10-12 years.9 Since 80% of colon cancer recurs within three years and 
91% patients with recurrence die by 5 years, effective adjuvant therapy would 
be expected to grant most well 75-year-old patients a number of cancer free 
years of life. In the metastatic setting the case for chemotherapy benefit is also 
compelling because colorectal cancer survival without treatment is only six 
months but exceeds twenty-four months with optimal therapy.  
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Barriers to Treatment in the Elderly

A reason proposed for the less than optimal chemotherapeutic regimens used 
in the elderly is that older patients may value their current time feeling well 
more than they value the potential for increased longevity, although increased 
use of chemotherapy in these patients could increase survival and improve 
their quality of life.9, 42 Regimes that are designed to be less toxic and therefore 
more suitable for the elderly are not recommended as they may also be less 
efficacious.46 
 
In the UK, by far the strongest determinant of use of chemotherapy appears to 
be age and its effect is remarkably insensitive to statistical adjustment for type 
of cancer or stage.42 Most patients with cancer are over the age of 65 years, 
and the choice of management must be individually considered and should be 
based on the stage of the cancer, clinical and functional status, concomitant 
disease, nutritional status and cognitive function.42 Research in Denmark 
identified reasons given for non-treatment of the elderly including concerns 
about co-morbidity, reluctance in the elderly to receive it and lack of social 
support.4 After controlling for age in their study, patients who were treated 
with adjuvant chemotherapy were in general less likely to be impaired in areas 
of social resources, e.g., marital status, living alone, frequency of visits from 
relatives and friends.11 A question of whether patients decide not to proceed 
because they deemed themselves ill-equipped to do so or whether they were 
effectively excluded because they were judged to lack some form of necessary 
support could not be resolved in this study and merits further investigation.11 
Additionally, older patients who are solitary may lack the psychological and 
physical support to sustain themselves in the face of temporary treatment-
related disability.9 Older age, being unmarried, and having co-morbid 
conditions were associated with receiving less than five months of treatment.6  
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Decision-Making in the Elderly

Simple demographic criteria, like chronological age, are not good indicators of 
what patients actually want and the best way to facilitate decisions that reflect 
patients’ and their preferences is to address each person’s situation with 
them on an individual basis. It is important also that the availability of social 
resources is not allowed to govern the provision of adequate chemotherapy 
treatment and that inequalities in health care provision are prevented.4, 6, 11 
Meulenbeld and Creemers state that co-morbidity and functional status are 
also independent predictors in the elderly and need to be assessed separately, 
an assertion borne out by the evidence base.4, 6, 9, 10, 46  

There were no papers identified that addressed the issue of chemotherapy 
treatment for colorectal cancer in relation to disability, faith and belief, gender 
and none that directly addressed the issue of ethnicity.
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There is considerably less literature on the use of radiotherapy compared 
with the significant quantity of papers regarding use of chemotherapy in the 
treatment of colorectal cancer.  To this end, papers examining other common 
tumours were used to supplement the evidence base for the impact of 
inequalities and cancer treatment.

Age

In relation to radiotherapy and age two writers have identified a decrease in 
use of this mode of treatment in relation to lung and breast cancer respectively.  

Radiotherapy for lung cancer is highly effective and well tolerated in patients 
aged 80 years and older. However, its use declined significantly with 
increasing age, and this age related decrease in its use could not be fully 
explained by the exclusion of those who were too ill to benefit from it.45  

Post-operative radiotherapy decreases local recurrences following breast-
conserving surgery and is the recommended standard of care. However, the 
frequency of radiotherapy omission significantly increased with advancing age 
and was associated with significantly reduced local control, breast cancer 
specific survival and overall survival.34  

Radiotherapy is an effective mode of treatment, whether used as an 
adjunctive therapy with surgery or in palliative care for patients with both 
colon and rectal cancer.12, 44, 47 It is known to improve local control, recurrence 
free survival and overall survival.47 It also improves the operability of bulky 
tumours, and prevents tumour spread at the time of operation.47 However, its 
use has been found to decline with increasing age, increasing co-morbidity, 
and poverty level.44 The survival benefit is not compromised by age. In a 
study in Stockholm, increased excess mortality was noted in elderly patients 
treated with radiotherapy over 75 years and receiving a short pre-operative 
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course. The causes of death were mainly cardiovascular and infectious 
complications.12 In a trial in which a four portal radiation technique was used 
rather than a two portal technique, the mortality rate was reduced from 8% 
to 2%. There is a lack of age-stratified data from large trials on the use of 
radiotherapy for colorectal cancer.10  

Ethnicity

Data from US shows that the use of chemotherapy and radiation therapy was 
significantly lower in Blacks and other races with stage II and III rectal or 
colorectal cancer compared with Whites.44, 48 No British paper addressed the 
issue of radiotherapy and ethnicity.  

Health Literacy

Health literacy and radiotherapy use was not addressed in relation to 
colorectal cancer.  This issue was addressed in research in the US in 
relation to adjuvant radiotherapy use for breast conserving surgery.37 
African-American, Mexican-American and Puerto Rican uninsured and low-
income women failed to received subsequent radiotherapy courses following 
lumpectomy for breast cancer. The study pointed out that supporting breast 
cancer treatment decision-making is more complex than just providing 
treatment information. Clear comprehensive information regarding not only 
treatment options, but also length of time required for treatment, physiological 
impact and unanticipated financial and lifestyle costs must be included. If 
disparities in survival are to be addressed the entire process and context 
of breast cancer treatment decision-making must be understood from the 
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patient perspective. Again it was highlighted that health care knowledge while 
necessary is not sufficient in supporting patient treatment decision-making, 
and the patient’s utility of knowledge is influenced by the decision-making 
context and a myriad of interpersonal dynamics. In medical decision-making 
patients are faced with foreign and technical terms, complex ideas, multiple 
options and the need to differentially weigh the relative value of unfamiliar 
choices. In order to cope, patients may reduce their decision-making burden 
using potentially maladaptive strategies such as allowing the most readily 
understood factor to prevail or denying the existence of bothersome facts.37  

Disability
 
No paper addressed radiotherapy use in relation to disability and colorectal 
cancer.  The issue of disability was addressed in relation to women undergoing 
breast-conserving surgery, who received radiotherapy less often and had a 
shorter survival than other women both for all cause and for breast cancer 
specific mortality.40 Further adjustment for differences in initial treatment did not 
diminish these disparities. The adjusted hazard ratios for all cause mortality 
were highly statistically significant across all cancer stages at diagnosis and 
the overall treatment adjusted hazard ratio was 1.98. Breast cancer mortality 
rates were also statistically significantly higher for women with a disability but 
treatment-adjusted hazard ratios by cancer stage at diagnosis were statistically 
significant for stages I and IIIA only.40 
 
It appears that even if breast-conserving surgery is preferred, physical 
impairments could prevent effective radiotherapy. A patient’s inability to lie 
flat or remain still or adequately abduct the arm may pose contraindications 
to radiotherapy. Women with disabilities who develop breast cancer may 
already confront challenges to independent living and complications of cancer 
therapy can disrupt the finely tuned adaptations. Finding reliable transportation 
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to complete a six-week course of radiotherapy may be difficult for some 
women with disabilities. One study had found that elderly women found that 
anticipating transportation problems increased the choice for mastectomy.40 
Additionally it is reported that some physicians have openly negative views of 
disability and make clinical decisions based on these perceptions, justifying 
their actions by their personal beliefs that patients have poor quality lives.40  

No papers specifically address faith and belief, gender or socio-economic 
status in relation to radiotherapy for colorectal cancer.  
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��

Summary of Section – Treatment for Colorectal Cancer 
(surgical, chemotherapy, radiotherapy)

While there is no direct research on disability and colorectal cancer treatment, 
parallels with breast cancer have revealed that disabled women were less 
likely to receive breast conserving surgery and/or dual modality radiotherapy.  
A number of factors are likely to have contributed to this outcome including the 
impact of the disability, the potential impact of the treatment and its interaction 
with the disability, the attitude of the clinician towards disabled people, and a 
number of social factors specific to the US.  Research is required in the UK 
to investigate the cancer treatment offered to people with physical or mental 
impairment and ensure that they are offered equitable care. 

The overall grading of evidence for this section is Grade C.

Research examining prostate cancer and gender highlights the key role 
socialisation of behaviour norms plays for men avoiding seeking help and 
maintaining their ‘macho’ identity.

Older people are less likely to receive surgical interventions and chemotherapy 
or radiotherapy. Where combination treatment is offered, older people are less 
likely to complete a standard course of treatment. Older people also tend to 
receive low dose chemotherapy. This can be attributed to co-morbidity issues, 
a dearth of older people in related clinical trials and being treated according to 
chronological age rather than their biological age.

Overall the available evidence for this section is Grade B.

Ethnicity fairs poorly in research findings in this area.  Due to advanced stage 
of disease at presentation, operative solutions may not be sought.  Literature is 
often not culturally sensitive and the levels of specialist jargon used can act as 
a barrier to understanding options available. Additionally, BME populations are 
not adequately represented in clinical trials.

Colorectal Cancer
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The Evidence for ethnicity and colorectal cancer is Grade C.

Once diagnosis has been made there was relatively little differential found in 
relation to poverty and surgical treatment – although it does have an impact 
on whether or not an individual has access to a specialist. Some research 
suggests that chemotherapy is used more frequently in affluent groups, 
with less affluent groups frequently being offered lower dose chemotherapy 
treatment.

The available evidence for poverty in relation to colorectal cancer is Grade C.

There were no papers to draw conclusions from in regard to faith and belief 
and sexual orientation issues and treatment for colorectal cancer. No evidence 
was identified that examined gender, socio-economic status, and faith and 
belief in relation to radiotherapy and colorectal cancer.

There was no direct evidence in relation to health literacy and colorectal 
treatment though parallels were drawn from breast cancer treatment that 
stressed the importance of providing patients with clear, impartial and culturally 
sensitive information. Without this provision it is difficult for patients to discuss 
treatment options as a mutual partner in decision making.
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Malignant bowel obstruction can be viewed as a disease managed in similar 
ways by a doctor, and as an illness – the personal experience and meaning 
of that physical condition. Illness responds to a bio-psychosocial–spiritual 
model of care based within individual meaning and his or her cultural group’s 
interpretation of the condition.49

Treatment of malignant bowel obstruction occurs in the context of palliative 
care where comfort and quality of life are the primary concerns and death 
is expected.  There are tremendous variations in how cultures view and 
understand the process of dying and death. Some issues that may be 
culturally different include issues such as truth telling, patient autonomy in 
decision-making, and the role of food and eating.49

Culture

Malignant bowel obstruction is a common clinical problem with a plethora 
of treatment options.49 End of life care for patients with malignant bowel 
obstruction is influenced by the culture of the patient and also the culture 
of the care providers.  Culture has been defined as an integrated pattern of 
human behaviour that includes language, thoughts, communications, actions, 
customs, beliefs, values and institutions of racial, ethnic, religious or social 
groups. Culture was reported to provide the meaning of life and prescriptions 
of behaviour to achieve that meaning.  Culture guides groups and individuals 
in decision-making, and strongly influences how people make meaning 
of illness, treatment and death. Culture also reflects associations such as 
religion, nationality, rural or urban setting, sexual orientation, immigrant status, 
geographic region and socio-economic status. Cultural expressions are not 
only influenced by cultural origins but also by acculturation and assimilation 
into society.49 Western Euro American cultures focus on individuality and 
autonomy in contrast to many world cultures that focus on the social collective 
and interconnectiveness.49  
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Palliative care practice has long recognised the importance of culture. 
Variations in the experience and meaning of symptoms such as pain are 
known to exist within and across cultural groups. There is also tremendous 
diversity in perspectives and traditions around the process of dying and end 
of life. In addition, common concepts of palliative care include the family as a 
unit of care and the need to involve many disciplines in providing care.49 The 
Western centrality of patient-centred approach to care may be contrasted 
with other cultures’ family-centred approach.49 In studying treatment options 
for malignant bowel obstruction it is important to consider the needs of as 
many possible ethnic and cultural groups that may require treatment for this 
condition to ensure that differing needs and perspectives are accommodated.49  
This will allow the service to be more broadly generalisable and more effective 
in accommodating culturally based differences. Future services should identify 
potential intra-group variations within the population.49  

Ethnicity

A study from the United States on end of life care explored the use of living 
wills by patients with advanced lung and colon cancer and has shown that 
White patients were more likely to have a living will and durable Power of 
Attorney for health care than African American patients (p=0.002).50 Social 
scientists have indicated that patients’ cultural and spiritual beliefs may yield 
different views about who should make decisions for the individual at end of 
life and what constitutes optimal care at end of life. African American families 
are more likely than Whites to want life sustaining measures no matter what 
the patient’s condition and are less likely to have an advanced care plan. In a 
near death condition African American patients were significantly more likely 
to desire all of the life supportive measures than White patients (p<0.001). 
A number of reasons have been put forward to explain these differences 
including the mistrust of health care system, lack of familiarity with advanced 
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care documents, economic disparities and cultural beliefs and values 
regarding the right time to die. Potential influences of religious and spiritual 
beliefs on approaches to end of life care and preferences about the use of life 
sustaining measures were not well understood.50  

Faith and Belief

There has been growing recognition of the central role of religion and 
spirituality in patients’ lives.50 Religious and spiritual beliefs have been shown 
to be integral to coping with many serious illnesses for a large number of 
patients. Efforts to increase attention to patients’ spiritual views and practices 
have largely been motivated by an understanding of the limitations of scientific 
medicine alone in mitigating suffering at the end of life. Attention to patients’ 
spiritual views is essential not only to the holistic care of patients, but also to 
the understanding of how patients make decisions at the end of life, including 
whether or not they choose to engage in advanced care planning. Some 
researchers have indicated that religion and spirituality play a more important 
role in coping for African American patients than for White patients.50  

Religiosity was defined as a more formal and institutionally based expression 
of belief.  Spirituality was regarded as an individualised relationship to the 
transcendent.  Research explored three specific domains: ‘collaborative 
religious coping’ defined as seeking control through a partnership with God or 
a higher power; ‘active religious surrender’ defined as actively giving up control 
to a higher power; ‘seeking spiritual support’ defined as searching for comfort 
and reassurance through the love and care of a higher power.  

True’s research identified that religion and spirituality were a source of strength 
or support to cope with illness. When a sample of 68 patients were asked 
the question “Where do you get your strength and support to cope with your 

End of Life Care



��

cancer?” patients cited religion or spirituality as a source of strength more 
often than anything else. Of 68 patients, 43 said the religious spiritual faith was 
a source of strength, whereas the next most often mentioned source, spouse 
or family, was cited by 29 patients.50  

The greater the extent to which patients reported working together with a 
higher power, belief in divine intervention and using spirituality to cope with 
their illness, the less likely they were to have a living will. The greater the 
extent to which patients reported working together with a higher power, the 
more likely they were to wish cardiopulmonary resuscitation in a near death 
situation. Similarly, turning to a higher power for support, belief in divine 
intervention and using spirituality to cope with illness, were correlated with 
preferences for Cardiopulmonary resuscitation (CPR) in the near death 
situation. Turning to a higher power for support and belief in divine intervention 
were both associated with preferences for CPR after controlling for ethnicity. 
The greater the extent to which patients used each of the three dimensions of 
spiritual coping the more likely they were to want mechanical ventilation and 
tube feeding in near death situation. However, these associations were weaker 
and not usually statistically significant. As far as hospitalisation in a near death 
situation was concerned, 87% of African American patients said they would 
want to be hospitalised compared to 66% of White patients. After controlling 
for ethnicity, using spirituality to cope with the illness was the only one of the 
three criteria that remained statistically significant.50  

In cases where patients’ spiritual and religious beliefs play a key role in their 
decisions, there may be no easy solution to fundamental disagreements about 
the value of life sustaining treatments. In such cases, input from chaplains or 
other clergy as well as greater attention to the patient’s spiritual views on the 
part of clinicians can help diffuse tension, foster understanding and aid in the 
negotiation of a mutually acceptable care plan.50  

No other significant equality issues were explored in relation to “end of life 
care”. 
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Summary of Section – End of Life Care

While limited in scope, evidence suggests end of life care is a complex mix 
of personal, clinical, spiritual and socio-cultural considerations.  Western 
approaches to patient-centred delivery may be at odds with inclusion of the 
wider cultural needs of patient, family and community. There are still significant 
gaps in delivering inequality-sensitive end of life care.
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Cancer services remain one of the most utilised areas of our health service.  
However, the complexity of treatment regimes, the sensitive nature of the 
illness, the prevailing social stigma and taboo relating to cancer and the 
diverse nature of the client groups requiring access to services, combine to 
create an environment that must be managed at both macro and micro level to 
deliver appropriate care.

This literature review has focused on only a small area of cancer related 
activity, further defined through an inequalities lens. The conclusions may 
confirm some previously held conceptions, adding depth to understanding and 
awareness. In addition, this work has served to highlight gaps in understanding 
that require further examination to better understand the complexities of 
services and how they match the needs of lives that do not readily conform to 
dominant or normative cultures, beliefs and behaviours.

The conclusions for this report are diverse in nature. Whilst there are recurring 
themes throughout, the perverse symbiotic nature of inequalities can make it 
difficult to isolate any one issue and reach conclusions on its impact on cancer 
care. In addition, the research has taken evidence from a number of countries, 
some with distinct differences in the design and delivery of health care 
programmes. For instance, US research may vary in its utility or applicability 
due to differentials in ethnic concentrations at point of research and the 
prevailing reliance on private health insurance as a curative aid.

To simplify findings, the conclusions are presented by section as a reflection of 
the report structure.

Conclusions
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Epidemiology

To unpack the potential influence of inequalities in cancer care, it is important 
to first understand the prevalence of disease by equality group. Colorectal 
Cancer is certainly influenced by age.5, 6, 8-10 Colorectal tumours appear more 
frequently in older people with almost half of all European patients receiving 
their first diagnosis after the age of 75.6 Given the increasing life expectancy of 
our population, and a broadening range of co-morbidity factors in later life, we 
will be treating significantly more older people with more complex needs in the 
years to come.

There has been an appreciation of the correlation between poverty and ill 
health for a number of years. While the relationship between prevalence 
of colorectal cancer and poverty may be debatable, there appears to be 
conclusive evidence of the relationship between poverty and delay in 
presentation and post-diagnosis life expectancy. This will be further discussed 
within the socio-economic conclusions section.

Ethnicity is one of the most well researched areas in relation to inequalities 
and cancer treatment though much of this work has been undertaken outwith 
the UK. An epidemiological overview would suggest that as ethnic populations 
grow, the prevalence of colorectal cancers would also increase within this 
group. However, it is difficult to determine from the research whether increased 
prevalence in disease, more advanced stage presentation and shorter post-
diagnosis life expectancy can be solely attributed to a person’s ethnic status as 
the majority of subjects studied had to also contend with low socio-economic 
status and a range of other co-morbidity factors.

Colorectal cancer’s status as an ‘equal opportunities’ disease for men and 
women may be a misnomer, leading a reader away from more implicit gender 
and sex considerations. While evidence would suggest parity in prevalence, 
the social constructs of gender and the biological constructs of sex will 
determine very different outcomes for men and women, with men being more 
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likely to present with the disease at a younger age and with a wider range of 
co-morbid factors present (relating to gendered risk factors such as poorer 
diet, higher alcohol consumption etc.) Subsequently, their post diagnosis 
survival is poorer than that of women.

Screening 

If the premise that knowledge, money, power and prestige afford multiple 
opportunities to avoid risk of disease, then it must follow that those who are 
dis-empowered, poor and lack mainstream status in society will have the least 
opportunity to remain healthy.21

We can conclude from the research review that people living in relative 
economic poverty both perceive screening differently and are offered 
screening differentially. Fatalistic beliefs and increased stress levels derived 
through perpetually contending with more acute daily living pressures, 
provided a pre-screening psychological profile that was more compliant to 
disease development than active prevention and intervention.24, 25 The link 
between socio-economic status and educational attainment supported this 
self-harming philosophy. 

The practical restrictions of being poor are also a defining factor in accessing 
screening programmes, though this tended to be truer for US studies where 
health insurance provision may include screening costs.26 However, fatalistic 
attitudes combined with a personal acknowledgement that screening may 
lead to treatment that will in turn have an impact on re-planning routines with 
potential cost implications should not be overlooked.

As previously detailed, ethnicity remains a focal point of interest when 
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discussing inequality related issues within cancer care. Evidence in relation 
to ethnicity and screening continues to support the argument that a person’s 
cultural background has a direct bearing on their ability to access and be 
supported through services. Studies have concluded that ethnicity is a 
predictor of low screening uptake and there is evidence to suggest that those 
from diverse ethnic backgrounds who are screened have a higher incidence 
of positive testing.3, 25, 27-29 Studies of African Americans showed later stage 
disease detection through screening and generally had fatalistic views, 
mistrust of health services, low educational achievement and low health 
literacy. Added to this were findings of explicit instances of discrimination within 
health services that compound wider social discrimination and led readers 
to conclude that health inequalities (i.e. the barriers that present themselves 
within health care settings) are a continuation of the discriminating factors that 
individuals are exposed to in daily life.

A constant factor within socio-economic status and ethnicity is health literacy 
and thus conclusions about the impact of health literacy on an individual’s 
ability to access screening are intrinsically linked to these factors. Where 
poverty and ethnicity are present within screening, evidence would suggest 
that health literacy and therefore understanding of procedures, possible 
outcomes and the related disease, would be lower.31

Age, like ethnicity and socio-economic deprivation, may have an inverse 
relationship with screening in that the older a person is, the less likely they 
are to uptake screening invitations.25-27 However, there are national variations 
that complicate this conclusion. The former is true for US studies, where older 
people had higher rates of cancer fatalism, less knowledge of cancer issues 
and lower levels of formal education.25, 27 UK studies however have found 
that age and screening are conversely proportional and that younger cohorts 
are less likely to uptake screening invitations. The Scottish bowel screening 
programme will be targeted at individuals aged 50-74 years, the English 
programme is targeted at people aged 60-69 and about half of all tumours 
occur in patients 75 years and older. 

Conclusions



�0

Some public health experts have recommended raising the current breast 
screening age cut-off from 70 to 75 as the benefits of screening this higher age 
group increase with age. However, older people presenting for screening may 
also have increased co-morbidity risk factors and a more detailed assessment 
of suitability would have to take place.

Gender remains a factor with little consideration in screening research. 
Despite this, the limited information available shows that men continue to be 
more reluctant to uptake screening invitations despite having higher rates of 
positive testing and higher positive predictive value for cancer and neoplasia.29

This literature review found no papers relating to screening in relation to faith 
and belief or disability.
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Surgical

Despite the prevalence and diverse nature of disability within our societies, 
this issue is under-represented within research findings. The only paper 
with relevance focused on breast cancer and found disabled women were 
less likely to receive breast-conserving surgery and those who did were 
then less likely to receive dual modality radiotherapy.40 The reason for this 
treatment inequity may be attributed to a gap in clinical trials that included 
disabled women, the physical limitations of the disability that may have 
impeded surgery and limited quality of life post treatment. However, it was 
also stated that clinicians might have their judgement swayed through societal 
stigmatisation of some disabilities.

While there were no papers available to reach a conclusion on the impact of 
gender on surgery for colorectal cancer, papers relating to prostate cancer 
highlighted the pervasive nature of gender socialisation with men avoiding 
help-seeking behaviour because it was not seen as ‘manly’.41 Living up to the 
macho stereotype could be considered as self-harming behaviour, with men 
avoiding treatment in case they lose their position as the ‘breadwinner’, though 
for many this was a fear with real practical considerations for provision for their 
families.

The literature on health literacy and surgery draws heavily on the lack of 
culturally sensitive information and the appropriateness of discussion of choice 
for people who are not able to communicate effectively using the medical 
terminology of health care physicians. This had a significant impact on options 
made available to patients, but was also coupled with a lack of understanding 
regarding other decision making facets including culture, attitudes and 
experience.37

The literature on ethnicity and colorectal surgery paints a relatively depressing 
picture.  The limited evidence found suggests that stage of disease at 
presentation (within Afro-Caribbean populations) is so advanced that little or 
no operative solutions are sought.17 
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Several papers were available relating to age and surgery for colorectal 
cancer.  Evidence would suggest that there is an under-representation of older 
people in surgical trials and thus limited knowledge about response to surgical 
procedures.4, 10, 46 In lieu of this, older patients are treated according to their 
chronological, rather than biological age, leading to a removal of treatment 
within groups where it could be an effective option.8

Two UK papers were identified that discussed colorectal surgery and socio-
economic status.14 They conclude that once diagnosed, there was relatively 
little difference in surgical treatment in relation to socio-economic status.  

There were no papers to draw conclusions from relating to faith and belief 
issues.

Chemotherapy

There was scant evidence on which to draw conclusions from in relation to 
chemotherapy treatment for colorectal cancer and disability, faith and belief 
and gender and none that directly addressed issues of ethnicity.

Socio-economic anomalies do exist to some degree within chemotherapy 
recording with some studies suggesting that chemotherapy use is more 
frequent amongst more affluent groups and under-represented in lower socio-
economic groups.42-44 The use of socio-economic status as a marker captures 
a number of other inequality issues, as poverty is often the constant factor in 
issues relating to ethnicity, disability, gender and health literacy.

Several studies looked at age and chemotherapy with the conclusion that 
even taking into account age-related co-morbidities, older people are under-
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represented in chemotherapy figures.35, 42 Again, strong references are made 
to the dearth of older people recruited to chemotherapy trials, a resulting bias 
that precludes them from treatment. Indeed clinical trials that do include older 
people tend to select individuals who have no known co-morbidity factors and 
so, are not a true representation of the wider older population.4, 9, 10, 46

Radiotherapy

It is difficult to draw conclusions from the evidence presented as no papers 
refer explicitly to radiotherapy and faith and belief, gender or socio-economic 
status.  However, some research supports chemotherapy findings in that use 
of radiotherapy appears to be significantly lower for ethnic minorities.44, 48 

Disability may be a consideration when prescribing radiotherapy if the nature 
of the disability means an individual is unable to receive the treatment. 
However, access to reliable transport to complete a six-week radiotherapy 
course was a consideration and in the case of breast conserving surgery 
followed by radiotherapy, may have led some women to opt for a mastectomy 
rather than a course of treatment.40

Evidence would suggest that without a reasonable level of health literacy, 
patients could quickly become disorientated by the collective, jargonistic 
terminology that can be common in this area of treatment.37

Chemotherapy, like radiotherapy, appears to be a decreasing option the older 
one becomes, despite some evidence to show its effectiveness in people over 
80 years.34, 45, 47 Again, the lack of older people participating in radiotherapy 
trials significantly restricts the opportunity for learning and increasing its use.10
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End of Life Care

The limited information about end of life care and inequalities makes it difficult 
to draw any conclusions, though the very fact that information is so limited 
perhaps presents a valid conclusion in its own right. That said, remaining 
conclusions that may be drawn are that end of life care is a complex process 
that must take into account the diverse range of personal, cultural and societal 
influences on both the individual and their care support systems.49 Also 
the ability to plan for end of life may be supported and/or determined by an 
individual’s religion and spirituality with a growing understanding of how central 
these beliefs are to effective service provision.50
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Summary of Conclusions 

As stated in the introduction to this section, inequalities feature significantly in 
terms of their impact on an individual’s ability to access screening, treatment 
and appropriate end of life care. Where measures are not put into place to 
provide equity of care, those who experience societal inequalities will expect 
and experience them within clinical care in relation to colorectal cancer. The 
nature of the experience is not necessarily determined by one single predicating 
factor, rather that several factors can combine to determine a positive or 
negative service journey for an individual. 
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This literature review has identified several factors that contribute to 
poorer outcomes for several groups in the UK population. The resulting 
recommendations have been made in the appropriate sections for the specific 
inequalities to which they relate.  However, as the literature suggests, it is 
frequently the case that a given group does not experience one inequality 
in isolation, but rather there is frequently a cluster of factors contributing to 
the inequalities which people experience. Thus in designing and delivering 
cancer services it is important to be aware of the complex interplay among 
the different factors contributing to the patients’ experience.  For instance, it is 
not sufficient to appraise services for people with a disability in isolation when 
there is clear evidence that disabled people may be further disadvantaged 
through exposure to poverty, gender, race or age.

There were apparent gaps in the extant literature, namely in connection to 
people with a physical or mental illness or impairment, faith and belief and 
end of life care. This report recommends that further research is conducted to 
improve the understanding of the impact of inequalities in these areas.

Age

Older people are under-represented in many clinical trials, and where they 
have been included, the participants have generally been unrepresentative 
of the population of the elderly who develop colorectal cancer.  Therefore, 
the effects of cancer treatment in this population (both the benefits and the 
side-effects) are not well understood.  While some may be excluded due to 
co-morbid illnesses that increase with age, many are excluded due to societal 
beliefs and values regarding the elderly.  

Recommendations



��

Elderly people not selected on the basis of strict health criteria should routinely 
be included in trails, and results should be reported with stratification for 
benefits and side-effects by age, to improve the understanding of cancer 
treatment in the elderly. 

Ensuring that health information is accessible to older people is also critical.  
Language used should be comprehensible and an understanding of cultural 
beliefs commonly held within this age group is imperative.

Socio-economic Factors 

It is already widely recognised that economic status and poor health are 
inextricably linked. Throughout the research reviewed, poverty was a key 
factor in enabling or disabling access to screening and treatment. Experience 
of poverty should therefore be seen as an important risk factor for delaying 
presentation of disease and for not negotiating the complex care pathways 
available within services. If services are to offer equitable access, then a 
broader understanding of poverty and its consequences is required within 
cancer planning.

Efforts must be made to ensure that screening invitations to populations living 
in areas of deprivation take account of the particular difficulties and commonly 
held beliefs among this population, such as: cancer fatalism, health literacy 
and the knowledge and educational achievement of people who are without 
money, power or prestige in our society. Ultimately this will mean those who 
deliver services target efforts appropriate to meet the needs of this group.  
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Regular review of screening and treatment services and the development 
of strategies to encourage “hard-to-reach” groups to take up screening, by 
health boards, are essential to ensure that colorectal cancer does not become 
another disease with a strong socioeconomic gradient, where currently none 
exists.  

