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Introduction

Thank you, Ian, for that introduction, and first, I want to thank the officers and
secretariat of the All-Party Group for organising the 8" annual Britain Against Cancer
conference? I know that you have been especially busy this year producing your

“New Vision” for cancer.

And, I want to thank all of you, the delegates, for your hard work in providing
services and support to cancer patients, and ensuring that their needs are never

ignored.

For my part, I am here to offer a view on the way forward, where improvements can
be made; and to set out, in a non-partisan way, my party’s vision for the future of

cancer services.

Where we are

It is right to start by understanding how far we have come.

Cancer services are better co-ordinated, building on the development of cancer
networks since the Calman-Hine report published under the last Conservative
Government. Multidisciplinary team working and an increase in the number of health
professionals working in the cancer field have been important in enhancing services.
Overall, survival rates continue to improve and have done since the mid-1980s. In the
seven years up to 1997, the rate of improvement in mortality for people with cancer
aged under-75 fell by 19.6 per 100,000 of the population. In the seven years since
1997, the rate fell by 17.3 per 100,000. The rate of improvement in cancer mortality

for the under-75s has been continuous now for the best part of two decades.



Cancer networks have contributed much to this, but need to be strengthened further.
Three years after cancer networks were established, roughly a third (30%) of those
visited by the National Audit Office had no comprehensive plans for providing cancer

services in their area.’

We also know that deficits and vacancy freezes are taking their toll on specialist
cancer nurses, whose contribution is immense. In Parliament, we are hearing worrying

stories of cancer nurses being re-appointed to general wards.

We have to do more. According to last year’s Karolinska report, the UK still has
among the worst survival rates in Western Europe. I hope that more up-to-date
information will shortly reflect the improvements made by hard-working NHS
professionals, but for the time being we have to be aware that we have not secured the
reduction in cancer mortality rates which international comparisons suggest are

available.

A new approach

Whether we choose to call it ‘Cancer Plan 2’ or anything else, there is clearly a need
for a new approach to cancer services. We are now over half way through the 2000
Cancer Plan, and additional funding is coming to an end. Yet, there is much more to

be done. Let me give some examples.

First, much more needs to be done on prevention, awareness, encouraging early
presentation with symptoms, and speedier diagnosis. Without this, responding to the

cancer challenge will be like trying to hold back the tide.

Secondly, we need to understand that people will increasingly be living with cancer as

a long-term condition and that it must be treated as such. That means making a greater

investment in qualitative improvements in cancer services — for example information

and emotional support for patients and their families; and ensuring that the access for
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cancer patients to mainstream NHS services is better developed, particularly as

regards primary care service through GPs.

Thirdly, we must learn how to ally robust evidence-based national standards, with real

devolution of responsibility.

Let me add a practical an example of how things need to improve.

Targets and radiotherapy — a case study

When the Secretary of State speaks, I expect she will refer to the Government’s
targets for cancer services — the 2-week maximum wait from urgent referral to seeing
a specialist and the 1-month maximum wait from being diagnosed to beginning

treatment. These targets have been all-but met.

However, we know that approximately 40% of patients subsequently diagnosed with
cancer are not urgently referred and therefore fall outside the target group. As a result,
according to the Public Accounts Committee, 40% of cancer patients have to wait

longer than two weeks before seeing a specialist.”

What is more, beginning treatment is obviously very important, but cancer today is
increasingly a long-term condition requiring many different treatments. Getting more
patients into the front-end of the patient pathway is important, but it has the danger of

lost priority in the later stages of care.

Radiotherapy is the classic example. Only a first treatment in approximately 15% of
cases, radiotherapy mostly falls outside the 1-month target. In January, a study in the
British Medical Journal showed that many radiotherapy departments are now heavily

understaffed and overstretched, resulting in severe waits for cancer patients.’

We know that waiting times for radiotherapy have increased since Labour came to

power, with the latest independent estimate — because the Government refuses to
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measure radiotherapy waits — suggesting that over half of all patients receiving
curative therapy now wait longer than the recommended maximum of four weeks.”
The National Radiotherapy Advisory Group, which is expected to report very soon,

must address this serious problem.

Targets may be good at driving selective improvements and generating favourable
headlines for Ministers, but they also have the effect of distorting clinical priorities
and creating bottlenecks. This in turn has the effect of increasing some inequalities

between cancer patients in need of different types of treatment.

