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Your cancer – Your choice? 

Dr Mick Peake 

Clinical Lead 

National Cancer Intelligence Network 

The National Cancer Intelligence Network is now operated by Public Health England 

If you or a member of your family had cancer, how 
would you decide where to go for treatment?: 

 …take the advice of your GP? 

 …simply go to your local hospital because it 
was convenient? 

 …”Google” information on the quality and 
outcomes of the services anywhere in the 
country and choose the best? 

 …phone a friend?   
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Would you…… 

 ...play a cricket match without keeping score? 

 ...run in a Grand Prix race without recording 
the times? 

 …get on a train a 90% safety record? 

 …fly with an airline that didn’t keep a 
maintenance record? 

So…… 

 …why would you choose to be treated by 
a cancer  service that had no knowledge 
of its performance or outcomes? 
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Well…… 

 …maybe it’s not that simple! 

 

Problems 

1. Who is responsible for any outcome 
indicator? 

Identifying true outliers 

Changes over time   

Public & press misinterpretation 

Ability to demonstrate performance quality in 
individual clinicians 

How to get the data ‘out there’  
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1 Year Survival in PCTs - Lung Cancer
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1 Year survival in PCTs – Lung Cancer 

 Stage at diagnosis 

 Public awareness of symptoms & attitudes to health 

 Quality of and access to primary care and diagnostics 

 Rates of uptake of screening 

 Rates of co-morbidities   

 Quality of specialist services 

 Diagnosis and assessment 

 Access to specialist treatments (and patient choice!) 

 Technical expertise of individual clinicians & teams 

 

Factors that might affect  
1 year survival 
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Active treatment rate  for lung cancer by trust 
(England, 2011) 
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Case-mix (risk) adjustment 

Age 

Social  
Deprivation 

Fitness &  
Co-morbidity 

Disease 
stage 
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Case-mix adjusted for: 
● Age 
● Sex 
● Stage 
● Performance status 
● Socio-economic status 

Lung cancer active treatment rate – case mix 
adjusted 
 

Cancer Network 

Source: Dr Matthew Callister, Leeds 
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Problems 

1. Who is responsible for any outcome 
indicator? 

2. Identifying true outliers 

Changes over time   

Public & press misinterpretation 

Ability to demonstrate performance quality in 
individual clinicians 

How to get the data ‘out there’  
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Effect of Risk Adjustment 
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Risk Adjustment 
(30-day post-operative mortality 

colo-rectal cancer  2008-2010) 
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Problems 

1. Who is responsible for any outcome 
indicator? 

2. Identifying true outliers 

3. Changes over time   

Public & press misinterpretation 

Ability to demonstrate performance quality in 
individual clinicians 

How to get the data ‘out there’  
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Risk-adjusted postoperative 
mortality, colo-rectal cancer 
(2003-6) 

Risk-adjusted postoperative 
mortality, colo-rectal cancer 
(2007-8) 
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Problems 

1. Who is responsible for any outcome 
indicator? 

2. Identifying true outliers 

3. Changes over time   

4. Public & press misinterpretation 

Ability to demonstrate performance quality in 
individual clinicians 

How to get the data ‘out there’  

 

Understanding/Misinterpreting Data 

Gut – June 5th, 2008 

10:05am 

BBC News 

 June 5th, 2008 

(6 minutes later) 
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Problems 

1. Who is responsible for any outcome 
indicator? 

2. Identifying true outliers 

3. Changes over time   

4. Public & press misinterpretation 

5. Ability to demonstrate performance quality 
in individual clinicians 

How to get the data ‘out there’  

 

Surgeon-level reporting: 
‘Everyone counts’ 

• Outcomes to be reported for every 
consultant practising in 10 
specialties 

 
• Includes colorectal surgery 

 
• Data will come from clinical audits 

 
• Results published end June 2013 

Dec 2012 



13/06/2013 

13 

 Surgeon (& trust)-level reporting 

Why do outcomes vary? 

Play of chance  often taken too lightly 

 
Case-mix  adjustment always incomplete 

 
Impact of data quality  often underestimated 

  
 
Care factors  quality of services 
 

signal 

noise 

 

Beware of poor “signal-to-noise ratio” 

Surgeon-level reporting: 

Wider issues 

Adjustment for case mix 
Always incomplete 

Impact of data quality 

Often underestimated 

Identifying the responsible surgeon 

Not always straightforward 

Meaningful level for reporting outcomes 
Team working (role of peri-operative care) 

Surgeon consent 
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The Package of Care 

High Dependency Unit 

Surgical Team 

Surgeon-level reporting 
What proportion of outliers have  
poor performance? 

Not all of these surgeons 
will have poor 
performance  

 

Depends on  

• Significance level used 

• Surgeon volume  

• Prevalence of poor 
performance 
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Courtesy: Dr Kate Walker & colleagues, Royal College of Surgeons 
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Surgeon-level reporting: 
What surgeon volume is required? 

 Postoperative 

mortality 

(%) 

Median 

annual 

surgeon 

volume 

Volume required to achieve: 

Procedure 60% 

power 

70% 

power 

80% 

power 

Hip fracture surgery 8.4   31 56 75 102 
Gastrectomy/oesophagectomy 6.1 11 79 109 148 

Bowel cancer resection 5.1 9 95 132 179 

Cardiac surgery 2.7 128 192 256 352 

 

Statistical power: chance that surgeon with doubling of mortality will 
be detected as significantly worse than average at a 5% significance 
level 

Median annual trust volume bowel cancer resection: 100 

Courtesy: Dr Kate Walker & colleagues, Royal College of Surgeons 

Surgeon-level reporting 

Are surgeon volumes sufficient? 