Gender

In some ways it is difficult to discuss gender without first addressing sex. Sex 
refers to the anatomical differences and affects where and when cancers 
will develop. However, while colorectal cancer has been described as an 
‘equal opportunities’ cancer, an individual’s gender (beliefs and values about 
behaviours appropriate for our sex) influence how they understand and seek 
help. Men are less likely to participate in screening programmes and are more 
likely to delay presentation. They are also more vulnerable due to a range of 
factors that will impact on both quality and length of life, such as hormonal 
influences, lifestyle decisions (for example, diet, alcohol, and smoking), and 
health behaviours (such as seeking early treatment or preventive health care). 
Screening programmes need to be presented in such a way that it is seen as 
beneficial for men to participate in them and it becomes their responsibility 
to maintain good health for their own and their families benefit. This could 
contribute to closing the gap between the genders and improve health 
outcomes for both men and women. This may be achieved by helping men 
recognise the potentially harmful nature of stereotypes such as refusing to 
acknowledge weakness or illness and delaying seeking help, and by enabling 
men to understand that caring for yourself strengthens the ‘macho code’ rather 
than betrays it.
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Ethnicity 

There is evidence that some ethnic groups are at higher risk of developing 
colorectal cancer at an earlier age than others, and also that the site of 
the tumour varies according to ethnicity. While much of this research was 
carried out in the US, evidence suggests that a similar pattern may also be 
observed in the UK. Further research is warranted to confirm the relevance 
of these findings for our local population. Should these findings be confirmed 
it will be important to ensure that screening services are made available for 
these ethnic minority groups and are offered at an appropriate age to allow 
the detection of pre-malignant changes and localised tumours while curative 
treatment is possible.
  
In addition, ethnicity may present additional barriers to accessing screening 
and treatment services. Screening programmes must be accessible not only to 
populations who are White, affluent, English speaking and educated, but also 
for the poor, non-English speaking and socioeconomically deprived population 
whose risk of colorectal cancer may be increased. Cultural beliefs and health 
literacy of these groups should also be taken into account.  

Health Boards should monitor screening programmes to ensure that they are 
including ethnic minorities and that there is equitable access to health care.  

Disability

There was no information on colorectal cancer and screening or treatment for 
disabled people. As with older people, disabled people are under-represented 
in many areas of screening and treatment. Evidence from breast cancer 
treatment suggests that some of this may be attributed to the nature of the 
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disability and its influence on the patients’ quality of life. However, it has been 
suggested that social stereotyping and the stigma of disability prevent access 
to appropriate care.  
 
It is therefore vital that practitioners ensure that treatment is not withheld on 
the basis of social stereotypes of disability and informed decisions are made in 
conjunction with patients to assure the most appropriate care.   

As for all inequalities, services must ensure consideration is given to the needs 
of disabled people. Health information, physical access (including transport) 
and staff attitudes should all be reviewed to ensure equity of provision.

Religion and Faith

There was relatively little information available relating to religion and faith 
and colorectal cancer. As this may have a significant impact on patients in 
relation to participation in screening programmes and acceptability of a range 
of treatment options, this appears to be a significant gap in the evidence base. 
Experience of cancer and the associated treatments can be an overwhelming 
experience for many, and thus, where an individual incorporates religion or 
belief systems into their lives, they would be expected to have a significant 
role in their experience and treatment decisions at this time. Further research 
is required to explore the potential to use faith and belief in providing the most 
appropriate care.  
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Health Literacy

Health literacy was inextricably linked to most factors that could potentially 
impact on of the occurrence of cancer and its management.  Poor health 
literacy presented an additional barrier between patients and medical services. 
The ability of services to effectively engage and communicate with patients is 
critical for optimum delivery of care and positive health outcomes. Information 
must be communicated to patients in a manner and form appropriate for their 
needs. Thus understanding the context of cancer services from the patients’ 
perspective is imperative. The complexity of treatment options, benefits and 
side effects must be translated into a language accessible to all and time must 
be given for thorough consultation and confirmation of understanding. This 
consultation must also take into account the wider variables in an individual’s 
life (for example, poverty, ethnicity, and belief) as health literacy is created 
through a multitude of experiential factors.

End of Life Care

End of life care is conspicuously absent in the current body of research and 
must be given special mention in the recommendations. While the primary 
paper studied considerations for research within end of life care and the other 
focused on differentials in life sustaining interventions and their relationship to 
ethnicity and faith and belief, they also highlight considerations for delivering 
more holistic end of life care.49, 50  

Holistic end of life care should consider the specific needs of the patients at this 
crucial time.  Consideration of the cultural, religious and belief support networks 
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of patients including family are essential to ensure that their care needs are 
met and preparation for a “good death” is permitted.
  
It is strongly recommended that additional work be undertaken in this area to 
better understand how end of life care and inequalities mesh to help ensure 
that all possible steps are taken to support this challenging stage of care.

Lesbian, Gay, Bi-sexual and Transgender People (LGBT)

From the outset, the literature review sought evidence relating to the six 
Fair for All strands, including sexual orientation and gender status. The 
literature review was unable to identify information on lesbian, gay, bisexual or 
transgender people.  However, it would be appropriate to ensure that there is 
no discrimination in access to care and that the needs of lesbian, gay, bisexual 
or transgender people are considered in the design and delivery of services.

In conclusion, this literature review has revealed variations in the occurrence of 
disease in certain population groups, and the need to understand and account 
for experience of inequalities when designing and delivering NHS services.  

Our diverse communities cannot and should not receive a ‘one size fits all’ 
response to their needs.  It is clear that where this approach continues as the 
status quo, sizeable numbers of the most vulnerable within our society will 
continue to be at risk of falling through the health ‘net’.

Ensuring that health services take account of the specific needs of vulnerable 
populations at the stage of planning services will help to ensure that the 
service provided is most appropriate for our populations’ health needs.  It 
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should also facilitate discussion between patients and practitioners around the 
planning and provision of the most appropriate care for each individual.  

The colorectal cancer screening and treatment service re-design (and its 
associated methodologies) informed by this literature review, will form part of 
a collective of evidence collated by the Scottish Government under the ‘Better 
Together’ programme of activity.  The programme will form part of continuing 
activity to enhance equity of care, improving quality and delivering services 
that are truly fair for all. 
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Literature Search Results: Inequalities and cancer care, 
diagnosis, screening, treatment and epidemiology. 
(November 2007)

Databases searched:   Medline, Embase, Cinahl, Cochrane, PsychInfo
Internet:   No
Limits applied:   English, last 10 years (1997-2007), human(s)

Subject Headings: 
Neoplasm; public health; health education; “Delivery of Health Care”; health 
policy; health service accessibility; health services; health promotion; primary 
prevention; mass screening; treatment outcome; drug therapy; therapeutics; 
surgery; patient education; “Attitude of health personnel”; social marketing; 
preventive health services; health care delivery; health care services; health 
care policy; health care utilization; prevention; health personnel attitudes; 
screening; cancer screening; chemotherapy; radiation therapy; surgery; 
treatment outcome; cancer surgery; cancer prevention; health policy; health 
screening; surgery, operative; socioeconomics; social status; ethnic group; 
“ethnic and racial group”; “ethnic or racial aspects”; race; sexuality; attitude 
to sexuality; gender; gender identity; disabled person; religion; ethnology; 
poverty; age; aged; employment status; reading; writing; social belief; 
vulnerable populations; socioeconomic factors; social class;  age factors; 
continental population groups; educational status; culture; religion; cultural 
deprivation; psychosocial deprivation; unemployment; poverty areas; minority 
groups; gender bias; sexism; race factors; disabled; “Religion and Religions”; 
special populations; sociocultural factors; ethnic identity; “Racial and ethnic 
groups”; “Race and ethnic discrimination”; “Culture (Anthropological)”; 
“Disabled (Attitude towards)”; religious beliefs; employment status; at risk 
populations; “Age (attitudes towards)”; age discrimination

Keywords:   cancer (truncated), inequality (truncated)
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Literature Search Results: Inequalities and colorectal 
cancer. (January 2008)

Databases searched:   Medline, Embase, Cinahl, Cochrane, PsychInfo
Internet:   No
Limits applied:   English, last 10 years (1997-2007), human(s)

Subject Headings: 
Neoplasm; colorectal neoplasm; socioeconomics; social status; ethnic group; 
“ethnic and racial group”; “ethnic or racial aspects”; race; sexuality; attitude 
to sexuality; gender; gender identity; disabled person; religion; ethnology; 
poverty; age; aged; employment status; reading; writing; social belief; 
vulnerable populations; socioeconomic factors; social class; age factors; 
continental population groups; educational status; culture; religion; cultural 
deprivation; psychosocial deprivation; unemployment; poverty areas; minority 
groups; gender bias; sexism; race factors; disabled; “Religion and Religions”; 
special populations; sociocultural factors; ethnic identity; “Racial and ethnic 
groups”; “Race and ethnic discrimination”; “Culture (Anthropological)”; 
“Disabled (Attitude towards)”; religious beliefs; employment status; at risk 
populations; “Age (attitudes towards)”; age discrimination 

Keywords:   cancer (truncated), inequality (truncated)
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Literature Search Results: Bowel cancer, screening, 
chemotherapy and inequalities. (February 2008)

Databases searched:   Medline, Embase, Cinahl, Cochrane, PsychInfo, BNI
Internet:   No
Limits applied:   English, last 10 years (1997-2008), human(s)

Subject Headings: 
Socioeconomic status; sociocultural status; social class; sexuality; poverty; 
ethnic identity; “racial and ethnic groups”; “race and ethnic discrimination”; 
“culture (anthropological)”; “Disabled (attitudes towards)”; education; minority 
groups; colon disorders; neoplasms; cancer screening; health screening; 
drug therapy; colonic neoplasms; colorectal neoplasms; mass screening; 
rectal neoplasms; socioeconomic factors; gender identity; aged; age factors; 
continental population groups; ethnic groups; disabled persons; educational 
status; culture; religion; vulnerable populations; chemotherapy; colon cancer; 
rectum cancer; cancer screening; screening; mass screening; socioeconomics; 
social status; “ethnic and racial groups”; “ethnic or racial aspects”; race; 
“attitude to sexuality”; gender; ethnology; reading; writing; gender bias; sexism; 
race factors; educational status; age factors; “attitude to sexuality”

Keywords:   inequality (truncated), “bowel cancer”, screening,   
    chemotherapy (truncated)
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Literature Search Results: Chemotherapy and inequalities 
in the UK. (March 2008)

Databases searched:   Medline, Cochrane, Embase, BNI, Cinahl, PsychInfo,  
    AMED
Internet:   No
Limits applied:   2002-2008; English; humans

Subject Headings: 
antineoplastic agents; drug therapy; radiotherapy; sexuality; disability; 
socioeconomic factors; culture; ethnic group; Great Britain; cancer 
chemotherapy; cancer radiotherapy; gender issues; health inequalities; 
transcultural care; “culture and religion”; chemotherapy, adjuvant; radiotherapy, 
adjuvant; gender identity; ethnic groups; continental population groups; 
minority groups; disabled persons; sexual behavior; religion; social class; 
poverty; UK; race; disabled person; cultural anthropology; United Kingdom; 
chemotherapy, cancer; “religion and religions”

Keywords:   bisexual, gay’ lesbian, homosexual, transsexual,   
    transgender, LGBT, masculinity, femininity, inequality  
    (truncated), belief, UK, Great Britain
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Literature Search Results: Bowel cancer, palliative care 
and inequalities. (April 2008) 

Databases searched:   Medline, Embase, BNI, Cinahl, Cochrane, 
Internet:   No
Limits applied:   English, last 10 years (1997-2008), human(s) 

Subject Headings: 
Age Factors; Aged; Bowel Cancer; Colon Cancer; Colon Tumor; Colonic 
Cancer; Colonic Neoplasms; Colorectal Cancer; Colorectal Neoplasms; 
Colorectal Tumor; Continental Population Groups; Culture; Disabled Persons; 
Educational Status; Ethnic Groups; Gender Identity; Intestine Cancer; 
Minority Groups; Palliative Care; Poverty; Poverty Areas; Rectal Cancer; 
Rectal Neoplasms; Rectum Tumor; Religion; Sexual Behavior; Sexuality; 
Socioeconomic Factors; Social Class; Terminal Care; Vulnerable Populations

Keywords:   Bisexual, “Bowel Cancer”, “end of life care”,    
    Femininity, Gay, Homosexual, Lesbian, 
    LGBT, Masculinity, “Terminal Care”, Transgender,   
    Transsexual,
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Literature Search Results: Bowel cancer, inequalities and 
screening. (June 2008) 

Databases searched:   Medline, Embase, BNI, Cinahl, Cochrane
Internet:   No
Limits applied:   English, last 10 years (1997-2008), human(s) 

Subject Headings: 
Age Factors; Aged; Bowel Cancer; Cancer Prevention & Screening; Cancer 
Screening; Colon Cancer; Colon Tumor; Colonic Cancer; Colonic Neoplasms; 
Colorectal Cancer; Colorectal Neoplasms; Colorectal Tumor; Continental 
Population Groups; Culture; Disabled Persons; Educational Status; Ethnic 
Groups; Gender Identity; Intestine Cancer; Mass Screening; Minority Groups; 
Poverty; Poverty Areas; Rectal Cancer; Rectal Neoplasms; Rectum Tumor; 
Religion; Screening; Sexual Behavior; Sexuality; Socioeconomic Factors; 
Social Class; Vulnerable Populations 

Keywords:   Bisexual, “Bowel Cancer”, Cancer Screening,   
    Femininity, Gay, Health Screening, Homosexual,   
    Lesbian, LGBT, Masculinity, Transgender, 
    Transsexual
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Appendix 7

Literature Search Results: Bowel cancer, inequalities and 
surgery. (June 2008)
 
Databases searched:   Medline, Embase, BNI, Cinahl, Cochrane
Internet:   No
Limits applied:   English, last 10 years (1997-2008), human(s) 

Subject Headings:
Age Factors; Aged; Bowel Cancer; Cancer Surgery; Colon Cancer; Colon 
Tumor; Colonic Cancer; Colonic Neoplasms; Colorectal Cancer; Colorectal 
Neoplasms; Colorectal Tumor; Continental Population Groups; Culture; 
Disabled Persons; Educational Status; Ethnic Groups; Gender Identity; 
Intestine Cancer; Minority Groups; Poverty; Poverty Areas; Rectal Cancer; 
Rectal Neoplasms; Rectum Tumor; Religion; Sexual Behavior; Sexuality; 
Socioeconomic Factors; Social Class; Surgery; Vulnerable Populations
 
Keywords:   Bisexual, “Bowel Cancer”, Femininity, Gay,    
    Homosexual, Lesbian, LGBT, Masculinity, Surgery,  
    Transgender, Transsexual
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Cancer Reform Strategy 
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Note 

 
Parts of the Cancer Reform Strategy refer to health issues, like smoking, where lead 
policy responsibility resides outside of cancer.  These policy areas are developed 
with cancer in mind but are published separately.  For equality impact assessments 
on these areas consult the relevant publications from the Department of Health.  

 
 
 

 
 
 
 



1. Inequalities and the Cancer Reform Strategy 
 

1. One of the key aims of the Cancer Reform Strategy (CRS) is to reduce inequalities in 
cancer services and outcomes. Indeed an entire chapter of the CRS is devoted to 
reducing cancer inequalities.  This aim forms part of the wider Department of Health 
strategic objective set out in the recent Government Comprehensive Spending 
Review to achieve: 

 
“Better Health and Well-being for All: helping you stay healthy and well, 
empowering you to live independently, and tackling health inequalities.” 

 
2. This Equality Impact Assessment (EqIA) sets out the current cancer inequalities and 

actions to reduce and eliminate these inequalities.  It then assesses the policies set 
out in the CRS for the differing impact they could conceivably have on different 
population groups.  These groups are defined as Age, Disability, Gender, Race, 
Religion or Belief and Sexual Orientation and Gender Identity.   

 
3. These inequality areas are covered in law by the: 

 
 Sex Discrimination Act 1975 (as amended); 
 Race Relations Act 1976 (as amended by the Race Relations (amendment) 

Act 2000); 
 Disability Discrimination Act 1995; 
 Disability Discrimination Act 2005; 
 Human Rights Act 1998; 
 Employment Equality (Sexual Orientation) Regulations 2003; 
 Employment Equality (Religion or Belief) Regulations 2003; and  
 Gender Duty in the Equality Act 2006.   

 
4. Although not covered in law and thus not a legal requirement of an EqIA 

socioeconomic deprivation is also considered as it has been found to play a 
significant role in differing cancer outcomes. 

 
5. The purpose of assessing the policies in the CRS for the differing impact they have 

on different groups is that where any differences are found these can be mitigated 
and in rare cases justified on the grounds of the greater good.  In addition by 
conducting an EqIA potential policies are improved in relation to inequalities before 
they become Government policy. 

 
6. This EqIA has been developed concurrently with the CRS.  The high level advisory 

board of patients, clinicians, charities and other cancer experts that advised ministers 
on the strategy considered inequalities as an important part of their remit.  The 
working groups that were established to look at specific cancer topics, such as 
awareness and patient experience, also contributed to this EqIA.  The advisory board 
and working groups were comprised of a diverse group of individuals and individual 
expertise, which has had a positive impact in developing the CRS and this EqIA.   
Over 1000 people from a wide range of backgrounds and specialties have been 
involved in advising on the CRS. 

 
7. In addition a specific meeting was held with specialists in the inequality areas.  This 

assessed the main themes of the CRS for potential inequalities.  The meeting also 
considered how to identify inequalities in the future and the benefit of more 
appropriate data collection. 

 



8. Department officials have also attended a number of outside meetings and events to 
help inform this EqIA.  These include a conferences (such as on cancer and men and 
teenagers), numerous events organised by charities and specific minority community 
groups. 

 
9. More broadly the Department of Health assisted by experts in the cancer community 

conducted a search to identify current cancer inequalities.  The results of the 
advisory board, inequality group, other meetings and this search have informed the 
policies in the CRS. 
 



2. The purpose of the Cancer Reform Strategy 
 

10. In 2000 the Government published the first comprehensive plan to tackle cancer. The 
NHS and the Department have achieved, or are on the way to achieving most of the 
commitments set out in the Cancer Plan.  These include:  
 

 Falling cancer mortality by around two per cent a year in people under 75; 
 Improving survival rates; 
 Improving patient experience; 
 Extended screening programmes; 
 Achieving a reduction of over 6% in the mortality inequalities gap;  
 Achieving a reduction in waiting times’; 
 Establishing multi-disciplinary teams; 
 Introducing new treatments; and 
 Expanding the workforce and purchasing new equipment. 

 
11. There are now new challenges and opportunities facing cancer, such as rising 

incidence, advances in medical technologies, new drugs and rising expectations 
amongst the public.  

 
12. The Cancer Plan was published shortly after the NHS Plan and focussed on central 

investment and targets, during a time when the NHS was expanding.  The emphasis 
has now shifted towards: 
 

 More choice and a stronger voice for patients.  This includes patient choice, a 
new system for commissioning services and better information for the public 
about health and health services (for example through NHS Choices); 

 More diverse providers with more freedom to innovate and improve services.   
This includes more Foundation Trusts and involvement of the independent 
sector, social enterprise and the voluntary sector 

 Payment by results.  A transparent rules based system which rewards 
efficiency, supports patient choice and diversity and encourages activity to 
reduce waits; and 

 A framework of system management and regulation which guarantees quality, 
fairness, equity and value for money. 

 
13. In December 2007 the Government published the CRS.  The CRS sets out the 

Government’s vision for the future of cancer services over the next five to ten years.   
It builds on the successes of the Cancer Plan, tackles new challenges and 
maximises opportunities. 

 
14. The aims of the CRS are to: 

 
 Save more lives – through prevention of cancer whenever possible and 

through earlier detection and better treatment; 
 To improve patients’ quality of life throughout the care pathway – by ensuring 

that services are patient-centred and well coordinated and by offering choice 
where appropriate; 

 To reduce inequalities in public awareness of cancer, in access to services 
and in service quality – thereby reducing inequalities in cancer outcomes; 

 To build for the future, through education, research, workforce development 
and infrastructure. 



 To achieve maximum value for money for the tax payer and the NHS, by 
ensuring that resources are directed where they will yield the most benefit; 
and 

 
15. These aims will be achieved through the work on five key themes and through three 

key enablers.  The six areas where action is needed to improve cancer outcomes 
are:  
 

 Prevention – over half of all cases of cancer could be prevented through 
changes to lifestyle such as quitting smoking, maintaining a healthy weight 
and avoiding excessive alcohol consumption, but public awareness of many 
of these and other risk factors is low; 

 Earlier diagnosis and treatment – if we can diagnose more cancers early we 
can have a significant impact on survival rates. Enhancing cancer screening, 
improving public awareness of cancer symptoms and going further on cancer 
waits will help to achieve this; 

 Ensuring access to cost effective new treatments – we need to tackle the 
serious shortage of radiotherapy capacity, and there are concerns about 
delays in our uptake of new cancer drugs. We also need to encourage the 
spread of improved surgical techniques; 

 Improving patients’ experience – a higher priority should be placed on 
improving information for patients, face-to-face communication with health 
professionals, and co-ordination and continuity of care.  We also need to do 
more to support patients throughout their survivorship;  

 Reducing cancer inequalities – we can tackle inequalities in the experience 
and outcomes of different groups in society through better data collection, 
research and spreading good practice, and 

 New service models – we can achieve the quickest possible diagnoses and 
reduce unnecessary stays in hospital with new service models for cancer. 

 
16. The three areas of action to ensure delivery are:  

 
 Better information – improved collection and publication of data on clinical 

outcomes for cancer would improve service quality and strengthen 
commissioning, and is a prerequisite for informed choice for patients.  We 
also need to gather more information on public awareness of cancer risk 
factors and symptoms and on patients’ experiences of cancer care; 

 Stronger commissioning – this strategy is designed to support commissioners 
in planning and providing high quality cancer services which reflect the needs 
of the local population; and    

 Planning for the future – we need to build on the progress we have seen in 
cancer research in recent years, including developing a new national 
repository of cancer data and enhancing research efforts in areas where 
knowledge is lacking.  We also need good planning to provide a skilled and 
flexible cancer workforce for the future, and to deliver high-quality facilities 
and environments for cancer care.  



3. Cancer inequalities baseline assessment 
 

17. This section of the report sets out the current identified cancer inequalities relating to 
race, age, gender, disability, religion or belief and sexual orientation and gender 
identity and plans to reduce and eliminate these inequalities.  In addition 
socioeconomic deprivation is also considered. 

 
18. For each group, potential inequalities are considered under the following headings: 

 
 Risk of cancer and lifestyle factors; 
 Awareness; 
 Access to prevention and screening services; 
 Access to services for symptomatic patients; 
 Treatment and care; and 
 Clinical trials. 

 
19. The quality of data varies between groups.  Age and gender are well recorded in 

hospital records and are thus routinely available to cancer registries.  Socioeconomic 
status can be inferred through knowledge of an individual’s postcode of residence.   
Ethnicity has historically been poorly recorded in hospital records and hence by 
cancer registries.  This is now improving.  Information on disabilities, religion or belief 
and sexual orientation is patchy. 

 
20. At the end of each section the actions the NHS at GP Practice, Primary Care Trust, 

Hospital Trust and Strategic Health Authority levels and the Department of Health are 
taking to reduce the identified inequalities is set out. 
 
 
Socioeconomic deprivation 
 

21. The risk of cancer and lifestyle factors is affected by socioeconomic deprivation in the 
following ways: 
 

 Deprivation has a marked adverse impact on cancer outcomes.  Cancer 
mortality is 15.2% higher in people aged under 75 than in ‘spearhead’ PCTs 
(137 deaths per 100,000) than the national average (118.9 deaths per 
100,000).1  This is in part due to the high incidence of some cancers (such as 
lung) with a poor prognosis; 

 Survival rates are also lower amongst cancer patients from spearhead PCTs.  
five-year relative survival for women with breast cancer is 2.4% less, for colon 
cancer in men 3% less and women 2.7% less, for lung cancer in men 0.6% 
less and women 0.5% less and for prostate cancer in men is 3.8% less;2 

 Lung cancer incidence is significantly higher in deprived than in more affluent 
groups, reflecting patterns of smoking.  Smoking in manual groups is at 29% 
and in non-manual groups at 19%.3  In contrast breast cancer incidence is 
higher in affluent groups reflecting other lifestyle factors, although outcomes 
are worse in more deprived groups; 

 The median rate of cervical cancer in the most deprived fifth of local authority 
areas is double the rate in the most affluent;4 

 Survival rates are worse for deprived groups across a wide range of cancer 
types.  For example, for breast cancer there is a 7.6% difference in five year 
survival between the most affluent and the most deprived groups.  Equivalent 
figures for other cancers are as follows: tongue 16.3%, larynx 9.3%, 
melanoma 8.1%, bladder 7%, kidney 4.3%, colon 4.3%;5 and  



 The lower than average socioeconomic position of BME groups is the main 
reason behind their worse health outcomes.  Most BME groups have higher 
rates of poverty (lower income, less benefits, more unemployment, fewer 
necessities and more deprivation).6 

 
22. Awareness of cancer is affected by socio-economic deprivation in the following ways: 

 
 Awareness of the risks of cancer and of cancer symptoms is poorer in more 

deprived groups;7 
 Across a range of different cancer types, patients from more deprived groups 

tend to delay seeking assistance for longer than those from more affluent 
backgrounds.  One of the key factors underpinning these delays appears to 
be lack of awareness that the symptom(s) could be due to cancer;8 and 

 Less well educated women are more likely to believe that age does not matter 
in the risk of getting breast cancer.9 

 
23. Socioeconomic deprived groups use prevention and screening in the following ways: 

 
 Stop smoking services: In general NHS stop smoking services have been 

most successful in some of the most deprived PCTs in the country.  Six of the 
top ten stop smoking services are in the most deprived of the pre-October 
2006 PCTs.  These are Eastern Hull, Greenwich Teaching, Islington, 
Middlesbrough, Newcastle, West Hull10, Sedgefield and Blackburn and 
Darwen;   

 For breast and cervical screening coverage is generally lower in more 
deprived parts of the country and London, see tables below, with the north 
east being an exception; and 

 
Table 1. Cervical screening coverage (target age group 25-64)11

Area Coverage 
English Average 79.2% 
Manchester PCT 74.0% 
Bristol PCT 74.0% 
Liverpool PCT 72.3% 
London 74.0% 
Barnet PCT 71.7% 
Brent Teaching PCT 71.6% 
Camden PCT 71.0% 
Lambeth PCT 71.7% 
Westminster PCT 71.2% 
Southwark PCT 70.6% 
City and Hackney Teaching PCT 70.6% 
Tower Hamlets PCT 70.2% 
Hammersmith and Fulham PCT 67.4% 

 
Table 2. Breast screening coverage (target age group 53-64)12

Area Coverage 
English Average 75.9% 
Central Manchester 62.9% 
Trafford North 60% 
Harringey 55.4% 
Redbridge 54.6% 
Tower Hamlets 51.4% 

 



 In the bowel cancer screening pilot second round evaluation, it was found that 
uptake was lowest in the most deprived groups. Although uptake of screening 
was 51.9% uptake fell as deprivation increased, from 61.2% for indices of 
multiple deprivation quintile one through 57.8% for two, 54.0% for three, 
47.6% for four down to 37.2% for quintile five.13 

 
24. Access to services for patients with symptomatic disease is affected in the following 

ways: 
 

 Patients from more deprived groups tend to delay seeking advice on 
symptoms which could be due to cancer longer than their more affluent 
counterparts; and 

 There is relatively little evidence on onward referral rates by GPs according to 
socioeconomic status. 

 
25. Treatment and care is affected in the following ways:  

 
 Little evidence of differences in treatment and care according to socio-

economic status;14 and 
 Macmillan Cancer Support found that cancer patients spent on average £380 

on travel during their treatment.15 
 

26. Patients of lower socioeconomic groups are less likely to be part of clinical trials and 
research. This is due to these patients having more advanced cancer due to later 
presentation, higher likelihood of comorbidity, communication problems and less 
access to care.16 
 
Response… 
 

27. Nationally, we are investing in a campaign to raise awareness of the signs and 
symptoms of breast, lung and bowel cancers to encourage people with symptoms to 
seek help earlier than they do now.  The programme will use a social marketing 
approach, in 20 spearhead areas, over two years.  The programme is locally based 
in the communities at greatest risk, and uses local people and health professionals to 
develop and test approaches to raising awareness.  A national campaign to promote 
awareness of cancer risk factors will also aim to reach less deprived groups. 

 
28. The above pilots and national campaign will include raising the awareness of the 

importance of screening for breast, bowel and cervical cancer.  In addition NHS 
Cancer Screening Programmes published Inequalities of Access to Cancer 
Screening: A Literature Review in 2003, the recommendations of which were sent to 
all local cancer screening programmes.   

 
29. Financial help is available from the Government to help cancer patients and 

survivors.  This includes Attendance Allowance (AA), Bereavement Benefit, Carer's 
Allowance, Council Tax Benefit, Disability Living Allowance (DLA), Housing Benefit, 
Incapacity Benefit, Income Support, Industrial Injuries Disablement Pension, 
Jobseekers Allowance, Pneumoconiosis, Byssinosis and Miscellaneous Diseases 
Scheme and Statutory Sick Pay.  In addition the NHS Low Income Scheme provides 
support for people in financial difficulties with prescriptions charges, dental treatment, 
sight tests and glasses and travel to receive NHS treatment through the Hospital 
Travel Costs Scheme.  To increase uptake of this financial support the Department is 
piloting information prescriptions that help people find the help that is available and 
will roll these out across the country in due course. 

 



30. The best way to improve access to clinical trials and research for patients from 
deprived socioeconomic background is to improve awareness as set out above.  This 
will mean cancer is detected at an earlier stage and more trials will thus be open to 
the patient.  
 