Patient entitlements to standards of care

That is why we have argued for a move away from targets towards more holistic
standards and entitlements to care drawn up by through a clinical and patient
consensus, rather than by politicians. These standards would cover the entire patient
pathway and would allow doctors and nurses to get on with the job without day-to-

day interference from Ministers.

NICE already produces important guidelines on all aspects of cancer care, but these
should now increasingly take the form of enforceable standards of care, not just

aspirations.

A compelling reason for this is the link to patient choice; choice itself is a powerful
tool in the fight against inequalities, as it allows those who are trapped in under-
performing areas to have information and clarity over the standard of care they should

receive.

Standards and entitlements would also have the advantage of establishing a clear
benchmark or baseline for services that would allow new providers to enter the
market and increase capacity where patients are currently waiting for treatment.

Of course, national standards are especially important at a time when responsibility

for the delivery of care and the day-to-day running of services is being devolved to
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local organisations. It is absolutely right that we set hospital management and staff
free from central control to come up with innovative ways of improving services.
However, the overall objectives must be to achieve a high standard of care for all

NHS patients.
I was pleased to see a strong commitment to the principle of holistic standards and
patient entitlements included in the APPG “New Vision” document earlier this year.

This reflects the need to move beyond quantitative and selective targets.

Quality versus quantity

The positive changes of recent years have mostly been quantitative - more staff, more
machines, and some shorter waiting times. There have also been improvements in
infrastructure and organisation, such as the cancer networks and multidisciplinary

team working.

However, the future challenges for cancer services and patient care are qualitative
ones — providing information and emotional support, catering for the needs of those
living with cancer as a long-term condition. The needs of families and carers must not

be forgotten.

Receiving a diagnosis of cancer is likely to be a highly traumatic experience, and so
provision of emotional support and advice must be seen as a priority. In April, a UK-
wide survey of cancer patients found that nearly half (45%) said that the emotional
effects of cancer rather than the physical effects were the most difficult to bear. This
fact must be recognised — as must the role of cancer specialist nurses in providing the

necessary suppor‘[.5

As new drugs and treatments become available, the struggle to improve services for

all without leaving anyone behind will become more difficult.
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It is essential for the success of any system constrained by limited resources that
decisions about which cancer drugs should be provided are made by experts on the
basis of clinical effectiveness rather than by politicians on the basis of effective

lobbying by patient groups and drug companies.

These decisions are certainly difficult and controversial, but they would be just as
difficult — less likely to be accepted — if they were made by politicians. By demanding
both clinical and cost effectiveness of new drugs, NICE gives drug manufacturers a
powerful incentive to reduce costs in the long run. Indeed, I have made clear that

relative cost-effectiveness and drug pricing should be considered together.

Having said all that, we do need to ensure that NICE is accountable for the decisions
it makes and that those decisions have the confidence of patients. In particular, over
time, NICE methodology might have to change to take greater account of costs and

benefits in social care and to assess better quality of life vis-a-vis quantity of life.

In short, we ought to view NICE less as a rationing body and more as the setter of
standards and entitlements to treatments and standards of care. Mike Richards’s latest
report shows that NICE guidance has been successful at driving up the use of cancer
drugs by an average of almost half over the last eighteen months.® Where trusts can
improve the delivery of services beyond that minimum standard, they should be

encouraged to do so.

Prevention, awareness, and earlier diagnosis

There is much more we can do to improve cancer services and the speed at which
patients are seen — as well as the information and emotional support given to those

living with cancer.

However, all this — no matter how successful — will be akin to trying to hold back the

tide unless a radically different approach is taken to prevention, awareness and early
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diagnosis. One of the reasons why cancer outcomes tend to be better on the Continent

is that patients present with symptoms much early, and earlier diagnosis saves lives.

This is an area in which our shared task is perhaps most daunting, because it requires
politicians, clinicians and patient charities to confront ingrained lifestyle patterns. It

requires a cultural change. However, the rewards could be great.

Firstly, as the Cancer Campaigning Group has reminded us, an estimated half of all
cancers could be prevented by changes in lifestyle — including a more ambitious
reduction in the proportion of people who smoke. On current trends, more than 20%
of the population will still smoke in 2010, and yet we know that smoking is perhaps

the single most significant cancer risk factor.’

The reduction in smoking is weakest in poorer communities. It is no coincidence that
deaths from lung cancer in Scotland occur at almost twice the rate in the South West

of England.