 
Race 
 

31. The risk of cancer and lifestyle factors is affected by race in the following ways: 
 

 Race has historically been poorly recorded in the NHS, limiting the quality of 
available data.  It is difficult in some cases to differentiate between the 
influence of race and that of deprivation;  

 The number of cancer deaths is generally lower among BME groups than 
among white British people.  This may partly be explained by the younger age 
profile of BME groups.  In addition some older people from BME groups may 
return to their country of origin to die.17  In the 2001/02 national census 16% 
of the White population was over 65, compared to 9% Black Caribbean, 6% 
Indian, 4% Pakistani, 3% Bangladeshi and 2% Black African;18 

 The incidence of specific cancers varies between ethnic groups. For example: 
- Prostate cancer incidence is high in men of African origin; 
- Mouth cancer is high amongst South Asians; 
- Liver cancer is high amongst Bangladeshis;  
- Liver cancer and naso-pharyngeal cancer is high amongst Chinese;19 

and 
- Breast cancer incidence is generally lower amongst BME groups than 

amongst white British women. 
 The incidence of breast cancer is rising in the Asian and Turkish 

communities;20 
 Cervical cancer mortality rates may be higher in women of Caribbean and 

Irish origin;21 
 According to data from the United States, Californian Hispanic children get 

leukaemia at over 50 children per million, white children at 45.6 children per 
million, and black children at 27.8 children per million;22 

 There is higher than average smoking among some BME groups compared to 
the population as a whole, see table below.  The use of chewing tobacco was 
most prevalent among the Bangladeshi BME group. 

 
Table 3. BME groups with higher than average smoking rates23

Group Men Women 
English Average 24% 23% 
Bangladeshi 40% * 
Irish 30% 26% 
Pakistani 29% * 
Black Caribbean 25% 24% 

 
 Obesity rates are higher in BME women of Black African, Black Caribbean 

and Pakistani origin than the general population, but are significantly lower in 
Chinese women.  Ethnic minority men, with the exception of the Irish, have 
lower rates of obesity than the general population.  However boys of Black 
African origin were more likely to be obese, 31%, compared to 16% for the 
age group;24 

 Exceeding the recommended daily alcohol intake is higher amongst men of 
Irish origin at 56% and women of Irish origin at 36% than the white population 



at 45% and 30% respectively.  All other groups had lower rates of exceeding 
the recommended daily alcohol intake;25 and 

 The prevalence and number of cases of sexually transmitted infections and 
HIV by ethnic group is higher in the people of Black Caribbean and Black 
African origin, but lower than the general population in people of Asian 
origin.26 

 
32. Awareness of cancer is affected by race in the following ways: 

 
 Generally lower amongst BME groups.  For example in a focus group African 

women believed they would not get breast cancer as they were immune to 
the disease as they breast fed their children;27 and 

 32% of BME women from diverse social backgrounds felt they did not know 
much about breast cancer, compared with 15% of the general female 
population. 43% of BME women said they did not check their breasts  - 
compared with 11% of general population.28 

 
33. Different racial groups use prevention and screening in the following ways: 

 
 Uptake of stop smoking services is low among BME groups.  In April to June 

2006 an estimated 1% of male and 1.3% of female smokers in the general 
population attended smoking cessation services. Adjusting for differing 
smoking rates BME groups generally had lower attendance, Chinese men 
0.2%, Black African men 0.5%, Chinese women 0.6%, Indian men 0.6% and 
Caribbean men 0.6% being the lowest attenders.  However six percent of 
attendees at services did not record race;29 

 There is a lower acceptance of screening within BME groups than the 
average and this is independent of socioeconomic status.  Response to 
routine invitations for breast screening for women was significantly lower for 
South Asian invitees.30  According to research for Breast Cancer Care 45% of 
BME women aged 50-70 have never attended screening.31  The tables below 
demonstrate the correlation between lower than average screening coverage 
(uptake) and high numbers of ethnic minorities; 

 
Table 4. Cervical Screening Coverage and Racial Minorities32

Area Screening 
Coverage by Area 
(2005/06) 

Racial Minorities as percent 
of Population by Area (2001 
Census) 

Nottinghamshire County 86.5% 3% 
Derbyshire County 85.1% 4% 
Northumberland 85.0% 2% 
English Average 79.2% 13% 
Manchester 74% 40% 
Wandsworth 72.3% 35% 
Camden 71% 47% 
Kensington & Chelsea 72.2% 50% 
Lambeth 71.7% 50% 
Westminster 71.2% 52% 
Brent Teaching 71.6% 71% 
Tower Hamlets 70.2% 47% 
Southwark 70.6% 48% 
City & Hackney 70.6% 55% 
Hammersmith & Fulham 67.4% 42% 
* Figures are indicative only as geographical areas may vary slightly in some cases. 

 



Table 5. Breast Screening Coverage and Racial Minorities33

Area Screening 
Coverage in Area 

Racial Minorities as percent 
of Population in Area 

Amber Valley 86% 2% 
Chiltern & South Bucks 86% 10% 
Bassetlaw 85% 3% 
English Average 76% 13% 
Richmond & Twickenham 59% 21% 
Hounslow 59% 44% 
Newham 58% 66% 
Islington 58% 43% 
City & Hackney 56% 56% 
Haringey 55% 55% 
Hammersmith & Fulham 55% 42% 
Redbridge 55% 43% 
Bristol North 54% 12% 
Tower Hamlets 51% 47% 
Kensington & Chelsea 50% 50% 
Westminster 50% 51% 
* Figures are indicative only as geographical areas may vary slightly in some cases. 

 
 People from minority ethnic groups may not understand the invitation to 

screening, although the invitation leaflets are translated into 20 languages.  
There is also an issue around the intended recipient receiving, reading and 
understanding the invitation to screening, and sometimes there are not 
translations for relevant words;34 and   

 In the bowel cancer screening pilots, uptake of screening was lower amongst 
BME groups.  Evidence suggests the cause was ‘lower perceived efficacy of 
screening, higher perceived psychological costs, and higher perceived 
barriers and lower levels of encouragement from children or a partner’.35 

 
34. Access to services for patients with symptomatic disease is affected in the following 

ways: 
 

 In the USA there is evidence of late presentation to health services amongst 
BME groups;  

 Evidence may suggest that the White-British race group is more likely to have 
cancer diagnosed following a two week wait referral.  The White-British race 
group is also more likely to go for screening that picks up suspected cancer 
earlier than GP appointments that lead to a two week wait referral.  This 
suggests that White-British people are more likely to have any cancers 
diagnosed at an earlier stage than those in All-Other race groups.  This might 
improve White-British survival chances in comparison to other ethnic groups. 

 
35. When receiving treatment and care BME patients, particularly outside large urban 

conurbations, can have problems with the communication of cancer diagnosis and 
information, particularly when the first language is not English.36 

 
36. Clinical trials are affected in the following ways: 

 
 Racial minorities are usually under represented in cancer research.37  One 

survey from the USA suggested that the cause is not a lack of willingness to 
participate but simply not being asked.38 This could result in less effective 
services and therapies for minority groups; 



 As ethnic minorities are more likely to have a lower socio-economic status 
they are less likely than other groups to participate in research because of 
this factor as well;39 and 

 South Asian patients in particular have a poor understanding of cancer 
research.40 

 
Response… 
 

37. The new systematic collection of cancer data as set out in the CRS will start to 
provide a fuller picture of any racial differences in cancer care and outcomes. 
 

38. As part of the Department and NHS’ effort to improve services for all racial groups 
awareness and information campaigns have been targeted at specific groups. These 
campaigns have either been conducted by the Department / NHS or by third sector 
organisations financially supported by Government grants, for example Breast 
Cancer Care and the Afiya Trust. Both approaches when combined complement 
each other. 
 

39. Stop smoking services are also targeted at specific population groups, see the 
section on Religion or Belief for more detail. 
 

40. In addition to running a dedicated helpline for all smokers, the NHS runs an Asian 
Tobacco Helpline, a confidential advice service in mother-tongue languages and 
English specifically tailored to the needs of the South Asian communities.  There is 
also a helpline for pregnant smokers.  The national Tobacco campaign produces and 
distributes printed resources tailored for Asian audiences, which are available in five 
languages.  Public relations campaigns also target Muslim smokers before and 
during Ramadan each year to encourage and support them to stop smoking. 
 

41. Around the country different PCTs are trying to improve the uptake of screening by 
racial minorities.  Effective local action in reaching community groups is also taking 
place, for example in Brent, Harrow and Hillingdon for bowel screening.  Nationally, 
NHS Cancer Screening Programmes have produced videos and DVDs on breast and 
bowel screening in various languages.  The role of a Community Health Educator 
(CHE) has been developed for breast and cervical screening, with training packs and 
supporting materials available. 
 

42. As with breast and cervical screening, invitation leaflets and other materials from the 
NHS Bowel Cancer Screening Programme are available in translations in 20 
languages.  The NHSCSP has purchased UK rights to an innovative 3D medical 
animation DVD developed and produced by Remedica.  The DVD is divided into 
sections with both physician and patient information, and shows the colonoscopy 
procedure including the identification and removal of bowel polyps. At the Screening 
Programmes’ request the DVD is presented in English, Bengali, Cantonese, Gujarati, 
Punjabi and Urdu. 
 

43. More widely the UK National Screening Committee has agreed to conduct a project 
to further examine how equality in screening programmes can be improved. 
 
 

 Age 
 

44. The risk of cancer and lifestyle factors is affected by age in the following ways: 
 



 For most cancers the risk of cancer increases with age (such as breast, 
colorectal, lung, prostate etc.)  For example the average age of breast cancer 
registration per 1,000 women in England in 2003 for women in their 30s, 40s, 
50s, 60s, 70s and 80 plus was 0.5, 1.5, 2.9, 3.4 3.3, 3.9 respectively;41 

 Using 2004 figures 11% of cancer is diagnosed under age 50, 15% over 50, 
24% over 60, 29% over 70 and 22% over 80;42 

 Certain cancers, however, go against this trend, having an early peak of 
incidence in teenage and young adult life.  Primary bone tumours, testicular 
cancers and Hodgkin’s disease are examples; 

 Some cancers occur almost exclusively in childhood (such as retinoblastoma, 
nephroblastoma, hepatoblastoma, neuroblastoma); 

 In line with incidence figures, most deaths from cancer occur in older people.  
Of just over 126,000 cancer deaths in England in 2005 76% occurred at ages 
65 or over; 

 Survival rates are generally better for children with cancer than for adults; 
 For some cancers (e.g. breast) survival rates in the UK are particularly poor 

amongst older people, in comparison with the USA and other Western 
European countries; 

 The rate of childhood lymphoid leukaemia cancer is increasing among young 
people, with an average annual increase of 1.4% between 1970 and 1999, 
affecting mainly the under-5s;43 and 

 Young people are more likely to be smokers, with smoking prevalence among 
young men at 36% and young women 29%,44 compared with 24% and 23% in 
the general population respectively. 

 
45. Awareness of cancer is affected by age in the following ways: 

 
 Awareness of the risk factors for cancer and of the symptoms of cancer is 

generally poor among all age groups; and 
 Many older people are not aware that they are at increased risk of developing 

cancer.  This has been highlighted in a recent study of public awareness of 
breast cancer.  Only one percent of women interviewed believed correctly that 
the oldest group of women are most at risk and over 50% believe that the risk 
does not vary with age.45  This could be exacerbated by the fact that routine 
invitations for breast cancer screening cease at age 70 – potentially giving 
rise to a misapprehension that risk also ceases at this age. 

 
46. Different age groups use prevention and screening in the following ways: 

 
 Confirmed number of people who had quit smoking after four weeks using 

stop smoking services was almost twice as high in the over 60s (60%%) age 
group than in the under 18s (35%).  Other age groups demonstrated an 
upward trend in success in relation to age, 18-34 44%, 35-44 50% and 45-59 
53%; 

 Routine invitations for national cancer screening programmes are limited to 
certain age groups (cervix 25-65 years; breast 50-70 years, bowel 60-69 
years).  These age groups are based on evidence regarding the cost 
effectiveness of screening in different ages; 

 The breast screening programme has recently been extended, so that women 
aged 50-70 years are routinely invited every three years.  In the past the 
upper age limit for routine invitations was 64 years.  The programme was 
extended following evidence of the acceptability of screening among women 
aged 65-69 years based on evidence of cost effectiveness; 

 Screening for bowel cancer has been shown to be cost effective for people 
aged 50-74 years.  Modelling commissioned by the Department of Health 



indicated that the greatest impact of a specified level of investment would be 
among people in their sixties.  As resources, especially those related to 
colonoscopy, are limited it was decided that the screening programme should 
initially be targeted at this age group with the aim to expand endoscopy 
services; and 

 In the bowel cancer screening pilot second round evaluation older age groups 
had a higher uptake with 45.7% uptake in under 55s, rising to 58.5% in the 
65-69 age group.46 

 
47. Access to services for patients with symptomatic disease is affected in the following 

ways: 
 

 Older women with breast cancer are more likely to delay seeking medical 
advice than younger women.47  Age (perhaps surprisingly) does not appear to 
be a risk factor for patient delay for other cancers;48 

 Younger women with breast cancer experience delays in onward referral by 
their GP; and 

 Children and young people with cancer frequently report delays in onward 
referral by their GP.  This may be due to the rarity of cancer in this age group, 
0.5% of all cancer, and the difficulty in distinguishing cancers from benign or 
self-limiting conditions. 

 
48. Treatment and care is affected in the following ways:  

 
 Older people may not be offered intensive treatments for cancer because of 

concerns amongst clinicians about side effects and comorbidities.  This may 
adversely impact on survival rates for older cancer patients; 

 Historically older women with breast cancer tended to receive less radical 
treatment for early breast cancer.  For example some patients were treated 
with tamoxifen without undergoing surgery, even when they were fit enough 
for surgery.  Randomised trials have shown that the less intrusive therapy 
was associated with poorer outcomes; and 

 Patients aged over 80 are more likely to encounter difficulties in asking follow-
up questions about cancers.  They are also less well informed about side 
effects, despite being particularly vulnerable because of multiple conditions.49 

 
49. Clinical trials are affected in the following ways: 

 
 A high proportion of children with cancer are accrued onto clinical trials. The 

proportion of teenagers and adults who are treated within trials are much 
lower; and 

 Many clinical trials in cancer have historically excluded patients above a 
predetermined cut-off age, despite the fact that cancers are commonest in 
older people. This is in part due to the fact that older people are more likely to 
have coexisting medical problems making evaluation of the results of the trial 
more difficult (but this should not be taken to condone exclusion by age 
alone). 

 
Response… 
 

50. Different age groups have differing risks of different cancers and different information  
needs to raise awareness of the risks.  The best means of transmitting and receiving 
awareness information also differs between groups.  Awareness campaigns 
conducted by the NHS and Department take account of these differences, for 



example leaflets in surgeries, national advertising campaigns and new media like 
NHS Choices. 

 
51. Women aged over 70 are offered free three yearly screening on request. Those who 

have already participated in the programme are informed of this right after their last 
invited screen.  We have collaborated with Age Concern to produce the leaflet, 
OVER 70? You are still entitled to breast screening, which is available in a wide 
range of settings.  Credit card sized reminder leaflets are also produced and 
distributed. 

 
52. Most clinical trials focus on patients under the age of 65, meaning that less data are 

available on the efficacy of treatment in older people.  The Department believes that 
later stage trials should be conducted in groups who would be most likely to be 
treated by the medicines in question.  The Department will work with the National 
Cancer Research Network to develop ways of encouraging more clinical trials to 
include older people.  The Department will also encourage medicines regulators and 
industry to work together to wherever possible avoid the use of age alone as an 
exclusion criterion in cancer clinical trials. 

 
53. In the meantime, the Department does not believe that age should be used as a 

barrier to treatment.  The assumption should be that older patients should receive the 
same level of treatment and we will explore ways making this more explicit when 
guidance is issued on interventions where clinical trials may have excluded older 
people. The only acceptable criteria for not giving a clinically appropriate and cost 
effective treatment should be poor patient health or a patient themselves making a 
choice not to receive further treatment. 

 
54. The increased collection, analysis and dissemination of information on cancer 

patients will allow clinicians, managers, patients and policy makers to identify 
situations where older people are not being given the same treatments as those of a 
younger age.  Where such situations are identified the responsible parties will be 
able to take the required action.  
 
 
Gender 
 

55. The risk of cancer and lifestyle factors is affected by gender in the following ways: 
 

 Some cancers are gender specific (such as prostate, testicular, ovary, cervix, 
endometrium); 

 Other cancers affect one gender more than the other.  This may be because 
of hormonal factors (such as breast cancer), lifestyle factors (such as 
melanoma) or occupational risk factors (such as bladder cancer); 

 Two thirds of men are overweight and just over half of women. The weight 
men put on is more likely to be around the abdomen which results in 
increased cancer risk;50 

 For most cancers which affect both men and women, age standardised 
(adjusting for age structure of population) survival rates are somewhat higher 
in women.  The reasons for this are not entirely clear (Table 6); 

 Death rates for the ten commonest cancers which affect both men and 
women are in each case higher in men (Table 7); and 

 Overall each year 28% of male deaths (80,000) and 23% of female deaths 
(73,000) are from cancer.51 

 
Table 6. Comparison of five year relative survival rate52



Cancer Men Women 
Bladder 60.3%  53.2%  
Brain 13.3%  15.4%  
Hodgkins 80.0%  82.1%  
Kidney 44.9%  - 44.9%  - 
Leukaemia 38.2%  39.1%  
Lung 6.3%    7.5%    
Melanoma 79.0%  88.2%  
Myeloma 25.6%  - 25.6%  - 
Non-Hodgkins Lymphoma 50.9%  54.7%  
Oesophagus 8.1%    10.7%  
Pancreas 2.5%    2.2%    
Rectum 50.0%  53.6%  
Stomach 12.6%  15.4%  

 
Table 7. Age standardised mortality rates for 10 most common cancers in 
England affecting both sexes per 100,000 population53

Cancer Men Women 
Lung 55.8 28.4 
Colorectal 24 14.7 
Bladder 9.1 3.0 
Stomach 10.9 4.3 
Head and Neck 5.9 2.0 
Non-Hodgkins Lymphoma 7.5 4.7 
Oesophageal 13 5.1 
Leukaemia 6.8 4.3 
Kidney 6.1 2.3 
Pancreas 9.6 7.3 
Malignant Melanoma 2.7 1.9 

 
56. The large differences (Table 7) in age standardised mortality from cancer between 

men and women are not fully understood.  There is (perhaps surprisingly) little 
evidence that men present later than women.  In addition the relatively small 
differences in five year survival rates suggest that neither late presentation nor 
differences in treatment are having a major impact on the differences in death rates 
(mortality).  Differences in incidence of cancer between men and women, which are 
likely to be due to differences in lifestyle factors in previous decades (such as 
smoking) or differences in occupational exposure to carcinogens (such as bladder 
cancer) are likely to be major factors. 

 
57. Men and women use prevention and screening in the following ways: 

 
 Stop smoking services over a three week period: More women, 74,208, than 

men, 56,864, set quit dates. Of these 49% of women and 51% of men had 
successfully quit at four week follow-up (figures from April – June 2006);54 

 Screening: until recently national screening programmes have only been 
available for two cancers – breast and cervix – and have therefore not 
involved men. This has been based on evidence of efficacy and cost 
effectiveness; and 

 A national bowel cancer screening programme started in 2006 which is aimed 
at both men and women.  Pilots for the bowel screening programme showed 
that women were somewhat more likely to take up screening invitations than 
men (women 56.1% and men 47.7%).55 

 



58. There is no information on gender and access to services for patients with 
symptomatic disease at present.  

 
59. Treatment and care is affected in the following ways:  

 
 There is no evidence of major differences in intensity of treatment by gender 

though this has been studied in detail; and 
 A survey undertaken in 2004 indicated that men with prostate cancer report 

worse experiences of cancer services than people with breast, lung or 
colorectal cancer.  They were also less likely to have understood what they 
were told, more likely to have had no discussion and nearly twice as likely to 
have an unmet need for information.  Prostate cancer patients were also 
more likely not to be informed of side effects.56 

 
60. There is no information on gender and clinical trials at present. 

 
Response… 

 
61. Actions set out in the CRS to tackle the lifestyle factor causes of cancer (such as 

smoking, obesity, excessive alcohol intake, excessive exposure to sunlight) will 
benefit both men and women and should, over time, reduce inequalities in death 
rates based on gender. 

 
62. Decisions on the introduction of new screening programmes are based on clinical 

and cost effectiveness and not on gender.  The first two screening programmes 
(breast and cervical) happened to target women because of the evidence of benefit 
in these diseases.  The bowel cancer screening programme which is currently being 
rolled out will benefit both men and women.  We are, however, aware that in the UK 
pilot of bowel screening, men were less likely to accept invitations for screening.  The 
Department of Health has provided the Men’s Health Forum with a three year project 
grant worth £135,000 to tackle this. 
 

63. For prostate cancer there is currently no evidence from any country in the world that 
screening would save lives. However, we are committed to introducing a screening 
programme if and when screening and treatment techniques are sufficiently well 
developed, and the UK National Screening Committee keeps this issue under review. 
We have set up the Prostate Cancer Risk Management Programme to help men 
make an informed choice on whether or not to be tested for prostate cancer, and 
prostate cancer is the only cancer with a Department of Health funding target, of £4.2 
million a year.  

 
 

Disability 
 

64. There are many types of disability and although not perfect they can be categorised 
into the following groups: 

 
 Physical impairment (such as difficulty using your arms or mobility issues 

which means using a wheelchair or crutches); 
 Sensory impairment (such as being blind or having a serious visual 

impairment or being deaf or having a serious hearing impairment); 
 Mental health condition (such as depression or schizophrenia) 
 Learning difficulty or disability (such as Down's syndrome or dyslexia) or 

cognitive impairment (such as autistic spectrum disorder);  



 Long-standing illness or health condition (such as cancer, HIV, diabetes, 
chronic heart disease or epilepsy); and 

 Other. 
 
65. The risk of cancer and lifestyle factors is affected by disability in the following ways: 

 
 People with learning disabilities (LD) appear to have: 

- a lower risk of lung, prostate, urological, breast and cervical cancers; 
and 

- a higher risk of leukaemia, oesophageal and stomach cancers. 
 These differences are likely to relate to both genetic factors (e.g. Down’s 

syndrome and leukaemia) and lifestyle factors; and 
 70% of psychiatrics patients in hospital are smokers.57 

 
66. Awareness of cancer is affected by disability in the following ways: 

 
 Awareness of cancer is likely to be particularly low among people with 

learning disabilities. 
 

67. Disabled groups use prevention and screening in the following ways: 
 

 The uptake of both breast and cervical cancer amongst disabled people is 
low.  Only 19% of learning disabled women have cervical smears, compared 
to 77% in the general population.58  There is evidence that some women with 
physical disabilities are discriminated against because screening equipment 
is not suitable for their needs.59  The national screening programme has 
worked with users with learning disabilities to develop appropriate information 
materials; and 

 Access to mobile breast screening units is difficult for physically disabled 
women, but alternative arrangements are in place at static units. 

 
68. Access to services for patients with symptomatic disease is affected in the following 

ways: 
 

 Anecdotal reports indicate that people with LD experience difficulties in 
gaining access to services when they do have symptoms of cancer (such as 
Robert’s story and Emma’s story – MENCAP). 

 
69. Treatment and care is affected in the following ways:  

 
 Individual reports of discrimination e.g. Emma’s story – MENCAP; and 
 In 2004 Macmillan Cancer Relief calculated that in one six-month period 

terminally ill cancer patients did not claim £106 million of Disabled Living 
Allowance and Attendance Allowance.60 

 
70. Recruitment of the disabled for clinical trials are almost certainly very low. 

 
Response… 
 

71. From 1 July 2008 all Mental Health Units will be smokefree.  This will be a major step 
forward in reducing smoking among psychiatric patients.   
 

72. The national screening programme has worked with users with learning disabilities to 
develop appropriate information materials to help increase screening among the 
disabled. 



 
73. Although access to mobile screening units is problematic for some disabled people 

alternative static units are in place. The considered judgment of experts is that the 
benefit to society of greater uptake of screening due to the easier access provided by 
mobile screening units outweighs any inequality for the disabled. 
 

74. For those people who have difficulty reading, or who have a visual impairment, the 
key screening programme information leaflets are available in large print format and 
in Braille.  Audio CDs are also available, which includes recordings of the key 
programme leaflets in English and the top six most requested languages.  Picture 
leaflets on breast and cervical screening have been produced for women with 
learning disabilities.   
 

75. NHS Cancer Screening Programmes has developed picture leaflets on breast and 
cervical screening, for women with learning disabilities.  The design and illustrations 
of the leaflets were chosen by women with learning disabilities, to ensure that the 
product was acceptable and accessible.  A similar leaflet will be developed for the 
bowel cancer screening programme.  A project proposal is currently in preparation for 
sub-mission to the NHSCSP by the Hampshire Learning Disabilities Partnership 
Board, to look at the development of materials to assist people with learning 
disabilities make an informed decision about whether to participate in screening, and 
help them undertake screening if they choose to. 

 
76. The importance of effective communications between clinicians and patients is 

emphasised in the strategy.  This importance is also attached to improving the 
communications between the disabled and clinicians. 

 
77. To support greater uptake of available financial benefits information on available 

financial benefits will be made available on the forthcoming national information 
pathways from January 2008. 
 
 
Religion or belief 
 

78. In general there is little available evidence on the links between specific religions or 
beliefs and cancer beyond that relating to race (see separate section).  No evidence 
was found relating specifically to religion for: 

 
 Awareness of cancer; 
 Access to services for patients with symptomatic disease; and 
 Access to clinical trials. 

 
79. Uptake of routine invitations for breast screening is lower amongst Muslim women 

than among women in the general population.61  Focus group evidence suggests that 
Muslim women may not attend for fear of a male carrying out the mammogram;62 and 

 
80. In the first phase of the bowel screening programme overall population uptake was 

62% but only 32% for Muslims.63 
 
81. There is no information on religion or belief and access to services for patients with 

symptomatic disease at present. 
 
82. Treatment and care is affected in the following ways:  

 



 Twelve percent of patients had no access to an appropriate religious 
counsellor, though only half of those had strong religious beliefs. Non-
Christian believers are more likely to feel their religious beliefs were not 
considered. There are particular difficulties In low density BME areas;64 

 Vegetarian diet is required in many religions / cultures and advice provided 
can often ignore this fact. For example advising vegetarians to eat red meat if 
they are anaemic;65 and 

 Some religions believe that certain medical practices are unacceptable, for 
example pain killers that interfere with mental alertness. This can effect the 
kind and intensity of treatment administered resulting in different outcomes. 

 
83. There is no information on religion or belief and clinical trials at present. 

 
Response… 

 
84. The fear of some patients that men may conduct the breast screening appointment is 

unfounded as breast screening is a fully female staffed service.  The literature 
explaining breast screening highlights this fact.  Where an abnormality is found in 
screening a patient following referral may be seen by a male clinician in the same 
way as a normal outpatients appointment. 
 

85. It is often not practicable in areas where religions have fewer followers to resource 
chaplains for every religion. NHS trusts will however ask if patients would like them to 
call someone to be with them, this is most usually a patient’s relative but can also 
include their particular ministers of religion.  
 
 
Sexual orientation and gender identity 
 

86. The risk of cancer is affected by sexual orientation in the following ways: 
 

 Gay men have a higher incidence of anal cancer (HPV related) and HIV / Aids 
related cancers (e.g. Kaposi sarcoma and lymphomas); and 

 Lesbians, as a group, may be at higher risk of breast  cancer because studies 
have shown they may be less likely, than heterosexual women, to have 
children.  Heterosexual women without children may also be at  increased 
risk.66 67 

 
87. Information on prevention and screening services by sexual orientation is not 

available but smoking rates in the male gay and bisexual population are significantly 
higher at 41% than the national average.68 

 
88. No differences in relation to cancer when grouping by sexual orientation could be 

found for awareness, access to services for patients with symptomatic disease, 
treatment and care and clinical trials. 
 
Response… 
 

89. The Department has separate policies on HIV / AIDS that can be found in the 
relevant documents, see The National Strategy for Sexual Health and HIV on the 
Department website. 

 
90. Lesbians, like other women, have access to In Vitro Fertilisation and are therefore 

able to attempt to become pregnant.  
 



91. The male homosexual and bisexual population have the same access, irrespective of 
their sexual orientation, to prevention and screening services. 



4. Assessment of Cancer Reform Strategy impact on 
inequality 

 
92. The CRS makes a number of recommendations to improve cancer services in 

England.  These are described below and are followed by an assessment of any 
potential inequalities they may cause and how these will be mitigated or can be 
justified.  

 
 
 Diagnosing cancer earlier 
 
93. In general, the earlier a cancer can be diagnosed the greater the chance of a cure. 

The later a cancer is diagnosed, the harder it is to treat and the poorer the patient’s 
chances of survival. Evidence suggests that later diagnosis of cancer is a major 
factor in England's poorer survival rates compared with some other countries in 
Europe. One of the priorities of the strategy is to diagnose more cancers earlier. The 
strategy sets out to: 

 
 Raise public awareness of the signs and symptoms of early cancer and 

encourage people to seek help earlier, especially among groups where this 
awareness is particularly low; 

 Extend and widen existing screening programmes (bowel, breast and 
cervical) and continue to investigate opportunities for new screening 
programmes for other cancers; 

 Enhance services for people with a known genetic predisposition (family 
history) of developing cancer; and 

 Work with primary care professionals to ensure that patients presenting with 
possible cancer symptoms are appropriately investigated or referred to 
hospital without delay. 

 
 Inequality assessment 
 
94. All the above is aimed at and will help all groups within society.  However evidence 

suggests that it will be the more privileged in society who will use and benefit 
disproportionately from increased screening and awareness raising programmes. 
Although the programmes are justifiable in themselves the CRS mitigates this 
potential inequality by piloting cancer awareness campaigns in 20 communities 
(spearhead PCTs) at greatest risk, often including large minority populations. 

 
95. The CRS sets out a commitment to assess levels of awareness of lifestyle factors 

linked to cancer and awareness of cancer symptoms.  The proposed surveys will 
include items to help identify groups with low levels of awareness.  Targeted action 
can then be taken as necessary. 

 
96. Expanding cancer screening programme also accentuates the inequality of access 

for disabled people not able to access mobile screening units. This is however 
justified as mobile units help increase the uptake of screening by providing a 
convenient service for patients, and alternative arrangements are made available in 
fixed facilities for the screening of the disabled.  
 

97. Women who use wheelchairs and are unable to access the mobile screening units 
are offered an alternative appointment in static units in hospitals at a time and date 
that is convenient to them.  The national standard is that invitation letters for breast 
screening should contain information for women who have particular needs, including 



women who are physically disabled, to contact their local screening unit to discuss 
these alternative arrangements. 
 

98. Disabled women are also offered longer appointment times to accommodate their 
individual needs and enable comprehensive screening by mammography.  Additional 
assistance will be provided if necessary.  Working with manufacturers, NHS Cancer 
Screening Programmes have designed in as much flexibility as is reasonably 
possible to accommodate individual women's needs in a population based screening 
programme using mammography. 
 

99. In light of the steps outlined above, and the fact that data on disability will begin to be 
collected as part of the Cancer Reform Strategy, Department of Work and Pensions 
lawyers have confirmed that breast screening policy and the proposed extension is 
compliant with section 49A of the Disability Discrimination Act 2005, i.e. 49A General 
Duties: (1) d - the need to take steps to take account of the disabled persons 
disabilities, even where that means treating disabled people more favourably than 
other persons. 

 
100. Although the CRS extends cancer screening age bands for bowel and breast cancer, 

some age groups, particularly those over 73 for breast screening and over 75 for 
bowel screening, will not be automatically invited for screening. This is a decision 
based on clinical and cost-effectiveness within finite NHS resources. Those aged 
over the upper age limits will be able to request screening. 

 
101. In addition some religious groups have a lower uptake of current cancer screening 

and expanding screening may widen this gap. To counter this NHS Cancer 
Screening Programme is working to increase uptake from groups who have 
particularly low screening coverage. 
 

102. The UK National Screening Committee has agreed to conduct a project to further 
examine how equality in screening programmes can be improved.  This review is an 
important step in understanding and then addressing the inequalities in cancer 
screening. 
 

103. Understanding the genetic (familial) risk of cancer can help individuals reduce their 
chance of developing cancer and improve earlier detection. The process and holding 
of genetic information can have considerable moral and ethical considerations, 
particularly for minority groups that may feel targeted. The handling of information will 
be given careful consideration in the development of genetic services. 

 
104. The National Audit of Cancer in primary care is an attempt to understand some of the 

reasons behind delay in cancer diagnosis at the primary care stage.  The National 
Audit of Cancer in Primary Care includes information collection on many of the 
potential inequality areas.  This will provide a better understanding of early diagnosis 
patterns providing a basis for future action to improve earlier detection in particular 
groups. 
 
 
Access and enabling better treatment 
 

105. Treatment for cancer has improved considerably over the past decade. Around 1500 
multidisciplinary teams for cancer are improving the delivery of treatment and care for 
patients. There has been a major increase in the use of effective new treatments 
approved by NICE and major reductions have been achieved in waiting times. To 
build on this progress and enable better treatment for cancer the CRS sets out to: 



  
 Go further on cancer waits to ensure patients no longer have to experience 

unnecessary delays for any treatment they may need; 
 Continue to improve the quality of cancer surgery and expand training in 

laparoscopic (minimally invasive) techniques; 
 Expand radiotherapy treatment capacity to meet growing need; 
 Speed up the process of appraising new cancer drugs and monitor 

chemotherapy usage more closely; and 
 Encourage the speedy introduction of new innovations in cancer treatment 

into NHS practice. 
 
Inequality assessment 
 

106. The above improvements in treatment will benefit all groups within society.  Where 
capacity is set to expand, whether it be machines, clinical skills or drugs, this will be 
monitored to ensure it increases appropriately in all parts of the country.   

 
107. The extension of the two week standard to cover all patients with breast problems 

could be perceived as a gender inequality as the vast majority of breast cancer is in 
women.  However, we sought the views of a range of stakeholders, including clinical 
leads, on whether a maximum two week standard from referral to seeing a specialist 
would improve outcomes for all patients.  For patients with breast problems, 
assessment clinics already exist which can achieve this, and there are clear benefits 
to patients of knowing as soon as possible that they do not have cancer.  For cancers 
other than breast, the diagnostic process differs, and a two week referral to clinic 
standard is not always necessary or appropriate.  Advisors on whether we should 
introduce a two week standard for patients with bowel problems felt strongly that a 
more appropriate standard would be six weeks from referral to first definitive test.  As 
this is broadly the timescale which would be expected for all patients on an 18 week 
referral to treatment pathway, we agreed that this did not need to be included in a 
Cancer Reform Strategy 
 
 
Delivering care in the most appropriate setting 
 

108. Much of the focus in the past decade has been on reducing hospital waits and 
ensuring that patients have access to specialists who can deliver high quality cancer 
treatment. Most cancer patients want to receive as much of their care as possible 
close to home. However, they also recognise that they may have to travel to a 
specialist centre to receive the highest possible quality of care, especially for 
complex investigations or treatments. Close cooperation between community 
services and those in hospitals and specialist centres is vital if patients are to receive 
optimal care. The CRS sets out to: 

 
 Give GPs better access to diagnostics so that they can exclude cancer 

quickly in patients for whom they judge that the chance is low that their 
symptoms are due to cancer or other serious illnesses. This will lead to an 
overall decrease in patients needing to be referred to a specialist in 
secondary care; 

 Ensure that rapid access services in hospitals or specialist centres are fully 
geared up to undertaking staging investigations conveniently for patients; 

 Ensure that all patients with cancer have access to a properly staffed 
multidisciplinary team; 

 Minimise the time that a patient has to stay in hospital for elective procedures 
such as surgery for breast or bowel cancer or chemotherapy; 



 Devise new models of care to prevent unnecessary emergency admissions to 
hospital, such as through provision of more care in a day case or ambulatory 
setting; 

 Provide new models of support for patients who have completed their primary 
treatment; and 

 Enable patients whose cancer is terminal to die in the place of their choice. 
 
Inequality assessment 

 
109. New models of care and support for patients will in their design and implementation 

be sensitive to the needs of different groups.  In particular the aged in 
communication, the disabled in access to facilities, men, women and the LGBT 
community in terms of privacy, and race and religion in the way information and care 
are presented and delivered. 
 

110. New service models will also involve less inpatient and more outpatient and 
ambulatory treatment.  This should improve access and experience for all patients. 
However no one will be forced out of hospital or denied inpatient treatment if that is 
inappropriate.  Vulnerable groups, like everyone, will still have the same access to 
services that they do now.  This is about doing what is best for patients, and in 
general people do not wish to spend any more time in hospital than is absolutely 
necessary.  It is about utilising the best treatment methods so that people recover 
sooner and providing alternative services in the community which are often more 
accessible and user friendly to specific population groups.  Where specific groups 
like the disabled may need more support at home this will be considered in decisions 
about their care. 
 
 
Living with and beyond cancer 
 

111. The NHS Cancer Plan highlighted the fact that the diagnosis and treatment of cancer 
can have a devastating impact on the quality of patients’ lives and that of their 
families and carers. Cancer patients face uncertainty and may have to undergo 
unpleasant and sometimes debilitating treatments. Patients, and their families and 
carers need access to information and support throughout the care pathway both 
during and after their treatment. The CRS sets out to: 
 

 Improve information for patients, communication by clinicians and the 
coordination of care; 

 Complete implementation of the NICE supportive and palliative care 
guidance; 

 Improve provision of Psychological support; 
 Give all people affected by cancer information about what financial help is 

available and how to access it; 
 Initiate a new Cancer Survivorship Initiative led by the National Cancer 

Director; and 
 Measure patients’ experiences as a driver for service improvement. 

 
 Inequality assessment 
 

112. The method of measuring patient experience will differentiate between different 
groups so that where a group has a worse experience corrective action can be taken 
by commissioners and providers. Information provided to patients will take into 
account the different needs of different individuals, for instance children and adults.   

 



113. Culturally sensitive, effective communication by clinicians to patients is and will 
continue to be improved through training. The national programme for advanced 
communications skills includes appropriate training for communicating with patients 
and relatives from different religions, with disabilities, of different ages and genders, 
cultures and sexual orientations. 

 
114. The new information prescriptions for patients will provide extra and more relevant 

information to patients, including financial support information. Although affluent 
people may be more likely to make use of this information potentially widening 
inequalities the prescriptions will be designed so as to be accessible to all, with 
appropriate support offered wherever possible. 

 
115. The new National Cancer Survivorship Initiative will recognise that individual 

survivors of cancer have a range of physical, psychological, social, spiritual, financial 
and information needs. 
 
 
Using information to improve quality 
 

116. Collecting, analysing and using improved information on different aspects of cancer 
services is central to improving the NHS and patient outcomes.  Virtually all the 
improvements expected in cancer over the next five years will rely on the availability 
of high quality, usable and relevant information.  Provision of high quality information 
will: 

 
 Empower patients in making important decisions about their care; 
 Strengthen the commissioning of services; 
 Enable providers to identify areas where they can make improvements; and 
 Encourage informed national and local scrutiny of performance. 

 
Inequality assessment 
 

117. To ensure all patients benefit from improved information accurate data on ethnicity 
and other factors which may contribute to inequalities will be collected. 

 
118. There may be concern in certain groups at this data being collected and the 

possibility of it being used for other purposes, even within the strict terms of use. This 
concern is justifiably outweighed by the real potential improvements in services and 
outcomes for all groups that collecting and using this data will bring in allowing 
people to be treated as individuals. 
 
 
Stronger commissioning 
 

119. Stronger commissioning of cancer services is vital to ensuring that high quality 
services are delivered which reflect the needs of local populations and offer good 
value for money. Responsibility for implementation of most aspects of this strategy 
will rest with commissioners of services: Specialised Commissioning Groups, PCTs 
and Practice Based Commissioners. Strategic Health Authorities will be responsible 
for the performance management of PCTs as commissioners of cancer services.  

 
 Inequality assessment 
 
120. No inequalities identified.  Stronger cancer commissioning will improve services for 

all.  The new electronic cancer commissioning toolkit will use the new information 



coming on stream as described above to ensure commissioners can commission 
appropriate services for all groups.  The same also allows commissioners to take 
action where a particular group is not able to access services appropriately.  The 
combination of SHA performance management and Cancer Network specialist 
knowledge will ensure that PCTs commission for all. 
 
  
Reducing Cancer Inequalities 
 

121. Beyond this Equality Impact Assessment the CRS sets out to achieve a substantial 
reduction in inequalities in cancer. One of the key aims of the strategy is to reduce 
inequalities in cancer incidence, access to high quality cancer care and cancer 
outcomes. Many of the new plans set out in the strategy will benefit everyone but 
particularly minority population groups, be they age, disability, gender, race, religion 
or belief and sexual orientation and gender identity. For example the collection and 
analysis of more information although it will drive up quality for everyone will also 
allow for the identification of inequalities and allow action to be taken.  

 
122. A central commitment of the strategy is the National Cancer Equality Initiative. This 

brings together key stakeholders from patients, professionals, voluntary sector and 
academia to develop research proposals on cancer inequalities, test interventions 
and advice on the development of wider policy. This covers and will endeavour to 
reduce inequalities across all the different inequality areas. 
 
 
Planning for the future 
 

123. Cancer services have improved markedly over the last ten years and the indications 
and outcomes are that they will continue to do so over the next decade.  Given the 
changing cancer environment, there will need to be continuous reassessments  
made of cancer strategy and refinement of the approach to reflect new 
developments.  This involves: 

 
 Continuing to improve the skills and flexibility of the workforce; 
 Improving and building appropriate facilities; 
 Good horizon-scanning of future developments; 
 Undertaking high quality cancer research; and 
 Providing clear national leadership, support and oversight. 

 
Inequality assessment 
 

124. No inequalities identified.  These developments will benefit all. The support for high 
quality research includes research on inequalities.   
 



5. Conclusion  
 

125. This EqIA has assessed the new policies that form the Cancer Reform Strategy for 
any potential inequalities.  Where identified, measures have been set out to resolve 
potential inequalities.  In a few cases a potential inequality has been justified on the 
grounds of being for the greater good, for example expansion of cancer screening, 
but we believe we have set out how any exacerbation of cancer inequalities can be 
reduced.  The assessment of cancer inequalities will form part of the continuous 
reassessment of cancer strategy at a national level.  The new National Cancer 
Inequality Initiative will ensure that reducing cancer inequalities remains a priority. 
 



Annex 1. Cancer Reform Strategy:  
Chapter 6: Reducing cancer inequalities 
 
 

Chapter Summary 
 
 Inequalities in cancer outcomes are experienced by a range of different groups in 

society including socio-economically deprived groups, black and minority ethnic 
groups, older or younger people, men or women, people with disabilities, people 
from particular religions or with particular beliefs and gays, lesbians or bisexuals. 
Inequalities may vary according to the type of cancer as well as other factors 
such as location; 

 Although the inequalities gap between the most deprived groups and the general 
population has got smaller, more needs to be done to tackle inequalities as 
experienced by all these different groups; 

 Priority should be given to action to reduce smoking among groups with a high 
smoking prevalence and to increase awareness of the risk factors and symptoms 
for cancer among groups with low awareness; and 

 We will begin a National Cancer Equality Initiative, bringing together key 
stakeholders from the professions, voluntary sector and academia to develop 
research proposals on cancer inequalities, test interventions and advise on the 
development of wider policy. 
 

 
 
Introduction 
 

6.1 The Cancer Reform Strategy has been subject to an Equality Impact Assessment 
which shows that there will be no overall adverse effect on inequalities as a result 
of the measures for cancer that we are introducing. However, we want this 
strategy to go much further than that, achieving a substantial reduction in 
inequalities in cancer. One of the key aims of the Cancer Reform Strategy is to 
reduce inequalities in cancer incidence and increase access to high quality 
cancer care and cancer outcomes. 

   
6.2 Inequalities may be experienced by a range of different groups within society.  

These include: 
 

 Socio-economically deprived groups; 
 Black and minority ethnic groups; 
 Older or younger people; 
 Men or women; 
 People with disabilities; 
 People from particular religions or with particular beliefs; and 
 Gays, lesbians or bisexuals. 

 
6.3 There are multiple potential sources of inequality relating to cancer, which can 

impact on incidence, survival, mortality, patient experience or quality of life.  
These include: 

 
 Exposure to infections linked to cancer; 
 Genetic risk of developing cancer; 
 Awareness and attitude to lifestyle risk factors for cancer; 
 Uptake of prevention and screening services; 
 Access to diagnostic and treatment services; and 



 Provision of information and support. 
 

6.4 This chapter outlines how the different announcements and recommendations in 
the Cancer Reform Strategy will impact on inequalities and also sets out an 
overview of some of the major causes of cancer inequality together with 
recommendations for local action to reduce these inequalities. 

 
 
The impact of the Cancer Reform Strategy on inequalities 
 

6.5 The Cancer Reform Strategy includes a number of actions which should help 
reduce inequalities: 

 
 Action on smoking will particularly benefit groups in society with higher rates 

of smoking prevalence, such as manual workers or some BME communities; 
 Measures to ensure faster referral and diagnosis for people where cancer is 

suspected will help those who may be less informed about cancer signs and 
symptoms; 

 Reducing cancer waits will enable faster treatment for all patients; 
 Expanding radiotherapy capacity will reduce inequalities in the availability of a 

treatment which benefits over half of all patients with cancer; 
 A commitment that as a default position new cancer drugs and significant new 

licensed indications will normally be referred to NICE and to ensure that NICE 
appraisal guidance is available as early as possible; 

 Improved information and a new focus on improving the experience of cancer 
patients will ensure that all patients are given the appropriate information, 
advice and support throughout their cancer journey; and 

 Greater help for people who have survived or are living with cancer, including 
better psychological support, assistance with getting back to work or claiming 
the financial support to which they are entitled, will help more economically 
deprived groups in society.  

 
6.6 However, we also recognise that some of the measures we are taking may, at 

least initially, widen inequalities: 
 

 Measures to improve awareness of prevention messages as well as the signs 
and symptoms of cancer are likely to be disproportionately acted upon by the 
informed and articulate; 

 Expanding screening will benefit everyone who is eligible, but groups with 
lower levels of uptake will experience less benefit; and 

 Affluent and articulate people are more likely to make immediate use of 
information about the performance of hospitals. 

 
 
Further national action to tackle inequalities 

 
6.7 A major challenge in reducing inequalities in cancer is the lack of evidence about 

the extent to which different forms of inequalities exist, what causes them and 
what interventions will be most effective in addressing them.  

 
6.8 In recognition of this challenge we will begin a National Cancer Equality 

Initiative, bringing together key stakeholders from the professions, 
voluntary sector, academia and equality groups to develop research 
proposals on cancer inequalities, test interventions and advise on the 



development of wider policy. The National Cancer Equality Initiative will 
initially focus on: 
 
 Optimising data collection to enhance our understanding of the 

inequalities that exist; 
 Promoting research to fill gaps in the evidence; and 
 Spreading good practice. 

 
6.9 The Department of Health will also work through the National Cancer 

Equality Initiative with SHAs and PCTs to agree challenging goals for 
reducing cancer mortality in every cancer network area by 2012.  These 
goals will pay particular attention to tackling the different forms of 
inequality set out in this chapter, as a means to reducing overall mortality.  
The progress made by each PCT, cooperating through the cancer network, 
in meeting these goals will form an important part of our ongoing action to 
reduce cancer inequalities. 

 
6.10 The National Audit Office is funding a dedicated post in the Cancer Action Team 

to drive forward equity issues. This person will work closely with the National 
Cancer Director in developing the National Cancer Equality Initiative. 

 
6.11 The Department of Health will also continue to encourage innovation in 

tackling inequalities through its Section 64 grant programme.  Currently 36 
percent of grants on cancer programmes address equality issues.69

 
6.12 The UK National Screening Committee is conducting an equality review within 

the national screening programmes, including those for cancer. As a result of this 
review, the National screening Committee will consider what initiatives could be 
undertaken to improve access to screening in vulnerable populations. 

 
 
Types of cancer inequality and recommendations for local action   
 

6.13 Local action will also be necessary to tackle inequalities. As part of the 
measures we are introducing to ensure stronger commissioning, PCTs, in 
association with their cancer network, will wish to undertake a local 
equality impact assessment and take appropriate steps to address local 
issues.  

 
6.14 This assessment should include assessing screening coverage rates amongst 

groups with particularly poor cancer outcomes and setting out plans to improve 
screening coverage. 

 
6.15 If inequalities in cancer are to be reduced, it will be important to understand the 

nature of the inequalities that different groups face. Further research into this will 
be a priority but good commissioners should take into account the existing 
evidence, which is summarised below. 

 
 

Socio-economic deprivation and cancer 
 

6.16 Socioeconomic deprivation has a marked impact on cancer outcomes.  Cancer 
mortality is more than 15% higher in ‘spearhead’ PCTs than the national average.  
Although mortality from cancer is falling across the country as a whole and in 
spearhead PCTs, the gap remains wide. 



 
6.17 The increased mortality in deprived groups can largely be attributed to: 

 
 Higher smoking rates. Research has shown that the substantial social 

inequalities in adult male mortality during the 1990s were due to the effects of 
smoking. Stopping smoking could eventually halve this difference.70  Smoking 
leads to higher mortality rates from poor prognosis cancers such as lung and 
oesophagus; and 

 Low awareness of cancer and the benefits of early detection, leading to lower 
uptake of screening opportunities and later presentation with symptoms when 
cancer develops.71 

 
6.18 The actions set out in chapters 2 and 3 of this strategy are intended to help 

address these underlying causes of inequality. 
 

6.19 The government has a Public Service Agreement ‘to reduce inequalities in health 
outcomes by ten percent by 2010 as measured by infant mortality and life 
expectancy at birth’.  For life expectancy this means 'by 2010 to reduce by at 
least 10% the gap between the fifth of local authority areas with the lowest life 
expectancy at birth and the population as a whole'.  Reducing inequalities in 
cancer will play a major part in achieving this goal.  The Department of Health will 
continue to monitor the gap in mortality, as well as differences in one and five 
year survival. 

 
 

Race and cancer 
 

6.20 The links between race and cancer are complex and differ between different 
black and minority ethnic (BME) populations.  Our understanding of these links 
has been hampered in the past by poor recording of ethnicity within the NHS, but 
this is now improving.   

 
6.21 It is important to recognise that many BME populations in England have a 

younger age profile than the white British population and have not, therefore, yet 
reached the age when cancer is most common.  However, the needs of different 
generations within communities may be very different and will need to be planned 
for.   

 
6.22 The incidence of cancer varies between ethnic groups.  For example, compared 

to the general population: 
 

 Prostate cancer incidence is higher in African Caribbean men; 
 Mouth cancer incidence is higher amongst South Asians; and 
 Liver cancer incidence is higher among Bangladeshis and Chinese. 

 
6.23 Some of these differences are due to lifestyle factors and exposure to infections.  

Others may be caused by genetic factors. 
 

6.24 Different BME communities will have different needs and it is important that a 
personalised NHS is able to meet them.  We set out in the Department of 
Health’s Single Equality Scheme the actions which we will be taking to ensure 
that the NHS is equipped to meet the needs of cancer patients from different 
communities, including: 

 



 Developing a model for best practice guidance within cancer networks by 
2009; 

 Improving ethnic monitoring of cancer patients through Cancer Registries by 
2008; 

 Providing a forum for stakeholders working with BME communities and 
charities to share best practice and evaluation of projects undertaken by 
2008; and 

 Providing a range of screening leaflets in various languages and audio-visual 
aids. 

 
 
Box 32: Providing culturally appropriate information 
 
People from BME communities come later to diagnosis, are under-represented in 
clinical trials and are less likely to access palliative care services.  Some cancers are 
more common among particular BME groups.  Cultural, religious and social factors 
affect the delivery of information and treatment; cancer may be seen as a 
punishment, an infection, or simply not exist as a concept, there being no word for 
cancer in some languages.  There may be a distrust of “western” medicine and a 
reliance on healing through prayer or traditional medicines.  Over one million people 
in the UK do not have English as a first language and many struggle to receive 
complex information on cancer, even when they speak English adequately for day-to-
day purposes.  
 
Cancerbackup’s helpline allows people to speak to a specialist cancer nurse in over 
100 languages through an interpreter, with direct access lines for speakers of the 
twelve most common community languages. It has produced written and videotaped 
cancer information in Turkish, Cantonese and 6 Asian languages and holds a 
database of resources in other languages.  Medical and community advisers have 
compiled answers to 120 culturally-sensitive questions about cancer frequently asked 
by BME communities.  These are posted on Cancerbackup’s main website and 
available to health professionals.  The specialist cancer information nurses in London 
and at Cancerbackup’s local information Centres work with specially trained 
interpreters to undertake outreach work with local communities.  
 
 

6.25 Patient experience surveys have shown that BME groups, in general, report a 
worse experience of treatment and care. The actions set out in Chapter 5 are 
intended to help address this. 

 
6.26 As we move forward it will be important to assess the impact of newer trends in 

migration, ensuring that cancer services are equipped to meet the needs of 
different populations. For example, many migrant communities from eastern 
Europe have higher rates of smoking which may require specific local action. 
Good commissioners will consider the needs of all the groups they serve and 
develop strategies to address these.  

 
 
Age and cancer 
 

6.27 Cancer predominantly affects older people.  Fifty one percent of all cancer 
diagnosed is in people over 70 years old and more than three quarters of all 
cancer deaths occur in people aged over 65 years. 

 



6.28 The link between increasing age and increasing risk of developing cancer 
appears to be poorly understood by the public. For example a recent study by the 
NHS Cancer Screening Research Group found that over 50 percent of women 
wrongly believe that the risk of breast cancer does not vary with age, with only 
one per cent correctly believing that the oldest women are at greatest risk.72 Lack 
of awareness that they are still at risk of developing breast cancer appears to be 
one of the major reasons why older women with breast cancer present later and 
with more advanced disease than younger women. 

 
6.29 The information we will collect on awareness, clinical outcomes and patient 

experience will be a powerful tool for identifying areas where further work is 
necessary if older people are to benefit from the best possible cancer services. 

 
6.30 There is some evidence that older people receive less intensive treatment than 

younger people even when they are fit enough to do so. Evidence recently 
published in the British Journal of Cancer suggests that, even after adjusting for 
tumour type, when compared to younger women older women are less likely to 
receive standard management for breast cancer, such as radiotherapy 
treatment.73 Similarly, data gathered from the national lung cancer audit suggests 
that older people are less likely to receive radical treatment (Figure 10)74.



 
 Figure 10: Proportion of patients in England and Wales in the various age 

 bands who received any active anti-cancer treatment 
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Data from the second annual report of the national lung cancer audit programme 
 

6.31 Most clinical trials focus on patients under the age of 65, meaning that less data 
are available on the efficacy of treatment in older people. We believe that later 
stage trials should be conducted in groups who would be most likely to be treated 
with the medicines in question.  We will work with the NCRN to develop ways 
of encouraging more clinical trials to include older people. We will also 
encourage medicines’ regulators and industry to work together so that the 
use of age as an exclusion criterion in cancer clinical trials is avoided 
wherever possible. 

 
6.32 In the meantime, we do not believe that age should be used as a barrier to 

treatment.  The assumption should be that older patients should receive the 
same level of treatment.  The only acceptable criteria for not giving a 
clinically appropriate and cost effective treatment should be poor patient 
health or a patient themselves making a choice not to receive further 
treatment.  We will explore ways of making this more explicit when 
guidance is issued on interventions where clinical trials may have excluded 
older people. 

 
6.33 The majority of children have the opportunity to participate in clinical trials and 

this should continue. However, the situation is less impressive for teenagers and 
young adults. Over 70% of attendees at a recent Teenage Cancer Trust 
conference reported that they were not offered the chance to be treated in clinical 
trials. Implementation of the Improving Outcomes Guidance on Children & Young 
People with Cancer should ensure that children & young people, are treated in 
centres where a complete portfolio of relevant trials is supported. 

 
6.34 Children and younger people who develop cancer will have very different needs 

and it will be important that care for them is provided in an age appropriate 
setting.  For teenagers and young adults with cancer, it is estimated that 70% are 
not treated in a setting appropriate for their age. Implementation of the Children 
and Young People’s IOG will therefore require provision of a sufficient number of 
dedicated age-appropriate services to ensure that every network has a service to 
refer to. More than one service may be needed in high density populations.  
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Good commissioners will ensure that services are age appropriate for the 
population they serve. 

 
 
Box 33: Age appropriate services 
 
The Christie Teenage Cancer Unit is one of a number of units in the country, 
supported by the Teenage Cancer Trust, that cares specifically for teenagers & 
young adults with cancer, a distinct group with unique needs that differ from both 
children and adults. The unit is aimed at 16-24 year olds and currently has 13 beds 
plus a day service. It provides a hospital environment that is appropriate to young 
people including internet access per bed, allowance of mobile phones and access to 
music equipment, Sky TV etc. There is also access to space for socialising and 
space to meet the needs of families, siblings and carers.  
 
A diagnosis of cancer in this age group results in complex psychosocial issues for 
both the patients and their families/carers. Young people at the Christie are therefore 
cared for by staff with extensive knowledge and expertise in cancer in this age group 
- staff with knowledge of a young person's cancer journey, typical reactions of young 
people facing cancer, young people's coping mechanisms, excellent 
communication/interpersonal skills and the ability to recognize psychological 
problems/dysfunction in young people to ensure early/timely intervention.  
 
Extensive support services are also offered led by a Support and Activity 
Coordinator. Support groups are available to young people throughout treatment; 
from diagnosis and for many years after treatment. These groups ensure that young 
people remain socially motivated, continue to function as young people, have access 
to their peer group, support from other patients and aid the transition process back to 
‘normality’ once treatment is completed. There is also a Teenage & Young Adult 
Community Liaison post to bridge the gap between children’s and adult existing 
community services/teams and to offer expert advice regarding care for this group to 
existing community staff and ensure that young people with cancer are offered 
support at home whilst undergoing cancer treatment.  In addition the unit has a lead 
teenage & young adult nurse to drive and co-ordinate the services offered. 
 
 
 
Gender and cancer 
 

6.35 Some cancers are gender specific (such as prostate and testicle for men, ovary 
and uterus for women) and others affect one gender far more than the other 
(such as breast cancer).  However, for the ten commonest cancers which affect 
both men and women age-standardised mortality rates are in every case higher 
in men. 

 
Figure 11: Age standardised mortality per 100,000 population 
 
 Men Women 
Lung 55.8 28.4 
Colorectal 24.0 14.7 
Oesophagus 13.0 5.1 
Stomach 10.9 4.3 
Pancreas 9.6 7.3 
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Bladder 9.1 3.0 
Non-Hodgkin’s Lymphoma 7.5 4.7 
Leukaemia 6.8 4.3 
Kidney 6.1 2.3 
Melanoma 2.7 1.9 

 
6.36 The reasons for the differences in mortality rates between men and women are 

not fully understood.  In some cancers, such as lung cancer and oesophageal 
cancer, differences in smoking prevalence play a large part.  In some other 
cancers, it may be due to later presentation by men.  In melanoma for example, 
the incidence is higher in women, possibly because of the greater over-exposure 
to sunlight, but death rates are higher in men, perhaps due to presentation at a 
more advanced stage.  

 
Figure 12: Comparison of incidence and mortality of melanoma in men and 
 women in England 
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6.37 In 2006, a symposium organised by the Men’s Health Forum and chaired by the 
National Cancer Director discussed the issues around cancer and gender.  The 
event highlighted that there are still many cancer types for which the reason for 
higher incidence and mortality in men is not known and that this higher incidence 
may be the result of unidentified risk factors or general biological predisposition.75 
It is clear that more research is needed if we are to fully understand how gender 
impacts on cancer. 

 
6.38 The Symposium also highlighted that the range of settings in which men are 

offered advice, information and routine health checks should be expanded from 
traditional primary and secondary care settings, for example into the workplace. 

 
 
Disability and cancer 
 

6.39 For people with disabilities, cancer can pose particular challenges. For example, 
although people with learning disabilities have a similar overall risk of cancer to 
the rest of the population, they nonetheless have a higher risk of some cancers 
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such as cancer of the gall bladder and thyroid gland and leukaemia, but a lower 
risk of prostate, lung and urinary tract cancers. 76 

 
6.40 There is also evidence that uptake of screening is low amongst people with 

learning disabilities. Figures for breast screening in 1998 showed 43 percent 
average uptake for those women with learning disabilities compared to 76 per 
cent for women overall.  For cervical screening the figures were three per cent 
and 85 per cent respectively.77  There are also distressing stories of people with 
learning disabilities getting poor access to services when they do have symptoms 
of cancer.  

 
 
Box 34: Emma’s story 
 
Emma, aged 26, had a severe learning disability, which meant that she sometimes 
displayed challenging behaviour and had difficulty in communicating how she felt. 
 