In relation to cancer, there is clearly something about the Western lifestyle that makes
incidence a growing problem. We need to know more about the risks associated with
diet [e.g., through the cancer and diet study at Cambridge] and alcohol — and to

communicate better what we already know.

We need, for example, a change of attitude about awareness campaigns and public
health. When the issue of obesity is raised in the media, it is usually done so in
connection with personal appearance and self-esteem — or perhaps diabetes. Binge
drinking brings to mind issues of anti-social behaviour and personal safety. In each

case, opinion formers need to be more outspoken in making the link with cancer.

We also need a change of attitude in relation to awareness of signs and symptoms,
early presentation, and speedier diagnosis. At the moment, in too many households,
cancer is a disease that dare not speak its name. Fear of cancer is deeply ingrained in

our collective psychology.
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However, members of the public cannot be shielded from the fact that one in three of
us will get cancer at some point in our lives. Improved survival rates should be used
to argue for speedier diagnosis, as seeing a cancer specialist is not the death sentence
it once appeared to be. The earlier cancers are caught, the better the chances of

survival.

In promoting awareness and early detection of cancers, GPs clearly have a vital role
to play. However, we cannot expect GPs to be experts in all types of cancer, and so
new means of bringing diagnostic expertise into the community must be developed,
together with better investment in emotional support, in order to make it much easier

for patients to present with symptoms.

Men are still more inhibited than women when it comes to checking themselves and
then presenting with symptoms. A pilot awareness campaign for prostate cancer was
announced last year, and we await its results. Assuming these are positive, national

roll-out of the programme must follow as soon as possible.

Screening also has an important role to play. We continue to support the NHS breast
cancer screening programme and await reliable clinical evidence to justify extending

the age range within which women are routinely invited to attend a screening.®

On prostate cancer, we have repeatedly pressed the Government to give a strong lead
to international efforts to find a reliable diagnostic test where the PSA test is currently

unreliable. Once this is found, a screening programme should be put in place.

However, the Government’s record on screening within the last year has been poor.
For three months, patients and clinicians waited in vain for Ministers to make a full
commitment to rolling out the NHS bowel cancer screening programme. Bowel
Cancer UK estimated that 3 patients died for every day that Ministers prevaricated,
despite the scheme having been promised back in 2004.° By the end of 2006-07, we
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were due to be screening Y4 of the target population i.e., 500,000. In reality, it will be

about 100 - 120,000 on the current estimate.

More generally, it must be worrying that both low uptake of screening programmes
and late presentation with symptoms are particularly problematic among many black

and minority ethnic communities.

Finally, greater use will in future be made of genetic testing in order to predict and
diagnose cancers in patients with a family history of the disease. Here too Labour’s

record has been poor.

The Government promised that, by this year, anyone taking a genetic test would get
their results within two or eight weeks. However, recent figures show that, in some
parts of the UK, women with a strong family history of breast cancer are waiting as

long as two years for their results.

According to Breakthrough Breast Cancer, over half (55%) of genetic counsellors
questioned said they had patients who had opted to have their breasts removed while

waiting for a test result."

Conclusion

So, these are the challenges we face — tackling inequality through national standards,
making the delivery of cancer care more sensitive to the holistic needs of patients, and
improving prevention, awareness, and early diagnosis. They require a powerful shift
upwards in public health effectiveness alongside impacts in cancer services. The days
of doing this by top-down Department of Health documents and targets are over.
What we need is for power and responsibility to be devolved to commissioners,
clinicians and patients, subject to a structure of national clinical standards. We need
to encourage all stakeholders in the cancer field — which includes every member of
the public — to take responsibility for radically improving Britain’s record against

cancer.
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Appendix — a useful quotation on inequalities

“The discoveries of healing science must be the inheritance of all. That is clear.
Disease must be attacked, whether it occurs in the poorest or the richest man or
woman simply on the ground that it is the enemy; and it must be attacked just in the
same way as the fire brigade will give its full assistance to the humblest cottage as
readily as to the most important mansion... Our policy is to create a national health
service in order to ensure that everybody in the country, irrespective of means, age,
sex, or occupation, shall have equal opportunities to benefit from the best and most

up-to-date medical and allied services available.”

Winston Churchill, 2 March 1944, quoted in Modern Conservatism by David Willetts
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