Emma had not eaten for eight days and was feeling unwell.  Her mother took her 
to her GP who diagnosed a virus.  A further visit to a different GP resulted in 
Emma being sent for hospital tests.  Despite Emma being in pain, the hospital did 
not prescribe painkillers as they claimed Emma was refusing to consent to 
treatment. 
 
The tests showed that Emma had cancer which was treatable.  Clinicians however 
decided that Emma was not able to consent to treatment and did not treat her, or 
offer her pain relief.  Emma’s mother took legal action but by that stage the cancer 
had advanced too far to be treated.  
 
Emma was admitted to a hospice and died a month later.78

 
 
 
Religion / belief and cancer 
 

6.41 It can sometimes be difficult to separate out factors relating to religion and belief 
from other cultural and socioeconomic factors.  However, attitudes to cancer may 
differ between religions, potentially contributing to variations in uptake of 
screening, stage of presentation and attitudes towards treatment.   

 
6.42 Stronger commissioning will involve planning services which are appropriate to 

the needs and culture of local communities.  Commissioners should therefore 
take into account religious beliefs when designing services. 

 
 
Sexual orientation and cancer 
 

6.43 Homosexual and bisexual populations can have elevated risk factors for some 
cancers. For example, smoking rates amongst homosexual and bisexual 
populations are much higher (41%) than the national average (24%). 
Homosexual men have a raised risk of anal cancer, related to infection with the 
Human Papilloma Virus (HPV). They also have a higher rate of Kaposi Sarcoma 
and non-Hodgkin’s Lymphoma related to HIV/AIDS. Lesbians may be at higher 
risk of breast cancer as they are less likely to have the protective effect of 
pregnancy. There is also evidence to suggest that they are less likely to take up 
screening79. 
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6.44 PCTs with high homosexual, lesbian and bisexual populations may wish to 

consider targeted awareness-raising initiatives to address these issues. 
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EQUALITIES AND INEQUALITIES IN CANCER CARE: GENERAL OVERVIEW 
 
We considered that the 2004 DHSSPS publication Equalities and Inequalities in Health and 
Social Care in Northern Ireland - A Statistical Overview 
(www.dhsspsni.gov.uk/stats&research/index.asp) provided a useful introduction to the 
discussion on equality issues for people with cancer and that the key findings in relation to 
cancer care should be included in this section of the EQIA. The publication’s findings are 
also relevant to new TSN requirements, for example in relation to socio-economic groups, 
and these are also discussed in this section. 
 
Age 
The incidence of cancer increases with age. Half of all male cancers in Northern Ireland 
occurred in those aged over 70 years and half of those in females occurred in the 69 and 
over group.  
 
Gender 
In 2000, 49% of people diagnosed with cancer were male and 51% were female. These 
percentages are the same as the overall percentage of males and females in the Northern 
Ireland population so it is concluded that there is no adverse impact in relation to cancer 
incidence for the gender equality category. 
 
Death rates were higher for males than for females with males having a one in seven 
chance of dying from cancer before the age of 75 compared with a one in eight chance for 
females. Survival rates (between 1993 and 1996) were significantly better in females than 
in males. This gender difference may be explained by the higher levels of smoking and 
alcohol related cancers in men, with these cancers generally showing poor survival rates. 
On the other hand, the more common female cancers have higher survival rates (breast 
cancer has a five-year survival rate of 78% compared with 8% for lung cancer). 
 
Socio-economic groups 
In general, people in lower socio-economic groups tend to have higher incidence of cancer 
and poorer cancer survival rates, when compared with those in higher socioeconomic 
groups. There are higher rates of lung cancer incidence in the deprived areas of Belfast 
and in Derry City Councils. People from Newry and Mourne Council area also experienced 
higher levels of stomach cancer among males than was expected. Across Health Board 
areas, the Eastern Board area experienced a high rate of cervical cancers, possibly due to 
lower screening uptake rates. The Southern Board area reported more cases of prostate 
cancers than expected which may have been attributable to the increased use of prostate 
specific antigen (PSA) testing in that area. There were no significant differences between 
the survival rates for each individual cancer site (cancer type) across the four Health and 
Social Services Board areas (1993-1996). The differences in cancer incidence and 
mortality rates across the socio-economic groups can be partly explained by known risk 
factors such as tobacco smoking, diet and exposure to the sun. There is no data available 
for Northern Ireland or the UK on the actual contribution of risk factors to cancer deaths but 
a study in America by Doll and Peto estimates that 30% of cancer deaths are attributed to 
tobacco smoking which, given the high prevalence of smoking among individuals in lower 



socioeconomic groups, explains the observed differences in lung and other smoking related 
cancers. A further risk factor for cancer is diet. A higher daily intake of fruit and vegetables 
is known to offer protection against most cancers. People from lower socio-economic 
groups, adolescents and males are more likely to have a poor diet and are least likely to 
change dietary habits. 
 
Sexual orientation 
Variations in the incidence of cancer among people of different sexual orientations are 
difficult to identify due to the lack of available data. 
 
Rural and non rural areas 
In relation to all types of cancer, the risk of someone living in a rural area developing 
cancer is lower than for someone in non-rural areas (7% lower for males and 9% lower for 
females). In relation to lung cancer, the risk of someone living in rural areas developing 
lung cancer is markedly lower than someone in non-rural areas (35% lower for males and 
43% lower for females). 
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EXECUTIVE SUMMARY 

NHS Greater Glasgow & Clyde (NHSGGC) is the largest Health Board in the UK. Its geographic 
area stretches from the north east of East Dunbartonshire to Inverclyde. NHSGGC delivers 
services in 25 major hospitals, 10 specialist units and more than 60 health centres and clinics, 
and there are 300 GP practices serving a core population of approximately 1.2 million people. 
NHSGGC’s population resides in a geographic area that covers 10 Local Government 
administrations. NHSGGC provides specialist health services to the whole of the West of 
Scotland, which is more than half of Scotland's population. To ensure that our services meet the 
needs of that extended population, joint planning arrangements are in place with our partner West 
of Scotland Health Boards.  

NHSGGC’s overall aim is to deliver effective and high quality health services, to act to improve 
the health of our population and to do everything we can to reduce health inequalities. From 
prevention, referral to diagnosis, treatment, care, after care and supported self care, the planning 
and delivery of cancer services for NHSGGC’s population is complex and challenging.  The 
NHSGGC Cancer Plan 2010 to 2013 reflects the Scottish Government’s vision for cancer 
services for Scotland’s population, contained in the Report Better Cancer Care, an Action Plan 
(published in October 2008). NHSGGC’s cancer services fall into a full range of services and 
specialties delivered at locations across the organisation’s geographic area, including: 

Gynaecological Cancers Upper Gastrointestinal Cancers 
Lung Cancer Dermatology/Skin Cancers 

Colorectal Cancer Paediatric Cancers 
Head and Neck Cancers Sarcoma 

Urological Cancer Palliative Care 
Haemato-oncolocy Primary Care 
Specialist Oncology Community and Palliative Care 

The earlier cancer is diagnosed, the better the chance of a cure. NHSGGC is continually taking 
steps to improve information to patients and the public, in order that the population has a better 
understanding of lifestyle factors over which they have control and which will influence the 
likelihood of developing cancer. It is recognised that people living in deprived areas are more 
likely to be diagnosed with cancer and have a higher death rate than those who live in more 
affluent areas. Lifestyle factors can play a significant role in the risk of getting cancer. For 
example, factors such as smoking, poor diet, lack of physical activity, obesity and excess alcohol 
consumption are important modifiable factors that contribute to the risk of getting cancer. Many of 
these lifestyle behaviours are coping mechanisms associated with a range of health related 
inequalities. The complexity and diversity of the NHSGGC population is reflected in the Population 
Health Section of the plan, as well as being reflected for health inequalities throughout the plan. In 
accordance with the organisation’s Equality Agenda, the Cancer Plan has been Equality Impact 
Assessed. 
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The Cancer Plan 2010 to 2013 has been developed to set out the organisation’s strategic 
direction and planned developments for cancer services over the next three years. The plan also 
includes highlights of improvements and investments made to services and facilities over the last 
5 years. To highlight the importance of developing the organisation’s cancer agenda, in November 
2008 NHSGGC established a multi-disciplinary, multi-professional, Cancer Services Steering 
Group (CSSG), to oversee the development and delivery of the organisation’s Cancer Plan. The 
group’s membership is multidisciplinary, and has patient and charitable organisation 



representatives. A Clinical Leads Group and a Quality and Improvement Group were established 
to reflect the significance of clinical leadership and improving the quality of cancer services. 
Equally important to effective services are the joint working arrangements between primary and 
secondary care, and a CHCP/Primary Care Interface Group was also established to promote and 
enhance joint working and communications between these services. Of note in 2009 NHSGGC 
put a process in place to develop a Primary Care Framework for planning and service 
development, including for cancer services. 

Health Information and Technology (HI&T) services play a key role in supporting the cancer 
agenda; developing and modernising information technology and systems to be responsive to 
service needs.  The ongoing work to improve and make better use of technology to improve 
patient care can be evidenced, for example in the implementation of the Patient Management 
System (PMS), and the E-Referral programme to manage and track GP referrals to services for 
diagnosis and treatment; thereby speeding up access to services for patients and reducing patient 
waiting times. In 2009 the SCI Gateway electronic referral templates were updated to include the 
priority of “urgent suspicion of cancer” option for urgent referrals, and work is ongoing to align and 
combine the templates with the cancer referral guidelines. Also in 2009, an in-house IT system 
was designed and developed to support the management of MDTs and piloted in some service 
areas. This will be refined and rolled out to clinical services in 2010. 

A Cancer Wait Times Management and Reporting System was also developed and has been 
implemented across NHSGGC replacing the multiple legacy systems with a single system. 
NHSGGC’s success in meeting and exceeding waiting time targets remains a priority. Continuing 
work to develop clinical information systems and improve access to clinical information throughout 
the patient’s journey will also be taken forward in 2010. The further development and rollout of the 
EPR including Clinical Portal, SCI Store, Digital Dictation, SCI Gateway, eTriage, the 18 Weeks 
RTT Data Warehouse , eForms, Order Comms and scanned records - the NHSGGC strategic 
priorities - will be exploited in support of the cancer agenda. Also cancer specific priorities 
including the implementation of the WOS Chemotherapy System will be delivered. 

Quality, including related research, remains area of priority action at a national, regional and local 
level, and NHSGGC is committed to developing and delivering the highest quality services to the 
populations it serves to achieve the best outcomes possible for its population. Involving and 
engaging with patients and their carers therefore remains a priority. The Scottish Government 
Health Directorate’s Healthcare Strategy for Scotland, launched in 2010, underpins the 
organisation’s quality agenda, as well as the ongoing work that is being taken forward nationally 
by the Scottish Cancer Task Force to improve quality of cancer services. 

There are several drivers and challenges facing NHSGGC in driving forward the cancer agenda. 
These include, addressing inequalities in health, addressing the extremely poor health in some of 
our geographic areas, keeping pace with a changing workforce, delivering national policy, 
delivering national and local targets to improve access and response for the patient’s journey and 
experience throughout their care. NHSGGC will continue to develop services that meet the 
highest quality standards, that we continue to operate effectively and efficiently, and that 
NHSGGC makes the best use of available resources; principally through redesigning our services 
to ensure NHSGGC keeps pace with 21st century care to meet our objectives. Successful delivery 
of the NHSGGC Cancer Plan will be achieved through the continuing efforts of staff from all 
disciplines and specialties and by continuing to work in partnership with patients, families and 
carers, and through our joint working arrangements with partners in primary and community care, 
working with voluntary sector agencies, and through our collaborative planning arrangements at 
national, regional and local level.  

Jonathan R Best - Chair 
NHS Greater Glasgow & Clyde 
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1 Introduction 

This is the NHS Greater Glasgow & Clyde (NHSGGC) Cancer Plan 2010 to 2013. The Cancer 
Plan sets out the organisation’s key aims and objectives, including planned investments, for the 
delivery of cancer care and services for the period 2010 to 2013.  The plan includes highlights of 
significant improvements and investments made to services and facilities over the last 5 years. 

To support the development of the Cancer Plan contributions were gathered from the breadth of 
services and specialties that have direct interaction or input into a patient’s cancer pathway.  This 
information provides more detail about individual services and specialties, and is referred to in this 
document as the Cancer Plan Reference Document. 

The NHSGGC Cancer Plan reflects the Scottish Government’s aims and objectives for improving 
cancer services and care; set out in Better Cancer Care: an Action Plan (published in 2008). In 
addition, NHSGGC’s cancer services also fall under the umbrella of the organisation’s Acute 
Service Review (ASR) implementation programme, which is updated annually.  

To highlight the importance of the organisation’s cancer agenda, in November 2008 NHSGGC 
established a multi-disciplinary, multi-professional, Cancer Services Steering Group (CSSG), to 
oversee the development and delivery of the organisation’s Cancer Plan. The CSSG established 
a Clinical Leads Group to provide clinical leadership to the developing cancer agenda, and a 
Quality and Improvement Group to lead development of the quality and improvement agenda for 
cancer services. A structure of the CSSG, including its sub groups, showing its key 
relationships and reporting arrangements is attached at Appendix 1. 

NHSGGC recognises that people living in deprived areas are more likely to be diagnosed with 
cancer and have a higher death rate than those who live in more affluent areas. Lifestyle factors 
and social circumstances play a significant role in the risk of getting cancer. Factors such as 
smoking, poor diet, physical activity, obesity and excess alcohol consumption are important 
modifiable factors that contribute to the risk of getting cancer. Circumstantial factors, such as 
poverty and unemployment, play an important role in contributing to non-participation in cancer 
screening programmes, the late presentation of cancer-related symptoms and the increased risk 
of getting cancer, together with poorer treatment outcomes.  This is significant since the earlier 
cancer is diagnosed, the better the chance of a complete cure.   

Self-care is fundamental in the management of long term conditions and is a core element of 
cancer care.  There is great potential for the further engagement of patients in their own self-care 
and in patients having input into the management of their health condition by health care 
professionals.   
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To set the plan in the context of the NHSGGC population’s health status, the plan includes 
population profiles and information relating to the diversity of the population. In addition, 
Appendix 2, provides incidence and mortality rates relating to the top 4 cancers; Lung, 
Colon, Breast and Prostate Cancer, as well as Cancer Incidence (2006) and Mortality (2008) 
by CHCP. 



 

 

NHSGGC will continue to improve the facilities we use to provide treatments and care and, as 
part of the implementation of the organisation’s Acute Services Review (ASR) programme, 
NHSGGC is investing £1 billion in building programmes for 4 new state of the art hospitals; two of 
which were opened for service in 2009 – the New Victoria Hospital and the New Stobhill Hospital. 
In addition, at the Southern General Hospital Campus a new adult Acute Hospital and a new 
Children’s Hospital (co-locating the hospital with the recently modernised maternity unit on that 
site) will be built by 2015 as part of the £1 billion capital programme. 

The opening of the West of Scotland Beatson Oncology Centre (BOC) in 2008, for the delivery of 
non-surgical cancer care was a significant improvement to facilities for the treatment of patients 
with cancer was. The BOC serves the population of NHSGGC and the West of Scotland. The 
£83m centre serves a population of 2.8m people. In addition, a further, £9.8m was invested for a 
PET scanner, and £11.9m of investment was made in staff and facilities at the centre.  

Another example of achievement is the 6-bed Teenage Cancer Trust Unit (TCT) which was 
opened in the summer of 2009, located at the Royal Hospital for Sick Children (RHSC), involving 
redesign of the delivery of teenage cancer clinical and welfare care. The service was successful in 
the recruitment of a specialist clinician; specialist nurse, unit co-ordinators and an activity co-
ordinator.  This new and exciting development is managed in collaboration with service providers 
from the BOC, ensuring equitable care and patient focussed transitional care to adult services is 
streamlined.    

NHSGGC is a large and complex organisation, and there are a number of challenges that have 
potential impacts on driving forward development of cancer services. These include working with 
our partner organisations to address inequalities in health and to improve health and health 
outcomes for patients, meeting the challenges of a changing workforce, delivering national and 
local targets to improve the patient’s journey and experience throughout their care, ensuring our 
services meet the highest quality standards, and that we operate effectively and efficiently to 
ensure we make the best use of our available resources. This means ongoing redesign of our 
services to ensure we keep pace with 21st century care. 

 

 

The NHSGGC Cancer Plan 2010-2013 and Cancer Plan Reference Document are available 
to the public by accessing: the organisation’s web page: http://www.nhsggc.org.uk 

Staff can access the documents on the NHSGGC Staff net Cancer Services Page: 
http://staffnet/Acute/Division+Wide+Services/Cancer+Services/ 
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2 Achievements and Improvements to Services and Facilities 

A significant number of improvements have been made in all service areas; in acute, primary, and 
community settings, including major improvements to the facilities which deliver these services. 
For example, a significant improvement for the non-surgical treatment of patients with cancer was 
the opening of the West of Scotland Beatson Oncology Centre (BOC) in 2008. The centre is 
based on the Gartnavel General Hospital site in Glasgow. The £83m centre serves a population of 
2.8m people. In addition, a further, £9.8m was invested for a PET scanner, and £11.9m of 
investment has been made in staff and facilities at the centre. 

NHSGGC has also achieved the opening of two new hospitals with modern state of the art day 
care and out-patient facilities; the New Victoria and Stobhill Hospitals. In addition, the ongoing 
implementation of the organisation’s capital programme and Acute Services Review 
implementation will deliver a major capital programme of new hospital building, which is currently 
underway on the Southern General Hospital (SGH) Campus. This will establish a New Children’s 
Hospital, co-located with the recently modernised maternity facility in 2009/10, and a new Adult 
Acute Hospital on the SGH site by 2015. A new laboratory block has also been commissioned on 
the Gartnavel General Hospital site.  

This section of the Cancer Plan highlights examples of key achievements made over the last 5 
years, supporting better access to services, treatments and improving outcomes for patients.  
More detailed information about service profiles and achievements are provided in the Cancer 
Plan Reference Document. 

Prevention and Early Diagnosis 

NHSGGC successfully implemented the Scottish Cervical Call/Recall System, the National 
Colposcopy Information Audit System and implemented a local database to report the invasive 
cancer audit outcomes. Every woman registered with a GP receives a first invitation to attend for 
a mammogram at a local breast screening location sometime between her 50th and 53rd 
birthdays and then three yearly until her 70th birthday. 

£1.9m of investment was made to develop and implement the national bowel screening 
programme, including the IT system and public awareness campaign. Cervical Screening Uptake 
figures for NHSGGC residents demonstrates that cervical uptake rates for the purpose of the 
General Medical Services target payments are between 9 and 12% higher than the NHS Quality 
Improvement Scotland standard rate. The uptake rate of the breast screening programme has 
increased from 61.9% in 1991-1994, to 71.8% in 2003-2006 in Greater Glasgow, and from 68.8% 
to 73.2% in Clyde. 

Referral and Diagnosis 
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Diagnostics is pivotal to the patient journey and in helping to meet waiting time targets for cancer 
diagnosis and treatment. The National Diagnostic Collaborative allowed structured investment 
and development within the service with the key objectives of the Collaborative being successfully 
embedded into the operational functions of the Diagnostics Directorate. This in turn facilitated a 
significant reduction in waiting times; the maximum wait for any of the eight key diagnostic tests is 
six weeks, with urgent cases being seen within 2 weeks. 



The Diagnostics Directorate is working towards further reducing waiting times to a maximum of 
four weeks. Progress in implementing the Imaging Strategy, Laboratory Strategy and ASR has 
seen the commissioning of a new Laboratory Block at Gartnavel General Hospital, further roll out 
of PACS and with the opening of the two new hospitals the provision of additional MRI capacity 
within NHSGGC. Performance measurement systems are in place for imaging and regular 
measurement of turnaround times takes place within pathology and imaging, all contributing 
towards adherence to the 62 days target from referral to treatment for cancer patients. 

Over the last few years there has been a move from paper referrals from GPs to acute care to 
electronic referrals with 93% of GP referrals now being made electronically thus both speeding up 
the referral process and improving the quality of information provided.  A project to implement 
electronic vetting of referrals within acute environments is underway with 15% of referrals now 
vetted electronically. This supports faster turnaround of vetting , makes information on vetting 
outcomes available for service planning and provides an update to the referring GP on the 
outcome of the vetting.  

CHCPs and Primary Care Services 

CHCPs developed local palliative care action plans, including Implementation and increasing 
usage of the Gold Standards framework which seeks to achieve a gold standard of care for all 
people nearing the end of their lives. In addition, the Liverpool Care Pathway commenced 
implementation.  To promote healthier lifestyle and target underlying causes of poor health, 
CHCPs established Eat Well and Healthy Eating projects, as well as launching local Keep Well 
programmes across all general practices in the area, targeting patients from deprived areas. In 
addition, enhanced local specialist smoking cessation services were established, and the roll out 
of a pharmacy stop smoking service was completed. The Equally Well national test-site for 
tobacco control was implemented in the  Whitecrook, Clydebank.  The development of an 
enhanced local exercise referral scheme, Live Active, was implemented. Additional achievements 
include: 

• Maximising preventative ill health opportunities through improved planning arrangements with 
Health Improvement in CHCPs 

• A partnership developed with Macmillan to host and manage an income maximisation service 
for people diagnosed with cancer from across the whole of Glasgow. 

• Piloted out of hours service, allowing patients in the end stages of their lives to bypass NHS 
24 and to contact local nursing staff who provide advice or arrange for an appropriate 
professional to visit the patient in their homes. 

• Standardised practice by District Nurses using McKinlay T34 syringes when administering 
palliative care medicines. 

• Developing GP open access to ultrasound scanning, barium imaging, radiography, CT 
scanning (brain for specific indications) and direct access to endoscopy and colonoscopy. 

• The delivery of the HPV Immunisation Programme. 
• The introduction of protected learning events to advance staff knowledge, including cancer 

and palliative care. 
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• The development and implementation of IT solutions in support of the Keep Well Programme 



 

Acute Services 

Colorectal and Upper Gastro-Intestinal (GI)/Gastroenterology 

Three new Consultants joined the Gastro-Intestinal oncology (GI) team during the period 
2005/2007, covering Upper GI in Lanarkshire, Colorectal in Forth Valley and Rectal cancer in 
Inverclyde respectively. A significant achievement during 2005/07 was the establishment of a 
multi-disciplinary working approach to colorectal cancer in Lanarkshire and all local patients have 
been repatriated for chemotherapy from Glasgow. The radiotherapy system for GI patients has 
been improved since moving to the new BOC, with a dedicated review area and dedicated time.  
The team have been exploring the development of a High Dose Rate (HDR) brachytherapy 
service for oesophageal and rectal cancers. A Capecitabine chemotherapy clinic has been 
developed into a nurse/pharmacy led service, and a Xelox clinic has also been introduced.  In 
addition, the development of the process of pre-assessment for chemotherapy patients at the 
BOC has resulted in much shorter stays for patients having chemotherapy and much more 
efficient use of resources.  

There has been development of Nurse Endoscopy roles to support reducing waiting times and to 
support earlier diagnosis and patient management support, together with expansion of the Cancer 
Nurse Specialist roles. In addition, the introduction of Nurse Led vetting and direct triage of 
referral for colonoscopy and sigmoidoscopy has improved delivery of patient flows through the 
care pathway.  The reorganisation of consultant posts has led to enhanced numbers of Colorectal 
Specialists across NHSGGC, with increased provision in hospitals, leading to increased capacity 
for colonoscopy. The service has increased Laparoscopic cancer care provision. An additional 
consultant post in Sarcoma/Colorectal cancer management was introduced in the west sector. 

Other key achievements include: 

• Early implementation of the Bowel Screening Programme commenced in the Clyde sector. 
• Increased laparoscopic cancer care delivered and high definition Laparoscopic camera stacks 

purchased to enhance operative management. 
• Introduction of Endoscopic Ultrasound (EUS) services, with additional EUS sessions for 

diagnostic and treatments increased. 
• New endoscopy facilities introduced at Southern General Hospital and Stobhill Hospital. 

Increased endoscopy capacity introduced at other sites via evening and weekend sessions., 
with increased nurse specialist provision in the South and Clyde sectors. Additional nurse 
endoscopists have been trained in colonoscopy via NES Endoscopy Workforce programme. 

• Pancreatic database has been developed developed and supported, as well as a colorectal 
referral document. Gastroenterology services in Clyde have been developed to include the 
establishment of regional MDT meetings, with video conference between three sites. A direct 
system is in place for colonoscopy/endoscopy from vetting of GP referral letters. 

• Development of Clinical Nurse Specialist role to support upper GI service 
• Funding to support recruitment of Clinical Nurse Specialists Gastroenterology – Medical 
• Recruitment of Endoscopy Coordinators within Clyde to support coordination and 

management of waiting lists at a central point 
• Implementation of the Unisoft System throughout Glasgow, Clyde and in the Golden Jubilee 

Hospital  which supports endsocopy/colonscopy services 
• Funding secured to recruit to a Palliative Care Nurse Specialist post 
• Development of stenting service for patients presenting with upper GI cancers 
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• Securing additional funding for Upper GI Nurse Specialist who will operate across the RAH 
and Vale of Leven and Gartnavel Hospitals. 



Urology 

In 2006 an appointment of a Cancer Nurse Specialist/Nurse Cystoscopist was made with 2 fixed 
flexible cystoscopy sessions per week included in the remit of the post.  This nurse led, protocol 
driven service is for bladder cancer surveillance patients who have a low risk of recurrence. The 
service also achieved expansion of laparoscopic nephrectomy capacity, with an additional 
consultant trained in procedure, and additional equipment obtained for the service.  

The Scottish Prostate Cryotherapy Service was established in November 2008, based within the 
Urology Department, Gartnavel General Hospital.  Prostate cryotherapy is an optional second line 
treatment for patients who have recurrent prostate cancer following initial treatment 
of radiotherapy and/or hormone treatment. Referrals to the Cryotherapy Service are accepted 
from all Scottish NHS Boards. A number of developments were undertaken to improve the 
patient’s pathway, for the timeliness of patients presenting with symptoms relating to cancer. 

This included nurse-led triage of referrals, triage direct to investigation where appropriate, 
prostate-specific clinics, direct booking of further investigations from clinic and increased capacity 
for TRUS & biopsy procedures. A MDT co-ordinator post introduced to improve administrative 
aspects of MDT meetings across Greater Glasgow, as well as merging of individual site-based 
MDT meetings across Greater Glasgow into one weekly Greater Glasgow MDT meeting and a 
Urology MDT meeting in Clyde.  

Pump-prime funding for 3 years was secured to enable an appointment of a Macmillan Nurse 
Specialist for the service, with responsibility for the co-ordination of care and support to improve 
the patient pathway. In addition, a full time Urology Cancer Clinical Nurse Specialist was 
appointed to the Southern General Hospital service. In order to improve the pathways of patients 
presenting with symptoms related to prostate cancer, a specialised clinic was introduced at 
Victoria Infirmary. This allows patients to be seen within the required 2-week timeframe from 
referral and for the immediate onward booking of further investigations. Equipment for the service 
has also been updated, with additional ureteroscopes, aparoscopic stack (for laparoscopic 
nephrectomies in South Glasgow), consumables for National Cryotherapy Service, equipment 
lease for National Cryotherapy Service and Transrectal ultrasound machines obtained. 

Genito-Urinary  

A prostate brachytherapy programme is now fully established, with the BOC being recognised as 
the UK centre for training of new centres in the technique.  Chemotherapy continues to be 
delivered both at the BOC and in peripheral clinics. Protocols for the treatment of hormone 
refractory prostate cancer have changed significantly. With the recognition of the benefits of 
docetaxel this drug has been adopted as a first line off-study agent replacing the previously 
acknowledged first line agent mitoxantrone.  Successful introduction of zoledronic acid in subsets 
of patients has been achieved according to the local protocol. 
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In metastatic disease the protocol has been changed to allow the combination of cisplatin and 
gemcitabine as first line therapy in keeping with published clinical trial data. There is increasing 
use of the new drug combination in the neo-adjuvant setting prior to either radical radiotherapy or 
radical cystectomy according to Multidisciplinary Team discussions. This has evolved due to the 
5% survival benefit expected for such treatment. Image-guided techniques have been developed 
and development of cone beam CT for localisation and on-line treatment verification/alteration is 
underway. 



 

Renal  

A significant achievement for renal services was the establishment of a multidisciplinary clinic 
registering patients from all over the West of Scotland. This clinic is attended by surgical, medical 
and clinical oncologists with direct input from palliative care physicians to provide state of the art 
multimodality care, and the development  of molecular drugs at all levels from phase 1 to phase 3. 

Lung 

A regional multi-disciplinary team meeting and video-conference facilities have been achieved 
between four sites serving the NHSGGC population receiving their treatments and care in the 
Clyde past of the organisation. In addition, an endobronchial ultrasound service has been 
established, a direct referral service from radiology, and a fast track referral system from primary 
care. The service continues to increase its participation in cancer trials. 

• Recruitment of cancer trackers at the Clyde Hospitals, Golden Jubilee Hospital and Beatson 
Oncology Centre. 

• Equipment for Endobronchial Ultrasound, Thoracoscopy, Video-conferencing (not exclusive to 
lung cancer service) 

In NHSGGC, six new consultant clinical oncology appointments were made during 2005/07. In 
addition 2 radiographers with a specialist interest are increasingly involved in smoothing the 
planning process and in developments to improve the service. An important appointment to the 
team during 2005 to 2007 was the appointment of a Research Fellow dedicated to exploring the 
potential for implementation of Imaged Guided Radiotherapy Treatment (IGRT) to increase dose 
to the tumour, and reduce dose to normal tissues. In addition, a Clinical Nurse Specialist on the 
team plays a vital role in the management and monitoring of lung cancer patients within the 
department, especially during their radiotherapy treatment. 

A major piece of work to ensure protocolisation of all chemotherapy and radiotherapy regimens 
was completed, and as such practice is both up to date, and compliant with relevant Good Clinical 
Practice documents such as IRMER and HDL 29 (2005). Because of the important advances in 
research and service provision in lung cancer radiotherapy, CHART has been established as the 
standard option for the radical treatment of early lung cancer. Almost all radiotherapy for lung 
cancer, including palliative treatments, is planned with CT simulation to more accurately localise 
the radiation field. In addition, through the purchase of new equipment to allow delivery of intra-
bronchial brachytherapy links with respiratory physicians has enabled the team to develop a 
service (primarily palliative in the initial stages). 

Skin (Dermatology) 

Establishment of a skin cancer MDT was achieved with regional and local MCNs.  The service 
increased its consultant numbers with the appointment of three new Consultant posts, and the 
appointment of a skin cancer CNS. Specialist skin cancer clinics are undertaken for MFU, 
Lymphoma, One stop SCS clinic, and the expansion of MMS. At a national level, the service has 
contributed to parts of private members bill on sun beds within new public health bill 2009. Key 
improvement will include the banning of the use of coin operated sun beds for under 18 year olds. 

C:\Website 2010\PEG\26.01.10\11 - NHSGGC DRAFTCancerPlan20102013 dc DECEMBER 2009.doc Revision 02/02/2010     Page 
11  of 41 

The melanoma oncology service has significantly developed over the last few years following the 
appointment of an additional consultant medical oncologist to support the melanoma service, 
adding to the existing honorary consultant medical oncologist and input from a number of 



consultant clinical oncologists.  In addition, a significant development has been the appointment of 
a part-time clinical nurse specialist. Patients from across the West of Scotland are discussed 
within a fortnightly multi-disciplinary team (MDT) meeting, and managed in specialist clinics. 

Breast 

There has been expansion of sentinel lymph node biopsy provision across several sites in 
NHSGGC, and immediate reconstruction provision increased. Day case services have been 
established, including the transfer of services to the new hospitals at Stobhill and the Victoria. 
Additional equipment for Sentinel lymph node biopsy has been obtained for South Glasgow and 
Clyde. 

Gynaecological  

Development of a Telemedicine service to support the Managed Clinical Network for 
Gynaecological Cancer in the West of Scotland has successfully led to the service being 
considered as a role model with regular visits from many centres in the United Kingdom and from 
overseas.   Successful integration of HDR brachytherapy into clinical practice, with a consequent 
review and revision of clinical practices for all gynaecological cancers which supports the existing 
well established tradition of protocol based treatment for these types of tumours.  

Chemoradiotherapy is the standard of care for all locally advanced cases of cervix cancer. The 
team are involved in the EORTC Trials of chemoradiation versus neo-adjuvant chemotherapy 
followed by surgery for this type of cancer. A proposal for a regional specialist ovarian cancer 
oncology surgical service model was successfully approved for funding and implementation for 
the West of Scotland. The service will be operational from 2009. 

Sarcoma 

In addition to the oncology service delivered for sarcoma, there are orthopaedic oncology 
surgeons, plastic surgery, abdominal, thoracic and vascular (ILP) surgery input into the Managed 
Clinical Network (MCN) for Sarcoma in WoSCAN. There are two radiologists with expertise in 
sarcoma radiology who attend the weekly MDT, and there are also additional weekly meetings 
with the orthopaedic surgeons to assist with planning (and performing) biopsies, staging 
investigations and pre surgical assessment. 

Other radiologists are involved in advising and reporting on intra-abdominal, thoracic and head 
and neck sarcoma. Pathology is all double or triple reported (using specialist expertise from 
Aberdeen and Edinburgh). A second consultant pathologist in Glasgow has been appointed, and 
specialist palliative medicine input and advice is available.  One of the NHSDGGC orthopaedic 
surgeons has developed a service to manage those cases with solitary bone metastases or 
fracture (non sarcomatous). This allows the sarcoma team to concentrate on those with true 
connective tissue tumours. 

Head & Neck  
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For radiotherapy a full 3D planning system has been introduced. The team has continued to make 
the facility of IMRT available to patients with head and neck cancer.  There have been important 
developments in the use of chemotherapy in the management of patients with head and neck 
cancer. Cetuximab was introduced as an agent that improves overall survival in those with 
advanced disease receiving radiotherapy alone, without increasing morbidity. 



Beatson West of Scotland Cancer Oncology Centre (BOC) 

The opening of the new Beatson West of Scotland Cancer Oncology Centre (the BOC) for the 
delivery of non-surgical cancer care for the West of Scotland, based on the Gartnavel General 
Hospital site in Glasgow.  In addition, a new full 3D planning process for all breast radiotherapy 
techniques is now available. The service was developed and implemented during 2005 to 2007, 
and represents a major improvement in the quality of treatment for patients. 

The development was followed by a second development to boost technique based Virtual 
Simulation, which was completed in 2008. Main achievements in chemotherapy services include 
the introduction of taxanes, Herceptin® and aromatase inhibitors into routine practice as adjuvant 
treatments. In addition, in collaboration with colleagues from other Scottish centres, national 
guidelines for the use of aromatase inhibitors and Herceptin® have been developed.  Herceptin® 
was introduced for adjuvant treatment, following agreement from the four West of Scotland boards 
fully seven months before the Scottish Medicines Consortium approval of the treatment. 

Neuro-Oncology 

The neuro-oncolgy team undertook a major redesign of service during 2005/07 leading to the 
expansion in the range and quality of services delivered. A second consultant was also appointed. 
A fully constituted MDT was established, and a review of ‘patients with suspected brain tumour’ to 
peripheral hospitals service in the catchment area was put in place serving patients in NHSGGC 
and throughout the West of Scotland. 

A fully supported ‘new patient’ clinic has replaced the previous practice of ward review with 
important benefits to patients and their relatives. The frequency of the ‘joint glioma clinic’ with the 
specialist oncology neuro-surgeon has doubled to twice per month offering improved service 
particularly to patients with lower grade brain tumours who need long term surveillance. Following 
the recent Scottish Medicines Committee approval of concomitant chemo-radiotherapy for high 
grade brain tumours we have set up a comprehensive and safe service for all patients eligible for 
this treatment. This has been facilitated by the appointment of a clinical nurse specialist with a 
strong background in chemotherapy delivery, who runs an independent clinic to provide this 
service. This is supported by the consultant staff in the adjacent clinic which provides all other 
chemotherapy indications.  

Innovations introduced during 2005/07 include the use of single fraction stereotactic radiosurgery, 
mainly for brain metastases, and fractionated stereotactic radiotherapy for a range of tumours 
requiring accurate localization. Image fusion is now routine for those patients requiring MRI to 
delineate their tumours and there has been a reduction in ‘planning time’ needs for patients with 
high grade tumours, reducing the overall time to ‘first treatment’.  Through links developed with 
neuropathology, collaboration on the development of molecular diagnostics for brain tumours has 
resulted in routinely offering 1p,19Q analysis for any patient whose tumour contains an 
oligodendroglioma component. An assay has been developed for the methylated promoter of the 
MGMT gene. 

Paediatric 
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A 6-bed Teenage Cancer Trust Unit opened in the summer of 2009 located at the RHSC. In 
addition, a paediatric radiotherapy liaison nurse appointment was made to co-ordinate treatment 
and to provide information to staff and families at the RHSC and Institute of Neurosciences. A 
new Consultant Oncology post was successfully recruited, and a radiographer post with an 
interest in paediatrics to help improve service provision. All chemotherapy is given through the 



oncology service at the RHSC.  This now comprises three paediatric oncologists and two 
haematologists. 

Participation in national and international trials for patients in the paediatric age group.  Most 
Children’s Cancer and Leukaemia Group trials are opened through the RHSC service and 
patients entered as eligible. Considerable investment was made for training of Chemotherapy 
Courses for Nursing Staff and a nurse educator position commenced, and a Research nurse post 
was created. 

 Other key achievements of note are: 

• The development of the POON Service 
• Investment of approximately £1m to refurbish BMT accommodation to meet JACIE, including 

the award of National Lottery funding of £500k. 
• JACIE accreditation and compliance commenced, and attainment of HTA accreditation 
• £20k recurrent funding established a play therapy specialist to reduce GA requirements 
• £40k recurrent funding was provided for a BMT Nurse Specialist 
• £35k revenue funding was secured for a permanent position of Quality Manager 
• Development of joint working practices with the Beatson Oncology Unit relating to Day 

Surgery were established to significantly improve patient journey 
• Commencement of CATSCAN and the investment by the unit to allow successful  participation 

at all levels 
• NHS funding secured clinical scientists for molecular screening giving greater security to a 

service which depended upon charitable funding.  
• Investment of £0.5m charity funds was obtained to refurbish the Day Care Unit to expand the 

facilities allowing a greater volume of treatment to be delivered as an outpatient and to provide 
dedicated day care facilities for transplant patients to meet JACIE standards 

• Investment of  £150k of capital funds upgraded the department Air Handling Units  
• Upgrade of a Staff Grade to Associate Specialist increased service commitment to transplant 

patients. 
• Appointment of a second ward manager. 
• Recruitment to Consultant Haematologist with an interest in adolescents and young adults. 
• Attainment of NDP bid to develop further improvements to services of £840k. 

Oncology Specialist Palliative Care (OSPC) 

A fourth consultant was appointed to the service in January 2007.  The team has also been 
enhanced by the appointment of 2 clinical nurse specialists in Palliative Care for the Western 
Infirmary and Gartnavel Hospitals, including funding for an advanced level clinical nurse specialist 
post providing supportive care to young adults with cancer.  

• All urgent referrals are seen on the day of referral and non-urgent referrals are seen within 24 
hours of referral.  

• After a successful pilot the Liverpool Care Pathway for Care of the Dying was launched in the 
BOC in March 2006 and is now an integral part of end of life care in the Beatson.  

• Redesign and launch of the Beatson Pain Assessment Tool, autumn 2006.   
• The Palliative Care Manual was updated in 2007 and is available in all ward areas, outpatients 

and radiotherapy department as a resource for staff.  It is also available now online.  
• The OSPC team have been integral in education for and role out of the McKinley syringe 

driver pumps, which were introduced at the Beatson in autumn 2007. 
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• Development of a Glasgow-wide intrathecal service for cancer patients with pain that is 
refractory to standard measures.   



Haemato-Oncology 

Day care facilities at the Victoria Infirmary were relocated to refurbished accommodation in the 
McQuaker building. This has had a major improvement impact on the quality of care provided for 
patients, providing more spacious accommodation for patients. Services were co-located on the 
BOC site, with Clinical Apheresis, day-care, and out-patients. 

The re-configuration of service provision for patients has allowed the team to develop disease 
specific clinics and for a number of Consultants to be in the one clinic sharing knowledge and 
expertise. In particular it has allowed the team to put in place a clinic for patients who have had 
significant exposure to chemotherapy and radiotherapy and are now cured. This is designed to 
monitor for and aid in treatment of the late effects these treatments can cause. The team continue 
to provide out-patient clinics for some haemato-oncology patients at Glasgow Royal Infirmary and 
Stobhill Hospital who do not require specialist nurses and clinical trial support. 

The adult allogeneic bone marrow transplant programme originally based at GRI, and which 
moved to the BOC in March 2008, was given recognition and funding as the national centre 
providing transplant for adult patients requiring alternative donor sources, e.g. cord blood, 
volunteer unrelated donors. 

Pharmacy and Prescribing Support Unit (PPSU) 

The Pharmacy and Prescribing Support Unit (PPSU) has developed its community pharmacy role 
in helping to prevent cancers, for example, skin, oral cavity, bowel, and lung cancers. This 
includes the establishment of a network of 310 community pharmacies providing standardised 
smoking cessation services. There has also been a targeted training programme to train 
community pharmacy personnel in raising awareness of patients and the public on skin cancer 
and oral cancer.  

There were a number of enhancements to treatment services achieved, including 

• Expansion of specialist network 
• Strategic Review of Chemotherapy and implementation of its recommendations 
• Dose banding of chemotherapy (including national procurement) 
• Regionally agreed cancer chemotherapy treatment protocols, and clinical effectiveness 

projects to determine optimum treatment protocols 
• Development of Regional Clinical Management Guidelines 
• Managed introduction of new drugs via SMC, Regional Cancer Network, MCNs and Local 

Cancer Medicines subgroup with delegated authority from NHS GG&C Drug and Therapeutics 
Committee, and a regional database of formulary status of all new medicines and new 
indications for existing medicines, to guide local formulary management and minimise regional 
variations in prescribing practice 

• Regional clinical trials collaboration for documentation, set up and review 
• Establishing “ one stop” care at the new Victoria and Stobhill Hospitals 
• National capacity plans for aseptic dispensing services and oncology clinical pharmacy  
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In its development of palliative care services, the PPSU achieved successful Macmillan funding 
for a 3 year project which commended in 2009, to implement recommendations from a 
pharmaceutical palliative care health needs assessment, using a model of MacMillan Community 
Pharmacist Facilitators.  Training was undertaken and targeted at all pharmacists in NHSGGC 
using the accredited training pack developed nationally in conjunction with NES “Pharmaceutical 
Care of people requiring palliative care”.  In addition, the successful completion of changeover of 
ambulatory syringe pumps Graseby MS26 to McKinley T34 was achieved. Regional investment 



was obtained for the implementation of CEPAS, a Chemotherapy prescribing system, across the 
West of Scotland service, with the hub database hosted in NHSGGC and access available 
throughout prescribing centres in WOS.  Investment of approximately £250k over 5 years in 
primary care was achieved, to support the pharmacy primary care network of palliative care 
specialist community pharmacists. 
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 3 Priorities, Developments, Planned Investments 2010/13 

In 2008 NHSGGC established a Cancer Services Steering Group (CSSG) to oversee and monitor 
development of its cancer agenda.  The CSSG’s sub-groups play a key role in developing that 
agenda; in particular in taking forward priority areas of action through their work plans. The 
establishment of a CHCP/Primary Care Interface Group has improved communications and 
shared information to support the development of a shared agenda for cancer services and care 
between primary and secondary care. Other significant groups, the Clinical Leads Sub-Group and 
the Quality and Improvement Sub-Group, have developed work plans that reflect the following 
priorities for improving cancer services and care: 

Clinical Leadership of the Cancer Agenda 

The Clinical Leads Sub-Group has a key clinical leadership role in leading the development and 
implementation of the cancer agenda. The sub-group works closely with the Quality and 
Improvement Sub Group to ensure both groups are working consistently and to ensure good 
communications between the groups. The Clinical Leads work plan currently targets the following 
key areas of the cancer agenda: 

• Development and implementation of the NHSGGC Cancer Plan 2010 to 2013 
• Ongoing implementation of Scottish Referral Guidelines/Cancer Pathways (2007/ 2009) 
• Effective delivery of cancer waiting targets 
• Compliance with the Management of Core Cancer Services in Scotland (2008) 
• Compliance with NHSGGC Clinical Guideline Framework – Supporting good clinical 

Governance, clinical safety and for quality assurance 
• Continued implementation of FRMC recommendations 
• Service Redesign, for sustainability and access, and effective and efficient services 
• Better Outcomes for Patients 
• Enhanced communications and information sharing for staff and for patients and carers 

Quality and Improvement 

This Quality and Improvement Sub-Group work plan is structured to reflect the 6 areas for quality 
improvement identified in Better Health Better Care. These are: Effective, Safe, Patient 
Centred, Timely, Efficient and Equitable services. 

By 2010, all of Scotland’s tumour-specific networks will take part in national audit that will enable 
an ongoing programme of improvements to clinical practice, based on national indicators which 
allow benchmarking against other countries’ approaches. As part of the programme of change 
designed to introduce the 18-week Referral to Treatment RTT) standard throughout Scotland 
by 2011, a new 31-day target will be introduced for cancer patients. The Quality and Improvement 
Group’s work plan will include focus on the following key areas of action: 

• Development and implementation of the Cancer Plan 2010 to 2013, including aligning 
with the national work for Living with Cancer 

• Effectiveness of cancer services, and the cancer audit reporting governance framework 
• Monitoring complaints and incidents to identify recurring themes and trends for quality 

improvement in cancer care 
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• Data quality and consistency - case ascertainment, data including new datasets, follow up 
date and referral data, patient safety data, and efficiency of data collection process 



• Screening and Prevention, including review of the uptake of national screening 
programmes 

• Supporting health improvement teams to improve lifestyles (smoking cessation, physical 
activity, dietary improvement, alcohol consumption) by identifying “teachable moments” to 
promote health behaviour change in order to reduce the incidence of cancers 

• Review of cancer nurse led clinics in GG&C 
• Risks – monitoring exception reports for cancer related risks. In addition, monitoring 

medicines 
• Oversee the Better Together Patient Experience Cancer Pilot programme, 
• Look at ways to enhance patient Involvement, including involving patients in early 

detection of MSCC, and improvements to communications and information sharing 
between health care professionals to support better patient outcomes for patients 

As cancer is recognised as a long term condition, cancer services will adopt a supported self care 
framework in line with the “NHS Greater Glasgow & Clyde Strategic Framework for Long Term 
Conditions”. A programme of supporting self care facilitates individuals to take a key role and 
responsibility in managing their own care will be taken forward from 2010, empowering individuals 
to manage their condition as effectively as possible.  This will be achieved through the 
development of knowledge, skills and confidence in order to: 

• Support earlier detection or deterioration in a condition or perceived health status 
• Empower patients to take control of their disease and lives in order to minimise effects of 

disease and reduce complications 
• Support patients through the promotion of independence to lead an improved quality of life 

with more effective medicines management 

A major driver for our focus on long term conditions is the extent to which their impact is both 
unequally distributed across our populations, closely related to deprivation, and the extent to 
which long term conditions also cause inequalities between those with such conditions and those 
without.  The increase in patients living with cancer will create access and wider equalities 
challenges in relation to the way we deliver cancer services. Given these inequalities issues, and 
increasing demand, there are significant implications for healthcare resources. It is imperative 
therefore that we target our available resources to optimise their effect while minimising their 
impact on other healthcare demands.  

Planned Service Improvements 2010 to 2013 

Over the course of the delivery of the plan for 2010 to 2013 there are many planned 
developments and improvements to NHSGGC’s services.  Highlighted below are key planned 
developments to services and facilities over the next 3 years.  

CHCPs and Primary Care Services 

Strategic priorities for CHCPs over the next three years are encompassed in key themes that are 
part of all CHCP development plans. The following are highlights of identified key priorities during 
2010 to 2013 for service improvements. Contact information and web links for each CHCP are 
provided at the end of this document.  
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CHCPs are responsible for the planning and delivery of primary care and community services at 
local level.  Locality cancer services are also supported by Macmillan Nurses and the Prince and 
Princess of Wales hospice, which in addition to inpatient beds, operate a day hospital and provide 
expert advice and guidance on request.  Macmillan and community liaison nurses from hospices 



provide clinical support and professional advice. The West CHCP hosts and monitors access to 
Marie Curie nursing resource. 
 
CHCPs also have an important role in bringing together the partners who design and deliver 
services that are intended to improve the lives of the communities they serve; working to improve 
the health of their local populations and to reduce health inequalities. They do this by providing a 
focus for the integration of primary health care, specialist health services and social services, to 
ensure that local population health improvement is at the heart of service planning and delivery. 
 
The partnerships work to develop a more locally sensitive provision of health care and health 
improvement. Their responsibilities include health visiting, district nursing, speech and language 
therapy, physiotherapy, podiatry, mental health, addiction and learning disability services. Staff 
delivering these services work closely with other independent contractors and local health 
professionals, including GPs, dentists, pharmacists and opticians, to plan and develop services 
across their partnership areas. All partnerships are responsible for consulting actively with local 
communities to ensure that their services reflect local needs and demonstrate a more consistent 
and co-ordinated approach to planning of services through, for example, the community planning 
process.  The majority of clinical encounters for patients take place in a primary care setting, and 
the majority of patient journeys through hospitals begin and end in the primary care setting. This 
will include improving the patient's journey in the following areas: 
 
• A review GP access to imaging to streamline patient pathways to support the 18 week RTT 

target 
• Early detection and intervention, and supporting improving cancer screening uptake, 

including targeting hard to reach groups 
• Implementation HPV vaccination, and the detection and treatment of Hepatitis C 
• Supporting patients while undergoing hospital based therapies, and delivering some primary 

care delivered treatments 
• Appropriate interventions and support in the palliation and monitoring phase of care 
• Provision and management of care and support for people who live with long term 

conditions, including integrated Older People’s teams, and Rehabilitation and Enablement 
• Full implementation and ongoing monitoring of Liverpool Care Pathway.  
• Participating in the Macmillan Pharmacy PC Demonstrator. This will focus on building links 

between local pharmacists, members of the multidisciplinary team and demonstrating the 
potential for pharmacists to be the lead care manager where appropriate 

• Development of a Cancer Palliative Care Planning Forum, including support to Care 
Homes/Palliative Care, and the continued improvement of local palliative care provision for 
both cancer and non-cancer illnesses 

 
A major focus for CHCPs will be continuing to tackle the underlying causes of cancers through 
prevention through community services. For example, Keep Well, Equally Well, Alcohol Brief 
Interventions, and Weight Management Programmes, and the implementation of supported self 
care framework. Multi-agency task groups will be established to develop and oversee 
implementation of both local tobacco control action plans and local physical activity strategies. 
Key priorities are: 

• Implementation of Long Term Conditions (LTC) through the LTC Steering Groups, including 
risk identification models (SPARRA) and integrated case management 

• Ensure that CHCPs are working closely and effectively with acute care, and that GP practices 
adopt the new board wide referral guidelines when referring patients with cancer to acute 
services, and  support delivery of the cancer waiting time targets. 

C:\Website 2010\PEG\26.01.10\11 - NHSGGC DRAFTCancerPlan20102013 dc DECEMBER 2009.doc Revision 02/02/2010     Page 
19  of 41 

• Effectively manage and evaluate the Glasgow city wide income maximisation service 
established in 2009  



• Further develop integration of electronic communications and systems in the clinical setting 
between primary and secondary care, to synchronise clinical information and provide 
seamless sharing of information to support better outcomes for patients. 

Under the auspices of the NHSGGC Primary Care Steering Group, in 2009 a process was 
developed to agree a Framework for Primary Care services, to ensure that future planning and 
service development preserve the existing strengths of primary care while meeting an array of 
new requirements and changes in that health setting, including for cancer services. This process 
is being taken forward in 2010. 

Referral Protocols 

The organisation continues to work towards full implementation of the 18 week Referral to 
Treatment (RTT) target by transforming provision of care from a series of stages to one 
continuous patient journey by December 2010.  We will make significant progress in reducing the 
stage of treatment targets whilst working with CHCP colleagues, regional and national teams to 
transform the patient journey from stages to a continuous pathway. This work is being taken 
forward in the context of the Scottish Referral Guidelines for Suspected Cancer, via the West of 
Scotland Managed Clinical Networks and service planning groups. This work is supported 
electronically by the national SCI Gateway system for electronic referrals, currently used for 
referrals from primary care to secondary care, and by the NHSGGC eTriage system that allows 
referrals to be vetted electronically within acutes and the vetting outcomes to be sent back to GPs 
via SCI Gateway. The use of Gateway will also be enhanced by simplifying the range of templates 
available and providing enhanced access to referral protocols. In 2010 NHSGGC will pilot the 
sending of tertiary referrals via SCI Gateway and develop plans for wider rollout. 

Acute services 

Colorectal and Upper Gastro-Intestinal Services 

There is planned further development of colonoscopy provision and expansion of the nurse 
endoscopy service. In addition, standardisation of referral process to maximise turnaround times 
and ensure early  patient management, with further development / roll-out of electronic facilities, 
such as electronic referrals and e-vetting to support changes. In addition, the establishment of a 
Managed Clinical Network (MCN) for Colorectal Cancer will be taken forward for the introduction 
of an Advanced Disease MDT.  During 2010 to 2013 the colorectal and upper GI service will also: 

• Continue to reduce waiting times for review, investigation and patient management  
• Further expand laparoscopic services, including provision of High Definition Laparoscopic 

Cameras 
• Further develop endoscope scope provision 
• Expand nurse endoscopy services, and upper GI cancer nurse specialist roles 
• Expand EUS service provision  
• Standardise referral process to maximise turnaround times and ensure early  patient 

management, including use of electronic facilities to support change 

Sarcoma Oncology Service 
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A new MCN manager has been appointed, and the post of a network coordinator has been 
created. This will support collecting data on the national web based system. The Scottish 
Sarcoma Website is being brought up to date as our national protocols and policies are ratified by 
the MCN. 



 

Gastroenterology Cancer Service 

The service successfully implemented the national Bowel Screening programme, commencing in 
the Clyde part of the organisation in 2009. The screening programme will be rolled out across 
NHSGGC from 2010 onwards. Work will continue to delivery the waiting time targets, and delivery 
of the 18 week Referral to Treatment access standard, and achievement in meeting further 
reductions in waiting times targets for outpatients, inpatients / day case and endoscopy remains a 
service priority. In addition, integration and roll out of the region’s palliative care teams together 
with adoption of the Liverpool Care Pathway, following successful pilot of the pathway at the RAH, 
will be taken forward. 

Other planned service developments include: 

• Securing additional funding to support the Palliative Care Consultant post at Inverclyde 
Royal Hospital 

• A review to develop a Physiology Service to support patients with functional disorders which 
may be secondary to cancer 

• Recruitment of a Palliative Care Nurse Specialist at Inverclyde Royal Hospital 
• Recruitment to additional Consultant Physician posts to support the Royal Alexandra and 

Vale of Leven Hospitals with subsequent review and redesign of services. 
• Recruitment to additional Consultant Physician posts to support the Royal Alexandra and 

Vale of Leven Hospitals with subsequent review and redesign of services 
• Recruitment of 11 Consultant Physician posts for the Royal Alexandra and Vale of Leven 

Hospitals. 

There will be ongoing review of oncologist service provision for Clyde, and a planned review of 
Clinical Nurse Specialist roles, e.g. Stoma Care Nurse, Inverclyde Royal Hospital, as part of 
Oncology Nurse Specialist Team    

Urological Cancer Service 

Electronic referral pathways and e-vetting will be maximised for turnaround times to ensure early 
patient management. There will be expansion of Specialist Nurse/Nurse Cystoscopist services, 
and implementation of the Global Rating Scale (GRS) for flexible cystoscopy as a pilot for 
consideration of national roll-out. Roll-out of standardised generic MDT IT system across NHS 
Greater Glasgow & Clyde and further development of system with regards to cancer-specific 
aspects. Introduction of standardised Cancer Waiting Times IT system across NHS Greater 
Glasgow & Clyde. Introduction of 31-day target patient management. 

Genito-Urinary Oncology Service 

Better co-ordination between specialties will see a planned increase in MDT input to individual 
patient management. The numbers of patients diagnosed with prostate cancer is expected to 
increase due to screening by GPs and patient demand, and work is underway to develop capacity 
to meet that demand. In addition, the service will address increasing treatment complexity 
resulting in more time required for radiation treatment planning and delivery/verification, the 
increased demand for IMRT in prostate cancer, and increased use of chemotherapy in bladder 
cancer especially in the neo-adjuvant setting. 
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Gynaecological Oncology Service 

Following approval of an application to the West of Scotland Regional Cancer Advisory Group 
(RCAG) funding was provided in 2009 to establish a West of Scotland Ovarian Specialist Surgical 
service model based at the Glasgow Royal Infirmary.  The new service model will be fully 
implemented from 2010. 

Breast Cancer Service 

Future developments to improve the service include the introduction of marker guided boost 
radiotherapy to improve imaging and targeting. This is the next step in breast radiotherapy service 
development. The intention is to introduce this through the West of Scotland Breast Cancer 
Network. During 2010 to 2013 the service will standardisation of referral process to maximise the 
turnaround times and ensure early patient management, and use electronic facilities to support 
changes. In addition, priorities for actions for breast cancer include: 

• The reduction in waiting times for review, investigation and patient management  
• Introduction of  2-view mammography in 2011 (please see Screening section of Cancer Plan 

for further information)  
• Introduction of standardised Cancer Waiting Times IT system across NHS Greater Glasgow & 

Clyde.  
• Review and standardisation of services to ensure consistency of care, involving redesign 

where appropriate and including merging of the in-patient service within Glasgow  
• To review immediate reconstruction capacity with respect to new 31-day target.  
• Introduction of sentinel lymph node biopsy capacity at Inverclyde Royal Hospital.  
• Investment involved in introduction of sentinel lymph node biopsy capacity at Inverclyde Royal 

Hospital 

Lung Cancer Service 

In the Clyde part of the organisation a Regional Thoracoscopy service will be established at Royal 
Alexandra Hospital. In addition, the appointment of an MDT co-ordinator will allow adoption of 
new regional MDT software. The hospital will see Regional adoption of the Liverpool Care 
Pathway following a pilot by the Palliative Care Team at Royal Alexandra Hospital.  A dedicated 
Lung Cancer Clinic, incorporating the Lung Cancer Nurse Specialist, will be provided from the 
Inverclyde Royal Hospital, as well as a medical thoracic ultrasound service. In addition, planned 
developments include the appointment of a Palliative Care Nurse Specialist at the hospital. Other 
developments include: 

• Development of a dedicated Clyde-based Oncologist service, appointed in August 2009 
• Support for Cancer Trials recruitment at Vale of Leven Hospital. 
• Ensure that the provision of CHART reflects demand; currently a source of significant 

treatment delay. 
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The installation of the combined PET-CT scanner at the BOC has played a vital role in the staging 
of radically treatable NSCLC patients. There are ongoing collaborations between a number of 
interested physics staff, radiographers and clinicians to introduce 4D CT (CT scans taken during a 
breathing cycle) and on-treatment Cone-Beam CT to improve and individualise radiotherapy field 
localisation and delivery in radical lung cancer treatments. 



 

Thyroid & Neuro-Endocrine Oncology 

Planned development of Managed Clinical Networks for thyroid and neuro-endocrine tumours will 
be taken forward. The arrival of the PET-CT allows potential opportunities to investigate these 
tumours further within a clinical evaluation programme, leading to an exciting period of activity in 
these tumour types. 

Skin Cancer Service (Dermatology) 

Planned developments include the establishment of early diagnosis and treatment of skin cancers 
particularly MM and the expansion of the MMS service, including rapid access lesion clinics with 
surgical support. Also, planned is the establishment of SCC triage clinics, including developing the 
role of the skin cancer Clinical Nurse Specialist: 

• Establish post CCT surgical/Mohs fellowship 
• Discussion of all MM and incompletely excised SCC at MDT 
• Photographic triage, Reviewing and maximizing surgical capacity within and between 

specialities 
• Develop MMS- Second Mohs surgeon with histopathology technician 

support/cryostat/space (may require additional funding) 
• Post CCT surgical fellow (additional funding required) 
• Develop role of skin cancer CNS, Increase role of nurses in skin surgery techniques 

Paediatric Haemato-oncology Service 

Implementation of two new posts in late 2009 across the paediatric and adolescent profile will 
allow existing and new staff the opportunity to progress special interests in areas such as 
palliative care; brain tumours; adolescents and late effects. Plans for the introduction of a new 
support package for both existing and new staff. Funding was agreed to reduce the nursing ratio, 
and allow greater flexibility for staff to attend professional development sessions. Development of 
an Advanced Nurse Practitioner (ANP) service across all haemato-oncology specialist areas is a 
major boost towards improvements in the quality of discreet areas of multi-disciplinary patient 
care.  In addition, development of Palliative Care Service will be improved by fixed-term funding 
which has been provided for the establishment of a dedicated (integrated) service, and plans are 
underway to put in place a sustainable and appropriate long-term solution. 

Redesign of Vascular Access/Interventional Radiology Service to children with cancer will be 
taken forward. A full review of the provision for patients requiring vascular access was 
commenced in 2009.  A dedicated, and co-ordinated service, managed jointly by the general 
surgery, interventional radiology and anaesthesia teams will relieve uncomfortable cancellations 
and reduce unnecessary delays in patients’ treatment times. 
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Achievement of JACIE accreditation following inspection in December 2009.  The Bone Marrow 
Transplant service with ongoing improvement during subsequent years to ensure compliance, 
ensuring developments within the SCT field are adopted. Development of robust and practical 
shared care practices with Inverness and Dumfries and Galloway.  Explore additional 
opportunities for delivering care closer to the patient’s home base. A new automated system of 
calculating chemotherapy prescriptions is currently being developed for compatibility with the 
hospital’s internal PAS system.  Investment from pharmacy and clinical staffing will see this 
anticipated project realised in 2009/2010. 



A 6-bed Teenage Cancer Trust Unit opened in the summer of 2009 located at RHSC, involving a 
redesign of the delivery of teenage cancer clinical and welfare care involving the recruitment of a 
specialist clinician; specialist nurse; unit co-ordinators and an activity co-ordinator.  This new and 
exciting development is being managed in conjunction with service providers from the BOC to 
ensure that equitable care and the patient desired transitional care to adult services is 
streamlined.  The Clinical Trials team has been redesigned to guarantee that all children who are 
eligible to participate in trials are offered the opportunity to do so. 

All service provision will be reviewed to enable a successful and smooth transition from the 
current children’s hospital location at Yorkhill in Glasgow, to the NCH at the SGH campus. The 
service will maintain 24/7 access to all haemato/oncology patients from the WoS (including during 
NCH transition), and work to retain its 100% waiting times record. Nursing and clinical services 
will be developed to meet the changing needs of the specialty.  In 2009/2010 funding was secured 
from the National Delivery Plan (NDP) process of £840k. A request for additional funding from the 
NDP process in 2010/2011 of £925k is awaited. 

Pharmacy and Prescribing Support Unit (PPSU) 

PPSU will take forward educational initiatives targeting young people for alcohol misuse 
interventions and develop new models of care via the community pharmacy based smoking 
cessation programme. Also, monitor the uptake of specific recommendations from the SIGN 
guideline on oral cancer. The unit will improve access to cancer medicines, and through the 
NHSGGC’s Prescribing Management Group lead local implementation of new SGHD directives 
on Co-payments, Patient Access Schemes and Exceptional Case Appeal Panels, which together 
will improve appropriate patient access to and public awareness about innovative new cancer 
medicines.  

The impact of hospital pharmacy redesign which will release staff resources to direct patient care, 
particularly in the roll out of the use of patients’ own medicines and increased clinical pharmacy at 
ward level. 

• Supporting local delivery of national action plan “ Living And Dying Well” 
• Risk management of oral chemotherapy including primary care 
• Improved financial monitoring of cancer drugs 
• Implementation of CPORT, a Chemotherapy capacity and demand modelling tool 
• Review and extension of pharmacist prescribing 
• Electronic framework for cancer management guidelines and protocols 

Further expansion and development of the community pharmacy specialist palliative care network 
will be delivered.  In the primary care setting, the PPSU elements of “Living and Dying Well” will 
be implemented. 

• Re-apply the NHSGG&C pharmacy cancer capacity plan to identify gaps in  workforce service 
models, capacity planning, enhanced roles, succession planning and education and training 

• Further service redesign to ensure patient need is met 
• Development of a cancer pharmacy practice research agenda with increased collaboration 

with Universities 
• Improving communication across traditional care boundaries 
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• Further clinical effectiveness project 



West of Scotland Cancer Network (WoSCAN) 

Regional priorities for the West of Scotland Cancer Network 2009/10 

Priority areas currently identified by the WoSCAN for 2010 to 2011 onwards include 

• Delivery of cancer targets by December 2011, including service improvement and redesign 
and development of local/regional capacity plans (surgery, radiotherapy and chemotherapy). 

• Radiotherapy activity planning and agreeing future service provision (work currently being 
undertaken at a national level). 

• Shifting the balance of care while ensuring sustainable service models are in place across all 
specialties. 

• Review of follow-up across specialties. 
• Chemotherapy: review of 2nd, 3rd, 4th line therapies, drug utilisation and capacity planning. 
• Workforce planning and development 
 
In addition WoSCAN will: 

• Implement 2-view mammography across the region. 
• Complete roll-out of bowel cancer screening across all West of Scotland Boards. 
• Implement breast MRI for high risk/very high risk familial breast cancer families in line with 

CEL6(2009). 
• PET/CT: implementation of national protocols and development of business case for 2nd 

scanner within the West of Scotland. 
• Determine regional requirements for future service provision of endoscopic ultrasound for 

upper gastrointestinal cancers and endobronchial ultrasound in the management of lung 
cancers. 

• Implement the agreed regional service model for the management of ovarian cancer. 
• Agree and take forward implementation of a regional service model for microvascular surgery 

for the management of head & neck cancer. 
• Progress development and agree regional service model for the management of penile 

cancer. 
• Ensure access across the region to sentinel node biopsy in the management of breast 

cancer.   
• Develop and agree regional service model for the management of advanced colorectal 

disease. 
• Progress implementation of recommendations from regional strategic review of chemotherapy 

services. 
• Implement CEPAS a regional chemotherapy electronic prescribing and administration system. 
• Complete review of regional specialist oncology services strategy and agree actions and 

timescales to complete/progress full implementation.  
• Further develop and strengthen cancer clinical audit. Participate in national programme of 

work.  
• Develop and progress a regional plan to support delivery of new cancer waiting times targets. 
• Develop and progress implementation of a regional cancer eHealth strategy, building on 

extensive work already underway. 
• Progress work in relation to patient experience (chemotherapy and colorectal cancer 

screening) and further develop patient and public involvement in Network activity. 
• Following implementation of a single MDT and CWT system within NHSGGC, develop 

proposal for rollout across WOS in support of managing the patient pathway across Boards 
and the successful delivery of the Cancer Targets. 
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4 Population Health 

For Scotland as a whole, Better Cancer Care describes that projections show the number of 
people diagnosed with cancer is likely to rise to nearly 35,000 per annum between 2016 and 
2020. This compares to around 30,000 patients per year between 2006 and 2010, reflecting the 
impact of Scotland’s ageing population as well as improvements in diagnosis. Better access and 
better treatments mean that more people will be living longer after their cancer diagnosis. There is 
therefore a need to ensure that appropriate rehabilitation and support services are in place in 
community and primary care settings to support cancer patients, including for their carers and 
families, and to tackle persistent levels of inequality. People living in deprived areas are more 
likely to be diagnosed with cancer and have a higher death rate than those who live in more 
affluent areas. 

To reflect the importance of developing services for all patients in primary care and community 
care, in 2009 the organisation established a process to develop a Primary Care Framework for 
planning and service developments. That process will also provide a forum for planning and 
service development of cancer services in primary care, where there are over 679 General 
Practitioners working from 379 primary health care premises across NHSGGC. Each geographic 
locality has access to acute hospital care and there are ten Community Health Care Partnership 
(CHCP) arrangements for the Greater Glasgow and Clyde geographic area. These arrangements 
align with the territories of six local authorities, and parts of the territories of two local authorities 
as shown in the map below. These are shown in the map below: 
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Health Inequalities 

Traditionally clinical services are planned for a homogenous group of service users that access, 
travel through and exit health care in predictable and uncomplicated ways – the one size fits all 
approach.  It is now more widely recognized that the typical patient is not always white, 
heterosexual, understands and speaks English and able to comprehend the complexity of clinical 
language.  With the advent of protective equalities legislation (Equality Act 2006) and the 
associated Public Duties (Gender Equality Duty, Race Equality Duty and Disability Equality Duty) 
public bodies are required to move from this generic service provision, to models of service 
provision that can evidence equality of access to all, regardless of age, race, faith, sexual 
orientation, disability and gender.  The legislation is supported by a growing evidence base that 
shows discrimination in society is widespread and significantly reduces quality of life, life choices 
and life expectancy. 

In terms of cancer services, there is significant evidence to show that in every stage of provision, 
from prevention programmes to palliative care, an inequalities-sensitive approach will result in 
better health outcomes for our patients and reduce health inequalities. NHSGGC is fully 
committed to promoting equality and diversity. Tackling inequalities is a key organisational 
transformational theme. The organisation’s planning priorities reflect the explicit identification of 
how equality is to be integrated in relation to its overarching corporate themes. To support 
delivery of the Equality Agenda and to evidence our compliance with UK legislation, NHSGGC 
has created a Single Equality Scheme with each service Directorate responsible for developing 
and implementing an Equality Implementation Plan.  Equality Impact Assessments (EQIAs) are a 
core part of the addressing equality issues process, and these identify existing good practice and 
address areas that require improvements.  A literature review, (reference?) to inform inequalities 
sensitive practice in cancer treatment services identified discreet aspects of inequality associated 
with: 

 
Age 

Ethnicity 
Poverty 

Health literacy 

 
Disability 
Gender 

Faith 
End of life care 

 

Equally Well, the Scottish Government’s Report of the Ministerial Task Force on Health 
Inequalities (Scottish Government, 2008), highlights that while Scotland's health is improving 
rapidly, it is not improving fast enough for the poorest sections of Scotland’s society, and that 
health inequalities remain a major challenge. Improving health and addressing inequalities in 
health is influential in developing the organisation’s cancer plan, including shaping its services, 
pathways of care, service redesign programmes, workforce planning, and in its capital building 
and design programmes. 
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Cancer is a significant cause of premature death in Scotland. In 2006 there were almost 27,000 
diagnoses of cancer in Scotland and in 2007 there were 15,000 cancer deaths.  Cancer incidence 
is projected to rise to nearly 35,000 per annum between 2016 and 2020. Based on current 
incidence rates, 1 in 3 people in Scotland will develop some form of cancer in their lifetime which 
is increasing. However, cancer survival rates are getting better, due in part to screening 
programs, early detection and new advances in treatments.  Because of this, prevalence of 
cancer is also increasing. 



 

 

It is estimated that 2% males and 3% females in Scotland are living with cancer.  Cancer is 
recognised as a Long Term Condition and the need for health improvement opportunities 
throughout a patient’s journey of care should not be underestimated. The risk factors vary for 
different tumour sites. However there is often an increase in risk associated with people who are 
overweight or obese and with the following lifestyles: 

• High levels of alcohol consumption 
• Diets low in fruit and vegetables and fibre / high in fat 
• Smoking 
• Low levels of physical activity  

Four out of five cancers have the potential to be prevented. While, the importance of lifestyle 
issues are accepted, it is also acknowledged that life circumstances such as socio-economic 
status, social isolation, educational attainment and health literacy are influential in determining 
morbidity and mortality. Individuals and communities therefore need to be supported to make 
healthier choices and address wider health determinants. 

Table 1 provides standardised incidence rates for all cancers by CHCP 2002 to 2006. 
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Age & Sex Standardised Incidence Ratios - All Cancers 2002 to 2006
by CHCP (NHSGG&C=100)
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The NHSGGC area includes communities that are at opposite ends of the spectrum of good and 
poor health. The populations range from approximately 170,000 in Renfrewshire to 82,000 in 
Inverclyde. In addition, cancer mortality rates by CHCP demonstrate higher levels of mortality in 
the most deprived populations. Table 2 demonstrates mortality by CHCP area: 
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NHS Greater Glasgow & Clyde 
2008 Cancer Mortality by CH(C)P 
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5 Prevention 
 
As referenced in the Population Health section of this plan, Equally Well, the Scottish 
Government’s Report of the Ministerial Task Force on Health Inequalities (Scottish Government, 
2008), highlights that while Scotland's health is improving rapidly, it is not improving fast enough 
for the poorest sections of Scotland’s society, and that health inequalities remain a major 
challenge. 
 
The West of Scotland Cancer Surveillance Unit has had a longstanding role in describing 
determinants of cancer incidence and survival. In 2008, it began a programme of work using the 
extensive audit data gathered as part of Managed Clinical Network (MCN) working. Audit data for 
colorectal, lung and ovarian cancers have been linked to the Scottish Cancer Registry data, which 
are also linked to all hospital admission and deaths data from 1980 onwards.  The relationships 
between cancer stage, patient characteristics (including socio-economic circumstances), 
treatment and survival can therefore be described. Linked hospital admission data also give the 
opportunity to describe operative procedures and readmission rates. Readmissions for treatment 
of side effects, for example, give insights into more aggressive oncological treatment.  
Comparisons of survival between hospitals, multi-disciplinary teams (MDTs) and Health Boards 
allow different treatment approaches to be compared and therefore contribute to quality 
improvement across the region.  

During 2010-2013 the unit complete our analysis of colorectal, lung and ovarian cancers and in 
addition to providing each MCN with the results, some of the findings may be suitable for 
publication in peer-reviewed journals.  We will also begin work on new cancer topics as decided 
by the clinical leads.  The West of Scotland Cancer Surveillance Unit has several other projects 
that will continue into 2013. Our analysis of primary care cancer referrals, using data gathered as 
part of the Enhanced Service, will indicate the effectiveness of primary care in identifying new 
cancers and referring them for investigation and treatment. We will report on long term survival in 
breast cancer patients taking hormone replacement therapy and extend our work on socio- 
economic variations in survival among non-Hodgkin’s lymphoma patients. 

As treatment and survival improve, there has been interest in interventions to reduce both 
recurrence and new primary cancers amongst survivors. We are collaborating with a number of 
colorectal cancer surgeons and with the University of Stirling in a study on health-related 
behaviour change following the diagnosis of colorectal cancer. The results may help us 
understand if health promotion services might be efficiently targeted at patients who have 
undergone successful cancer treatment. The work of the West of Scotland Cancer Surveillance 
Unit in 2010-13 will therefore contribute to greater understanding of primary prevention of cancer 
and to quality improvement in NHS cancer services 
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Preventing cancer usually requires people to change their lifestyle behaviours. Stopping smoking, 
having a healthier diet, reducing alcohol consumption and undertaking regular exercise all 
contribute to a greatly reduced risk of cancer. The effectiveness of most prevention measures will 
be affected by the social and economic factors that often encourage the adoption of unhealthy or 
cancer causing behaviours. Poverty, employment social isolation and education are determining 
factors in ill health and associated with increased likelihood of developing cancer and of death 
from cancer.  Failure to improve life circumstances is likely to impair the effectiveness of 
prevention policies, particularly for deprived groups. For example, it is estimated that diet may 
contribute to the development of around one third of all cancers. 



 

Cervical Screening 

 Delivering uptake rate for cervical screening was dropping until mid 2008 to the beginning of 
2009 by high media profile given by the death of a celebrity from cervical cancer. Our aim is to 
reach the NHS QIS standard of 80% uptake of the screening. A new communications strategy is 
being developed and implementation of a new technology in cytopathology laboratories is 
planned, pending the review of cytopathology laboratories across Scotland. There will be follow 
up of successful HPV vaccination to ensure women understand the need for continued cervical 
screening. 

Breast Screening 

Following the publication by NHS Quality Improvement Scotland (NHS QIS) of a Health 
Technology Assessment (HTA) on the introduction of digital mammography into the Scottish 
Breast Screening Programme (SBSP) work is underway to implement two view mammography 
from 2009/10. Two view mammography will be offered to women in Clyde from 2009 and in 
Greater Glasgow from 2010. 

 In Scotland women are offered two view mammography at their first screen and a single oblique 
view mammogram in subsequent screens.  England and Wales have implemented two view 
mammography at every screen in 2003 and a business case to implement two view 
mammography in Scotland has been approved.  Additional staff will be recruited and trained and 
equipment will be procured to allow for the increase in activity to be implemented in NHS Greater 
Glasgow and Clyde from 2010. Implementing digital mammography from 2011, and purchase of 
Digital mammography equipment, IT equipment, and Training resources 2010. 

Bowel Screening 

 Implementation and roll out of the bowel screening programme has been ongoing since April 
2009. In addition, the development and implementation of an IT system to support the programme 
is also in progress. This will include putting in place operational level agreements to support the IT 
applications. 

Smoking 

Smoking is a significant public health challenge for NHSGGC, which has the highest smoking 
rates of any NHS area in Scotland, and where smoking remains the primary cause of preventable 
death and ill health. However, adult smoking rates have fallen considerably in the past 30 years.  
The Greater Glasgow and Clyde area contains communities where levels of smoking are much 
lower and much higher than the Scottish average.  Smoking is becoming concentrated in the 
poorest households and in socially excluded groups such as prisoners and homeless people.  The 
most recent figures indicate that 8 in 10 (78%) prisoners smoke and prevalence rates estimated at 
62% for the homeless population in Glasgow city.  
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Tobacco use is the main cause of lung cancer accounting for at least 90% of cases in high 
incidence populations. Approximately 33% of all cancer deaths and 90% of all lung cancer deaths 
are due to smoking. In NHSGGC we have adopted a comprehensive tobacco programme 
focusing on a combination of approaches including prevention, cessation and protection from 
second hand smoke in line with national guidance.  These include: 



• Provision of effective stop smoking services across a range of settings including maternity, 
mental health, community, pharmacy & hospital in- patients. Smokers can access support 
locally including pharmacotherapy.  

• A programme of Health education and promotion to reduce uptake of smoking delivered in 
primary and secondary schools across all NHSGGC.  

• Reducing exposure to second hand smoke through a Board-wide programme to reduce 
children’s exposure to second hand smoke in the home. 

• Strategic approach to tobacco control- development of local tobacco strategies and action 
plans across local authority areas in each CH(C))P. 

Alcohol 

NHSGGC works in partnership with the Police and each Local Authority in an overarching alcohol 
and drug planning structure to produce a Joint Alcohol Policy for each Local Authority area. This 
ensures local delivery reflects the needs of local community addressing the 4 key activity strands 
of: communication; prevention and education; service delivery and protection and control, 
availability and enforcement. 

• Delivery of the HEAT target for Alcohol Screening and Brief Interventions within primary care, 
community, pharmacy and acute settings 

• Implementation of the Acute Addiction plan, revised in 2009/10 to extend the focus of work to 
include brief intervention and reflect NHSGGC-wide Alcohol Liaison support.   A subgroup to 
address the needs of Older People and Alcohol has been established in partnership with the 
CHCPs and Addictions Partnership. 

• NHSGGC and Glasgow City Council Staff Health Action Plan targeting safe alcohol use by 
staff 

• Prevention and Education action plans have been developed for all of NHSGGC CHCPs 
 

Physical Activity 

Physical activity can protect against bowel, breast and lung cancer and can assist in the 
prevention of obesity as well as enhancing good mental health and well-being. There are a 
number of ongoing initiatives with our partners to improve physical activity uptake in our 
population, including for our staff. Local Authorities are currently developing local physical activity 
strategies including the Glasgow physical activity strategy, ‘Lets Make Glasgow More Active’ 
(2007-2012). These strategies set out to encourage concerted and co-ordinated action to increase 
the levels of physical activity within the population, particularly targeting those least active, 
through six dedicated programmes. In addition NHSGGC is taking forward: 

• The Live Active: Exercise Referral Programme 
• Provision of community based rehabilitation; exercise referral (live Active) and therapeutic 

exercise (Vitality) programmes supporting inactive patients to become physically active 
• A Paths to Health initiative to support walking is being implemented within Glasgow 
• A plan to increase physical activity opportunities is being developed with Disability Sport to 

look at sustainable physical activity for people with a learning disability 
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• Delivery of the Play@Home pre-five physical activity programme in conjunction with CHCPs 
and voluntary sector agencies 



 
 

Diet 

The Committee of Medical Aspects of Food and Nutrition Policy (COMA) 1998, recommended an 
increase in the intake of fruit, vegetables and fibre and the avoidance of any increase in the intake 
of red meat and processed meat. The report stated “Adoption of dietary patterns conforming to 
these recommendations would be expected to significantly reduce the burden resulting from some 
of the commonest cancers in the UK”. In the 10 years since the seminal COMA report dietary 
improvements in Greater Glasgow and Clyde have been marginal and are further complicated by 
the increasing prevalence of obesity within the population. 

The most significant dietary concern in Greater Glasgow and Clyde is the frequency of fruit and 
vegetable consumption.  The Glasgow Food and Health Framework (2001-2006) paved the way 
for concerted multi-agency action on food and health issues addressing awareness, availability, 
accessibility, and affordability. The framework succeeded in mainstreaming a number of initiatives 
such as fruit in schools, breakfast clubs, and school meal initiatives. Challenges remain and work 
is underway in local areas in relation to: 

• Delivery of community based healthy eating programmes such as Eat Up  
• Development of practical cooking and shopping skills through Community Cooking initiatives 

and Community Cafes 
• Promotion and supply of fruit and vegetable by social enterprise initiatives and voluntary 

sector  
• Supported Infant feeding initiatives such as weaning fairs and Healthy Start 
• Delivery of community based weight management programmes such as Waist Winners and 

Shape Up 
• Implementation of Healthy Eating Award schemes and Healthy Vending Policies 

Sun Awareness 

The single most important environmental issue is sunlight. Exposure to ultraviolet radiation from 
sunlight is a major risk factor for skin cancers including malignant melanoma even in a country 
with Scotland’s climate. This risk is particularly high in children. Recent research has further 
emphasized the impact of sun bed use and intense exposure to ultra-violet light. There are a 
number of initiatives to raise awareness of the risk from exposure to ultraviolet radiation, for 
example: 

• Community Pharmacy participation in national awareness campaigns, which is a component 
of the public health element of the Community Pharmacy contract 
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• A programme of public health messages linked to community events e.g. Govanhill and 
Castlemilk Fairs. 



6 Quality Improvement and the Patient Experience 

Over the next three years we will continue to implement and develop locality based Public 
Partnership Forums (PPFs) within the CHCPs; ensuring their influence continues to extend into 
wider regional service development. PPFs, along with other groups, are linked to NHSGGC’s 
Involving People Network, which comprises over 5,000 individuals and groups with an interest in 
healthcare. NHSGGC’s Patient Focus Public Involvement (PFPI) Framework has been reviewed 
to take into account service reorganisation and the latest national guidance and initiatives, 
including Independent Scrutiny Panels and the introduction of elected NHS Boards. 

The framework provides NHSGGC’s strategic vision for PFPI and ensure that services and staff 
are working in a complementary fashion to ensure that patient and public involvement is integral 
to the delivery of healthcare.  Better Together, the new Scottish Patient Experience Programme, 
places the experiences of those receiving NHS services in Scotland at the heart of service 
development, and brings with it a recognition that to date there has been a lack of meaningful 
involvement with people across the range of equality groups, e.g. gender, race, ethnicity, sexual 
orientation, disability & socioeconomic deprivation.  The key objective of this project approach is 
to ensure both equity and patient experience central to service improvement. 

Carers Information Strategies 

In line with the commitment to carers set out in Better Health Better Care, NHSGGC’s Carers 
Information Strategy is part of our wider approach to working with carers and carers group to 
ensure they are involved in service planning and decision making, and supported in their caring 
responsibilities and their own health. Further areas for development include updating our “‘Are 
you looking after someone?” series of information leaflets, focusing on the needs of young carers 
and ensuring that information and support takes account of the needs of different groups and 
communities. NHSGGC will specifically consider how to make sure that the views and 
experiences of carers inform service changes and developments as part of the “Better Together” 
programme. 

NHSGGC plans to further develop “Better Together” in two other key areas; namely within surgery 
and within mental health. Involving the Surgical Directorate in the pilot gives will provide an 
opportunity to explore important linkages with the Scottish Patient Safety Programme, as the first 
phase of that programme significantly focuses on the Directorate of Surgery and Anaesthetics. 

Enabling and Supporting Patients to be Partners in their Care 

In line with the key aims and objectives of the Better Together programme, NHSGGC (in 
partnership with the West of Scotland Cancer Network), has developed a Cancer Pilot Project that 
seeks to capture the experiences of cancer patients and use them as practical tools for service re-
design. In essence, if re-orientate our perspective from that of provider to that of user, we can 
better understand (and therefore remove) the barriers that prevent us from delivering the most 
effective and appropriate care for our communities.  
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The project uses experience based design (EBD) methods to capture and record how patients, 
carers and staff interact with the systems and processes in place within the cancer patient 
pathway and identify trigger points in the system which cause blockages, delays, duplications or 
errors which have a negative impact on service delivery.  Improvement techniques such as LEAN 
principles are then applied to the trigger points in the system or process to resolve the negative 
impacts and design better services. 



In conjunction with the WoSCAN, three priority work streams have been agreed: Chemotherapy 
day cases , Bowel screening and the Bowel cancer pathway. It is anticipated that as key learning 
points are identified by the pilot and shared across WoSCAN, opportunities to apply the patient 
experience approach to other topic areas within the network will be identified and supported. 

In addition, two new patient information centres have been opened in the New Victoria and New 
Stobhill Hospitals providing a useful resource for patients, visitors and staff. A Macmillan Benefits 
service has also been established, and a Smoke free Service and the Independent Advice and 
Support initiative have been commissioned. 

Living with Cancer 
 
NHSGGC is working to provide a supported self care framework for any person affected by 
cancer, including: 
 
• Provision of Patient Information in various formats from Cancer Information and Patient 

Information centres 
• Availability of services for Income maximisation, employability/vocational rehabilitation, 

literacy, transport, housing, social care, mental health and lifestyle 
• Provision of peer support 
• Access to patient education programmes 
• Ensure service users are involved in the development and delivery of services and 

information (PFPI) 
• Provide staff with knowledge and skills to support individuals to self care e.g. brief 

intervention skills, knowledge of support services, inequalities sensitive practice 
 

Better Outcomes for Patients 

The overarching goal for NHSGGC is to ensure that patients have clinically effective treatment 
delivered safely and with the minimum disruption as possible to their daily lives. Quality is at the 
heart of our improving services agenda, and to deliver this we are prioritising our efforts in the 
following areas: 

• Achievement of the defined quality standards in all services. These include those developed 
by the NHS Quality Improvement Service (NHS QIS), the Scottish Intercollegiate Guidelines 
Network and the requirements of individual professional groups and Royal Colleges, The 
Scottish Health Council Participation Standard (published in 2009), and the SGHD’s 
Healthcare Strategy for Scotland (2010). 

• Developing audit systems to enable effective monitoring of clinical outcomes and quality 
improvements. West of Scotland Managed Clinical Networks are developing regional audits 
for cancers, and data sets to support improved information are being agreed nationally. 

• Taking forward recommendations from the Scottish Medicines Consortium, which sets 
national standards for the cost effective use of medicines. 
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The NHSGGC Clinical Governance Support Unit (CGSU) supports integrated management for a 
range of support providing specialist advice and practical support for cancer services. in 
developing safer and more effective health care.  Cancer audit is a quality improvement process 
that seeks to improve patient care and outcomes through systematic review of care against 
explicit criteria and the implementation of change. Outcomes of care are selected and 
systematically evaluated against explicit criteria. The unit continues to develop its resources to 
support improved quality and effective services, including: 



GP practices have been maintaining cancer registers since the introduction of the new GP 
contract in 2004. As part of that cancer work they have been offering cancer patients targeted 
follow up/cancer reviews within six months of their diagnosis. This review covers discussion of 
any treatment or support issues, at both hospital and within the practice. In addition almost all 
practices have participated in at least two national cancer audits, as well as including a proportion 
of their cancer deaths in their contract required Significant Event Analyses (SEAs) for any given 
year.  

The first national cancer audit looked at the care pathway of those diagnosed with cancer and the 
second looked at those referred urgently with a suspicion of cancer. Lessons from both included 
issues about the speed and appropriateness of referrals and those from the first have already 
been circulated to practices with the second to follow. 

The Scottish Enhanced Services Programme has been developed with input from NHSGGC 
Clinical Directors (CDs) and current proposals include a plan to increase the number of cancer 
reviews to two in the six months after diagnosis and to ensure that at least one is face to face.  

CHCPs use a range of quality and performance processes to measure and evaluate 
improvements to services delivered by CHCPs, including: 

• HEAT targets on smoking cessation, alcohol interventions and obesity 
• GP Quality Outcomes Framework (QOF) targets e.g. on smoking cessation,  
• Audits undertaken by GPs to look at appropriateness of urgent referrals for cancer 

diagnosis/treatment, which are part of the Local Enhanced Service (LES) scheme. 
• Monitoring of performance against the Gold Standards Framework for the provision of 

care for people nearing the end stages of their lives. 
 
NHSGGC’s Clinical Directors have commenced work with the NHSGGC Director of Regional 
Services (Chair of the CSSG) to look at ways of ensuring practices play their full, and crucial, part 
in cancer targets, which includes a major review of the high number and complexity of cancer 
referral protocols. In addition, a palliative care health needs assessment was commenced in 
2009/2010 for the Glasgow City partnerships for cancer and non-cancer.  
 
Implementation of The Liverpool Care Pathway (LCP), which is an end of life multidisciplinary 
accredited program to improve the quality of the last 48 hours of life, is being rolled out to 
NHSGGC’s CHCPs. The West CHCP was the first CHCP to train for full implementation.  
 
Living and Dying Well provides a template against which Community Nursing can assess input 
relating to a patient’s needs along the care pathway. This is being supported by the full 
implementation of the Community Nursing IT System during 2010 to 2013.  
 
A significant area of work that has been taken forward in NHSGGC, is the major programme to 
improve cancer referral pathways. In 2009/10 that work progressed leading to embedding the 
referral process into the cancer target of the maximum wait of 62 days from GP referral of a 
patient with a suspicion of cancer, to treatment for all cancers. CHCPs are also working with acute 
care partners to achieve the new target set out in Better Cancer Care, which requires all patients 
with a diagnosis of cancer to be treated within 31 days. The SCI Gateway electronic referral 
template has been amended to include a priority marker for urgent referrals with a suspicion of 
cancer; highlighting referrals for urgent action where the urgency is related to suspicion of cancer. 
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See also Section 3 – Quality and improvement. 



7  Supporting Service Delivery 

Diagnostic Services 

Diagnostic services are responsive to multiple demands and subject to rapid changes in 
technology supporting the continuing changing patterns of delivery of care. Diagnostic services 
has a focus on ensuring that patients are placed on the correct diagnostic pathways for optimum 
treatment and care delivery at the earliest opportunity following referral: 

• The diagnostic service is actively involved with Directorate colleagues in revising patient 
pathways and is leading the way in the introduction of ‘Community Diagnostics’. Considerable 
collaborative work has been undertaken with CHCPs to improve communication and 
encourage a more efficient use of Laboratory and Imaging services. Many diagnostic results 
are now available to all GP’s through SCI store. 

• Waiting times within the diagnostic service continue to fall and the additional capacity provided 
by 2 MRI scanners in the newly opened new hospitals are adding further benefit. 

• A PET scanner is now fully operational within the BOC, and a Business case for a second 
scanner has been developed. 

• Laboratory Pathology turnaround times are measured and reported regularly and significant 
progress is being made with the implementation of the Laboratory Strategy. An Outline 
Business Case has been developed for a state of the art Laboratory building on the SGH site, 
which will be commissioned and operational in 2012. This will facilitate centralisation of all 
Pathology services for NHSGG&C onto one site. 

Health Information and Technology (HI&T) 

HI&T plays a key role in supporting service delivery, streamlined access for patients, and the 
agenda of improved care to cancer patients. In 2009/10 several critical HI&T projects were 
implemented or further developed. An example of this is the initiative to investigate the benefits of 
using a Quality Management System to manage MCN documentation. In addition to the projects 
that are driven by improved cancer care, there are many other HI&T projects that support 
improved patient care in general, such as the EPR (Electronic Patient Record): NHSGGC Portal, 
Development of SCI Store, Development of Order Comms and the Implementation of Digital 
Dictation. During 2010 to 2013 the key HI&T work programmes that will continue to be taken 
forward to support improving patient care for cancer patients are: 
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CEPAS – Implementation of a WOS Chemotherapy System for adult care initially with plans being 
developed to include paediatric care as a second phase 

Further development and implementation of the in-house developed IT system to support MDTs with 
potential rollout throughout WOS i 

Further development of system to support management and measurement of Cancer Wait Times (CWT) 
with potential rollout throughout WOS 

Rollout Gateway to remaining GP practice, and rationalisation of cancer related referral templates 
Development of cancer referral templates in line with national guidance 

Pilot tertiary referrals via SCI Gateway 
Complete implementation of eTriage (in support of speedier vetting of referrals and improved 

communications to GPs) 
Breast Screening – Digital Mammography 

EPR – Clinical Portal, SCI Store, eForms, Order Comms, Digital Dictation & scanned records 
PMS – Single PAS system across NHSGGC to include clinical tools, A&E and Order Comms  



CPORT – Chemotherapy capacity and demand modelling system 
Further development of eCase audit system to provide improved reporting and integration with Board 

systems 
Data Quality Programme to improve the availability of data for patient care 

Data Warehouse to provide improved data on the patient journey thus supporting the delivery of the patient 
access targets 

Workforce Planning and Human Resources 

NHSGGC’s workforce has a significant role to play in supporting the delivery of Better Health 
Better Care, An Action Plan, published by the SGHD in 2007. This equally applies to the 
delivery of Better Cancer Care; An Action Plan (SGHD 2008). The SGHD vision is to ensure 
that the NHSScotland meets the needs of individuals and communities by providing high-quality 
safe and effective care through an empowered and flexible workforce which understands the 
diverse needs of the population and which chooses to work for and remains committed to the 
NHSScotland. A Force for Improvement was published by the SGHD in 2009, sets out five key 
ambitions related to the five core workforce challenges for the 21st century. These are: 

• All staff will be ambassadors for health improvement, safety and quality, using every 
interaction with individuals, communities and populations, and every patient care episode to 
maximise their public health and education role 

• NHSScotland will develop and implement multi-disciplinary and multi-agency models of care 
which are more responsive, more accessible and more joined up to meet the needs of local 
communities and ensure efficient utilisation of skills and resources 

• NHSScotland will be an "employer of choice" which acquires the best talent, motivates 
employees to improve their performance, keeps them satisfied and loyal, and provides 
opportunities for them to develop and contribute more 

• All staff in NHSScotland will work together to promote the benefits of preventative action and 
measures of self care for patients and the public across a range of health issues, supporting 
them in ensuring that they have the knowledge and understanding to undertake this and 
where appropriate to seek expert advice and treatment 

• We will work together with Universities, Further Education and the wider education sector to 
encourage and maximise flexible access to education and training, for people already working 
in NHSScotland and those with aspirations to join, that is reflective of the changing 
demography and increasing diversity of Scotland 

 
NHSGGC has developed a Workforce Plan for effective delivery of services and to ensure that the 
recommendations of the SGHD reports are met. The workforce plan describes the future 
workforce as being a “Professionally-qualified workforce adequately supported at 
appropriate levels so that they can perform consistently at the level for which their 
qualifications and experience have prepared them”.  The Workforce Plan also indicates how 
the NHS Career Framework will be used to shape and develop the future workforce. To support 
workforce development, NHS Education Scotland (NES) has developed a capability framework for 
cancer care. The framework has been designed to be used by staff at different levels to identify 
learning needs. 
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NHSGGC’s workforce is likely to undergo significant change in the future, characterised by a shift 
of workforce resources from indirect to direct care, including the re-profiling of the workforce skill 
mix and the creation of new roles, offering career advancement for professionally qualified staff as 
well as other disciplines of staff. Issues of service re-design must be linked to improved standards 
and quality of care, an new role development is therefore crucial to supporting service redesign 
and the vision for NHS Scotland set out in the Scottish Government Report Better Health, Better 
Care. 



 
Training and Practice Development Education and Research Unit (PDERU) 

NHSGGC continues to develop training and education plans that fit the organisation’s strategic 
direction for cancer services, including workforce requirements, service models, service design 
and to ensure staff are suitably trained for the roles and the skill mix required to support better 
outcomes for patients. There are a number of planned developments in training and education, 
which include: 

• Creation of a WoSCC nursing research and audit project database 
• Continued development and maintenance of a Comprehensive Specialist Oncology 

Services Intranet PDERU page  
• Development of a decision-making and management model of spinal cord compression 
• Watchful waiting as a strategy used in cancer care 
• Patient perceptions and experience of randomisation 
• Systematic review of cancer survivorship issues 
• Use of Gelclair in head and neck cancer patients 
• OT undergraduate educational experiences of palliative care teaching and transfer of 

knowledge into practice 
• Designing an assessment tool to identify the risk of malnutrition in newly-diagnosed lung 

cancer patients-an intervention study 
• Before and after study of a patient information intervention to day cases attending for 

cancer treatments 
• Exploration of issues surrounding cancer survivorship based upon WOSCC 2009 

conference- “Beyond Cancer” 
• Creation of a West of Scotland database of cancer survivors to serve as a baseline for 

future research activity 
• Further development of the ‘drop-in’ research clinic, established in January 2008 
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8 Summary 

NHS Greater Glasgow & Clyde (NHSGGC) is the largest Health Board in the UK. Its geographic 
area stretches from the north east of East Dunbartonshire to Inverclyde.  It delivers services in 25 
major hospitals, 10 specialist units and more than 60 health centres and clinics and there are 300 
GP practices serving a core population of approximately 1.2 million people. NHSGGC provides 
specialist health services to the whole of the West of Scotland, which is more than half of 
Scotland's population. To ensure that our services meet the needs of that extended population, 
joint planning arrangements are in place with our partner West of Scotland Health Boards. We will 
also continue to work with our colleagues at national level to support and advance the 
development of the cancer agenda. 

NHSGGC has delivered many achievements over the past 5 years for patients in the 
developments made to cancer services, care and facilities. The Cancer Plan for 2010 to 2013 
identifies highlights of these achievements, and sets out the planned priorities and developments 
which the organisation has identified for delivery over the next three years.  The Cancer Plan will 
be monitored for delivery through the NHSGGC Cancer Services Steering Group and its sub-
groups.  Further details about individual services and service specialty profiles can be obtained in 
the supporting Cancer Plan Reference Document. 

Quality improvement remains at the core of our improving health agenda, and the Scottish 
Government Health Directorate’s Healthcare Strategy for Scotland, launched in 2010, will 
underpin that agenda. We will continue to contribute and work with colleagues at national, 
regional and local level to support the improving quality agenda for patients and their carers.  This 
includes supporting the work of the Scottish Cancer Task Force in its agenda to improve the 
quality of cancer services. 

There are many drivers, and challenges, in driving forward the cancer agenda. These include, 
addressing inequalities in health, addressing the extremely poor health in some of our geographic 
areas, keeping pace with a changing workforce, delivering national policy, delivering national and 
local targets to improve access and response for the patient’s journey and experience throughout 
their care. It is important for NHSGGC to ensure that services meet the highest quality standards, 
and that we continue to operate effectively and efficiently to ensure NHSGGC makes the best use 
of its available resources; principally through redesigning services to keep pace with 21st century 
care.  We will achieve this by continuing to work in partnership with our staff, patients, carers, 
partner agencies, voluntary and charitable organisations to achieve our aims. 

9 Further Information  

The information provided in this section is a list of useful points of access, and to documents of 
potential interest in relation to the NHSGGC Cancer Plan 2010–2013. Further information about 
the NHSGGC Cancer Plan 2010 to 2013 can be obtained by contacting: 

Jonathan R Best, Director of Regional Services - Chair of the NHSGGC Cancer Services 
Steering Group Email: Jonathan.Best@ggc.scot.nhs.uk - Telephone: 0141 201 1622 

Dorothy Cafferty, Planning Manager/Cancer Services Project Management - Southern 
General Hospital, Management Annexe, 1345 Govan Road, Glasgow G51 4TF Email: 
Dorothy.Cafferty@ggc.scot.nhs.uk Telephone: 0141 201 1249. 
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10 Appendices 
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Ombudsman’s
Commentary
The SPSO laid eleven investigation reports before the Parliament today. Eight are about the health
sector and three relate to local government. Our investigation reports form only one part of our work.
In October, we determined 362 complaints, including 76 resolved after detailed consideration.

Each investigation may contain several complaints, and overall the eleven reports laid today:

• Upheld 15 complaints

• Partially upheld 1 complaint

• Did not uphold 19 complaints

• Made 31 recommendations

NOVEMBER 2009 REPORTS

Overview
Several investigations stand out this month.
I made a number of recommendations in a
report about a woman whose baby was found
to have cerebral palsy consistent with a lack
of oxygen before and/or during delivery (Case
200702307). These included that the Board
review the guidelines for electronic fetal
monitoring to ensure that they are appropriate
and ensure that clinical staff take note of the
findings of the report and make any necessary
adjustments to clinical practice.

Another report (Cases 200802262 & 200900284)
coincides with recent heightened public concern
about the use of anti-psychotic drugs to treat
people who have a diagnosis of Alzheimer's
Disease. Ms C’s late mother, Mrs A, was resident
in a privately run care home. Ms C complained
that, based on information provided by a senior
nurse employed by the home, an NHS GP
and an NHS consultant psychiatrist prescribed
anti-depressants and anti-psychotics to her
mother without adequate assessment. It later
became clear that the nurse had provided
incorrect information. I did not uphold these
complaints, as it was reasonable in the
circumstances for both the GP and the
consultant psychiatrist to believe that the
information provided was correct at the time.

However, Ms C was also concerned that both
doctors had failed in their professional duty to
report the potential unprofessional conduct
of the nurse to the appropriate authority.
My medical adviser’s view was:

'The provision of medical services only works
when the professionals in it feel that the
information passed from one to another is true.
Therefore, trust is paramount even between
professionals who are not known to one another.
The General Medical Council (GMC) have rules
regarding this … Doctor 1 has taken his
professional duty seriously by cooperating fully
with every investigation and this would be
enough for the normal citizen. Professionals
however need to be proactive in this situation…’

I upheld these complaints and recommended
that the NHS Board take steps to remind all
clinical staff, including Primary Care staff and
Family Health Service providers in their area, of
their professional duty to act when they have a
concern about the fitness to practise of another
health professional.

In Case 200801379, the complainant, Mr C,
had part of a lung removed following a diagnosis
of cancer in hospital. Mr C was subsequently
found not to have cancer and complained that
the treatment had been unnecessary.



Ombudsman’s Commentary
NOVEMBER 2009 REPORTS

overview

He also said that staff at the hospital had
delayed in communicating the change in
diagnosis to him and had not answered his
questions fully. In addition, Mr C complained that
there had been a delay in putting him back on
the kidney transplant waiting list and that the
Board’s response to his complaints had been
inadequate. I upheld all the complaints and
made eight recommendations for improvement.

I also decided, for the first time, to include a
personal observation because, in reviewing this
complaint, I had a specific concern about the
lack of a clear clinical reason for using the FNA
(fine needle aspiration) procedure in this case.
My concern is that when the results of the
procedure were discussed at the multi-
disciplinary team meeting no mention or
comment was made of this and no mention of
this was made in the Board’s response to Mr C’s
concerns. The recommendation to review the
clinical use of such FNAs as a matter of urgency
should ensure that this specific problem is
resolved. However, my report continues:

‘It is also not the role of this organisation to
investigate matters beyond the individual
complaint. However, I know members of the
public reading this report will be struck by and
concerned that this situation was allowed to
occur. Especially since it appears this problem
was not solely linked to this complaint … and I
am concerned that it has been tolerated and
become, in effect, accepted practice. Combined
with the failure to ensure that the error in
diagnosis made in Mr C’s case was not directed
through the Board’s own procedures, this
suggests to me a cultural problem within at
least this team and possibly within the broader
management of the hospital. I make no specific
recommendations on this broader point but
would ask the Board to reflect on this carefully
and, in particular, to note the need to ensure that
the public are reassured that the Board operate
within a culture where such situations are not
tolerated and it is possible for concerns to be
highlighted and acted on.’

I also upheld several complaints made by the
wife and daughter of a man who died in hospital
(Case 200802345). I found a number of
shortcomings that meant that the man’s overall
care and treatment were inadequate and lacked
dignity. The daughter also complained that
hospital staff failed to communicate adequately
with her family about her father’s palliative care
or to properly manage his transfer to a hospice.
I upheld all the complaints and made four
recommendations to the Board. In the original
handling of the complaint, the Board had
acknowledged several of the issues raised by
the complainants and had drawn up and begun
to implement an Action Plan to address the
areas concerned. I asked that the Board keep
me informed of progress toward achieving all
the goals of the Action Plan.

This month’s reports, then, contain a wide range
of issues concerning treatment and care
provided by the NHS. Research shows that the
vast majority of people are satisfied with their
interaction with health professionals and many
have high praise for the standards of clinical and
nursing care they receive or witness. There is
much that other sectors under my jurisdiction
could learn from the more streamlined NHS
complaints process, and I frequently stress that
my office sees only the very small minority of
complaints that have not been resolved locally
by GP Practices, hospitals and Health Boards.

Nevertheless, the NHS complaints we
investigate, while small in number, are significant.
A negative experience in hospital or a care home
will often have had a profound and lasting effect
on the person or people concerned. Of course,
complaints also matter very much to the
individuals and organisations complained about.
And, importantly, our investigations are a key
source of feedback for NHS leaders and policy
makers who are charged with sharing the
learning from complaints across the NHS in
Scotland.
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This month’s reports also provide learning
across the local government sector. We
investigated a complaint (Case 200801344) about
the way in which a Council administered repair
works to a private tenement instructed as a result
of statutory notices. When the owners failed to
carry out the works, the Council were requested to
intervene. There was a considerable delay before
the works were carried out, and the complainants
ended up with a much larger bill than they
expected for a property that they no longer owned.
Restrictions in the SPSO Act limit our jurisdiction
and I am unable to comment on contractual
elements. It is clear however, that there were
significant delays while the scope of the work
was decided and that costs rose partly as a result
of that. I partially upheld the complaint and
recommended that the Council review the extent
to which they were responsible for the delays and
increase in contract price and commute part of
their administration charge to the complainants
as a result.

Another complaint (Case 200800711) concerned
homeless procedures. The complainant, Mrs C,
was made homeless when she was evicted from
a privately rented property. She raised a number
of concerns regarding the service provided to
her by the Council at that time. I upheld her
complaint that the Council made inadequate
arrangements to uplift and store her personal
belongings when she was made homeless, as
there was clearly an internal failure to pass on
the relevant information. As a result the Council
did not collect Mrs C's belongings for storage.
I did not uphold Mrs C’s complaint that there
were failings in the Council’s administration of her
mainstream housing application and the
assessment of rent arrears. The Council have
since reviewed all their homeless procedures,
and I made a number of recommendations to
address the shortcomings identified in my report.

Summaries of all the reports laid today are
below and can be accessed on the SPSO
website at www.spso.org.uk/reports/index.php

Health

Clinical treatment
Western Isles NHS Board
(200702307)
A baby was found to have
cerebral palsy consistent with a
lack of oxygen before and/or
during delivery. Mrs C, her
mother, raised a number of
concerns about the care and
treatment the Board provided to
her and her daughter, before and
during labour. I upheld Mrs C’s
complaint about inadequate care,
as my medical advisers identified
areas of care that could have
been improved. I recommended
that the Board apologise to Mrs
C for failing to provide adequate
care to her before and during

labour; review the guidelines for
electronic fetal monitoring to
ensure that they are appropriate;
and ensure that clinical staff take
note of the findings of my report
and make any necessary
adjustments to clinical practice.

Clinical treatment; diagnosis;
staff attitude; record-keeping
Highland NHS Board
(200802376)
Mr C raised a number of
concerns about the care and
treatment he received during
Accident and Emergency hospital
admissions. He was ultimately
diagnosed with appendicitis,
which required surgery. My
medical advisers said that the
standard of record keeping in

this case was unacceptable and
that the care provided was not
satisfactory. I therefore upheld Mr
C’s complaint. I did not, however,
make any recommendations
about clinical practice as, after
seeing my advisers’ comments,
the Board accepted that there
were inadequacies and put
appropriate steps in place to
address the failings identified.
I have asked them to keep me
informed of progress on these.
I recommended that the Board
apologise to Mr C in writing for
the failing identified in this report
and their failure to provide him
with adequate care and
treatment.
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Care of the elderly; clinical
treatment; nursing care;
record-keeping
Lothian NHS Board (200800148)
Mr C complained that the Board
failed to provide reasonable care
and treatment to his wife, Mrs C.
Mrs C was admitted to hospital
after a fall in which she suffered a
fracture of her left ankle, and a
plaster cast was applied to her
leg. Mr C did not consider this
treatment was reasonable given
Mrs C's other medical conditions.
Mrs C subsequently had an
above knee amputation of her leg
after an ulcer failed to heal. Mr C
further complained that Mrs C
contracted an infection while in
the hospital and was unhappy
with the overall standard of
nursing care. My medical
advisers were of the view that
overall the standard of care and
treatment was reasonable,
although there should have been
review of Mrs C’s plaster cast.
Although, therefore, I did not
uphold these complaints, I did
recommend that the Board
review their policy for reviewing
plaster casts and apologise to
Mrs C and her family for failing
to make a review in her case.
I also recommended that the
doctor concerned should be
encouraged to reflect on the
case at their next appraisal.
During my investigation I also
found the standard of record
keeping in respect of Mrs C's
medical records to be
inadequate. I recommended that

the Board provide me with
copies of the next Scottish
Patient Safety Programme audit
documentation in relation to
all patient records within the
orthopaedics department of the
hospital and remind staff of the
importance of fully completing
all significant documentation,
paying particular attention to the
omissions identified in my report.

Care of the elderly;
clinical treatment;
policy/administration
A Medical Practice (Fife NHS
Board) and Fife NHS Board
(200802262 & 200900284)
Ms C’s late mother, Mrs A, was
resident in a privately run care
home. Ms C complained that,
based on information provided
by a senior nurse employed by
the home, an NHS GP and an
NHS consultant psychiatrist
prescribed anti-depressants and
anti-psychotics to her mother
without adequate assessment.
It later became clear that the
nurse had provided incorrect
information. I did not uphold
these complaints, as it was
reasonable in the circumstances
for both the GP and the
consultant psychiatrist to believe
that the information provided was
correct at the time. Ms C was
also concerned that both doctors
had failed in their professional
duty to report the potential
unprofessional conduct of the
nurse to the appropriate authority.
I upheld these complaints and
recommended that the NHS
Board take steps to remind all
clinical staff, including Primary

Care staff and Family Health
Service providers in their area,
of their professional duty to act
when they have a concern about
the fitness to practise of another
health professional.

Nursing care; hygiene; patient
dignity; communication;
complaint handling
Tayside NHS Board (200802345)
Mr A was admitted to hospital,
where he was diagnosed with
terminal cancer and only a short
time to live. His daughter, Miss C,
and wife, Mrs A, raised a number
of significant concerns about
the care and treatment that he
received in hospital in the days
leading up to his death. They
were particularly concerned
that the Board had delivered
sub-standard care to Mr A in a
number of important respects
such as assistance with
feeding, hygiene, cleanliness,
management of symptoms and
pain as well as failing to accord
him dignity and respect. They
also complained that hospital staff
failed to adequately communicate
with Mr A and his family about
palliative care, or to properly
manage his transfer to a hospice.
Miss C was also unhappy with
the handling of her complaint. I
found a number of shortcomings
that meant that Mr A’s overall care
and treatment was inadequate,
and lacked dignity. I upheld
all of these complaints. I
recommended that the Board
review the following policies:
documentation of the
administration of controlled drugs
and patient symptom control;



Ombudsman’s Commentary
NOVEMBER 2009 REPORTS

case summaries

Health

insertion of chest drains; and
documentation of complications
during procedures such as chest
drains. I recommended that they
also review their support to
foundation level doctors in the
management of patients at the
end of life. Finally, I recommended
that the Chief Executive
apologise directly to Mrs A and
Miss C for the failings identified in
this report; and that the Board
keep me informed of progress
towards achieving the goals
of the Action Plan that they
implemented as a result of these
complaints.

Diagnosis; communication;
delay; complaint handling
Ayrshire and Arran NHS Board
(200801379)
Mr C was diagnosed with cancer,
and had part of a lung removed.
After the operation, it was found
that the tissue removed was not
cancerous. Mr C complained that
the operation was unnecessary,
and that hospital staff delayed in
communicating the change in
diagnosis to him and did not fully
answer his questions. He also
complained that there had been a
delay in putting him back on the
kidney transplant waiting list and
that the Board’s response to his
complaints had been inadequate.
I upheld all his complaints and
noted my advisers’ view that it
would have been possible to
diagnose the problem more
accurately before operating.
I also noted my concern about
the use of a particular procedure,

which may not have been the
best way to diagnose the
problem. I asked the Board to
carefully reflect on this.
I recommended that the Board
quickly audit and review the use
of the procedure in the hospital.
I recommended that they
emphasise to staff the importance
of documenting a full clinical
history, and that they remind them
of the importance of appropriate
communication and file
management. I recommended
that they: urgently review the
operation of their complaints
process and the relationship of
this to clinical governance; ensure
that staff handling complaints
follow the relevant procedure,
and establish why no incident
review was considered as a
result of this complaint. Finally I
recommended that the Board
fully apologise to Mr C for the
failings identified in my report.

Delay in treatment;
communication; nursing care
Ayrshire and Arran NHS Board
(200801457)
Ms A was admitted to hospital as
an emergency and was operated
upon two days later, when her
right ovary and tube were
removed because of a cyst.
Ms C complained on Ms A’s
behalf that there was a delay
in performing surgery and a
failure to tell Ms A about the
removal of the ovary and tube
until the day after the operation.
I upheld both of these complaints.
I recommended that the Board
apologise to Ms A for the delay in
surgery and take steps to ensure

that such delays do not recur,
and that they let me know of the
measures being undertaken to
avoid this in future. I did not
uphold complaints that there was
failure to take into account Ms A's
description of her pain while she
was an out-patient or that she
felt she was sometimes forgotten
about when she was an in-patient.

I did not uphold the following
complaint against an NHS Board:
Delay in diagnosis; clinical
treatment; complaint handling
Greater Glasgow & Clyde
NHS Board (200800569)
Although I did not uphold
the complaint about diagnosis
and treatment, I did recommend
that the Board consider reviewing
Mrs C's case with a view to
identifying if any aspects of
the communication between
consultants and her GP could
be improved. As the Board
declined Mrs C’s request to
investigate the complaint due to
the time that had passed, I further
recommended that they consider
how NHS Scotland's publication:
Can I help you? Learning from
comments complaints and
suggestions should be taken into
account when making decisions
on time limits.
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Statutory repairs notices
The City of Edinburgh Council
(200801344)
Mr C complained about the way
in which the Council administered
repair works to a private
tenement instructed as a result of
statutory notices served under
section 24(1) of the City of
Edinburgh District Council Order
Confirmation Act 1991. When
the owners failed to carry out the
works, the Council were
requested to intervene. There
was a considerable delay before
the works were carried out,
and Mr and Mrs C ended up with
a much larger bill than they
expected for a property that they
no longer owned. Restrictions in
the Act limit my jurisdiction and
I am unable to comment on
contractual elements. It is clear
that there were significant delays
while the scope of the work was
decided and that costs rose
partly as a result of that. I partially
upheld the complaint and
recommended that the Council
review the extent to which they
were responsible for the delays
and increase in contract price
and commute part of their
administration charge to Mr
and Mrs C as a result.

Policy/administration;
homeless procedures
Perth and Kinross Council
(200800711)
Mrs C was made homeless when
she was evicted from a privately
rented property. She raised a
number of concerns regarding
the service provided to her by the
Council at that time. I upheld her

complaint that the Council made
inadequate arrangements to
uplift and store her personal
belongings when she was made
homeless, as there was clearly an
internal failure to pass on the
relevant information. As a result
the Council did not collect Mrs
C's belongings for storage. The
Council have since reviewed all
their homeless procedures and I
recommended that they: advise
me of the measures introduced
as a result of that review; share
this investigation report with their
insurers, so that they may
reconsider if any liability attaches
to the Council for the loss of
Mrs C’s property; and apologise
to Mrs C for the poor service
experienced, which led to the
loss of her belongings. I did not
uphold Mrs C’s complaint that
there were failings in the Council’s
administration of her mainstream
housing application and the
assessment of rent arrears.

I did not uphold the following
complaint about a Council:

Policy/administration
Perth and Kinross Council
(200800352)

Compliance
& Follow-up
In line with SPSO practice,
investigators will follow up with
the organisations concerned
to ensure that they implement
the actions to which they
have agreed.

Jim Martin, Ombudsman
18 November 2009

The compendium of reports
can be found on our website,
www.spso.org.uk

For further information
please contact:
SPSO, 4 Melville Street,
Edinburgh EH3 7NS

Communications Manager:
Emma Gray
Tel: 0131 240 2974
Email: egray@spso.org.uk



Scottish
Public
Services
Ombudsman

The Scottish Public Services Ombudsman (SPSO) provides
a ‘one-stop-shop’ for individuals making complaints about
organisations providing public services in Scotland.
Our service is independent, impartial and free.

We are the final stage in handling complaints about councils,
housing associations, the National Health Service, the
Scottish Government and its agencies and departments,
the Scottish Parliamentary Corporate Body, colleges and
universities and most Scottish public authorities.

We normally consider complaints only after they have been
through the formal complaints process of the organisation
concerned. Members of the public can then bring a
complaint to us by visiting our office, calling or texting us,
writing to us, or filling out our online complaint form.

The Scottish Public Services Ombudsman was set up
in 2002, replacing three previous offices – the Scottish
Parliamentary and Health Service Ombudsman, the Local
Government Ombudsman for Scotland and the Housing
Association Ombudsman for Scotland. Our role was also
extended to include other bodies delivering public services.

We aim not only to provide justice for the individual, but also
to share the learning from our work in order to improve the
delivery of public services in Scotland. We have a programme
of outreach activities that raise awareness of our service
among the general public and promote good complaint
handling in bodies under our jurisdiction.

Further details on our website at: www.spso.org.uk

Contact us at:
SPSO Tel: 0800 377 7330
4 Melville Street Fax: 0800 377 7331
Edinburgh EH3 7NS Text: 0790 049 4372

E-mail us at: ask@spso.org.uk



West Glasgow CHCP 
January 2010 
 
Please note that there is a backlog of incidents still to be inoput to the system that will account for the reduction in numbers over 2009.  This will 
be resolved as CHCPs ‘go live’ with datix web. 
 
Incidents by Incident date and Category (Month and Year) 
  ABSCON CLIOTH DISCHA MEDDEV MEDICA RECORD SLFHRM SUICID THEPRO TREAT Total 
2008 04 0 0 0 0 0 0 0 2 0 0 2
2008 05 0 0 0 3 0 0 0 2 0 0 5 
2008 06 0 0 1 0 1 0 0 1 0 0 3 
2008 07 0 0 0 0 6 0 1 2 0 0 9 
2008 08 1 0 0 0 1 0 0 0 0 0 2 
2008 09 0 0 0 0 2 0 1 0 1 0 4 
2008 10 0 0 1 0 1 0 0 0 0 0 2 
2008 11 0 0 0 0 3 1 0 3 0 0 7 
2008 12 0 0 0 0 3 0 0 2 0 0 5 
                      39
                        
                        
  ABSCON CLIOTH DISCHA MEDDEV MEDICA RECORD SLFHRM SUICID THEPRO TREAT Total 
2009 01 0 1 0 0 4 0 1 2 0 0 8
2009 02 0 0 0 0 1 0 1 2 0 1 5 
2009 03 0 2 0 0 0 0 1 0 0 0 3 
           16

 
Abscondment 
Clinical - Other 
Discharge or Transfer Problem 
Medical Devices & Equipment 
Medication Incident 
Patient Records 
Self Harm 
Suicide 
Theatre Processes 
Treatment Problem 
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