Reporting period/ Procedure 60% power 70% power 80% power 

One year 

Hip fracture surgery 4% 1% 0 

Oesophagectomy/gastrectomy 0 0 0 

Bowel resection 0 0 0 

Cardiac surgery 16% 1% 0 

Three years 

Hip fracture surgery 73% 62% 42% 

Oesophagectomy/gastrectomy 9% 0 0 

Bowel resection 17% 4% 0 

Cardiac surgery 75% 69% 56% 

Five years 

Hip fracture surgery 84% 79% 70% 

Oesophagectomy/gastrectomy 34% 17% 5% 

Bowel resection 37% 24% 11% 

Cardiac surgery 80% 77% 72% 
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Surgeon-level reporting 

Are surgeon volumes sufficient? 

Compare this to trust volumes for bowel cancer resection 

90-day mortality 

Reporting period/ Procedure 60% power 70% power 80% power 

One year 

Bowel resection 55% 27% 11% 

Problems 

1. Who is responsible for any outcome 
indicator? 

2. Identifying true outliers 

3. Changes over time   

4. Public & press misinterpretation 

5. Ability to demonstrate performance quality 
in individual clinicians 

6. How to get the data ‘out there’  
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 NHS Choices 

 Friends & Family Test 

 National Cancer Audits 

 Service & GP Profiles 

 Cancer Patient Experience Survey 

 Cancer Peer Review (‘My Cancer Treatment’) 

 Your GP? 

 

Current sources of 
information 

Lung Cancer Interactive Map 

Source: Roy Castle 
 Lung Cancer Foundation 
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Lung Cancer Interactive Map 

Section #

No. of 

patients/

cases or 

value

Trust

Lower 95% 

confidence 

limit

Upper 95% 

confidence 

limit

England
Low-

est

High-

est
Source Period

1 304 207 41 588 NCDR 2010

2 329 191 1 585 NLCA 2011

3 11 10 0 31 NLCA 2011

4 188 62% 56% 67% 61% 39% 75% NCDR 2010

5 295 97% 94% 98% 93% 66% 100% NCDR 2010

6 3 1% 0% 3% 7% 0% 46% NCDR 2010

7 29% 16% 7% 34% NCDR 2010

8 161 53% 47% 58% 55% 43% 72% NCDR 2010

9 326 99% 97% 100% 92% 36% 100% NLCA 2011

10 83 29% 24% 35% 24% 10% 68% NLCA 2011

11 36 13% 9% 17% 14% 4% 30% NLCA 2011

12 167 58% 53% 64% 62% 13% 80% NLCA 2011

13 Proportion of patients (from #2) with a Performance Status assigned 286 87% 83% 90% 89% 2% 100% NLCA 2011

14 SA Yes NCPR 2010/11

15 SA 85% 89% NCPR 2010/11

16 SA No NCPR 2010/11

17 SA No NCPR 2010/11

18 206 63% 57% 68% 79% 0% 100% NLCA 2011

19 406 293 0 853 CWT 2010/11

20 184 56% 52% 60% 62% 0% 93% NLCA 2011

21 40 12% 9% 16% 12% 0% 100% NLCA 2011

22 21 11% 8% 17% 19% 0% 79% NLCA 2011

23 228 69% 64% 74% 77% 52% 100% NLCA 2011

24 94 47% 40% 54% 37% 2% 97% HES 2011

25 135 96% 92% 98% 97% 88% 100% CWT 2012/13 Q2

26 15 73% 52% 87% 80% 0% 100% CWT 2012/13 Q2

27 103 25% 21% 30% 24% 4% 46% CWT 2011/12

28 34 25% 19% 33% 39% 0% 76% CWT 2011/12

29 14 100% 78% 100% 99% 91% 100% CWT 2012/13 Q2

30 174 53% 47% 58% 60% 36% 100% NLCA 2011

31 50 17% 13% 22% 16% 0% 38% NLCA 2011

32 48 26% 20% 33% 21% 0% 45% NLCA 2011

33 40 48% 38% 59% 53% 0% 100% NLCA 2011

34 27 68% 52% 80% 68% 0% 100% NLCA 2011

35 28 58% 44% 71% 55% 0% 100% NLCA 2011

36 23,053 41% 41% 41% 32% 15% 68% PBR SUS 2011/12

37 176 0.95 0.82 1.11 1.0 0.57 1.49 NLCA 2011

38 34% 1.43 0.97 2.11 1.0 0.40 2.67 NLCA 2011

39 13 n/a 83% 66% 100% CPES 2011/12

40 % Red n/a 0% 78% CPES 2011/12

41 % Green n/a 0% 69% CPES 2011/12
0

Cancer Service Profiles for Lung Cancer

Version 2.0 - March 2013

No. and proportion resected of patients (from #2), excluding confirmed SCLC ,with stage I and II disease

Patients (from #1) with recorded ethnicity

Patients (from #5) with recorded ethnicity which is not White-British

Number of urgent GP referrals for suspected cancer

Number and proportion of patients (from #2) with confirmed NSCLC

Number and proportion of patients, excluding SCLC, with a stage IIIB and IV assigned

Number of NLCA patients - lung cancer

Patients surveyed & % reporting always being treated with respect & dignity (6)

Data displayed are for patients for which the trust of treatment can be identified. For a full description of the data and methods please refer 

to the 'Data Defintions' document. For advice on how to use the profiles and the consultation, please refer to 'Profiles guidance'.  Please 

direct comments/feedback to service.profiles@ncin.org.uk

Peer review: Does the specialist team have full membership? (3)

Peer review: Proportion of peer review indicators met

Number and proportion of patients (from #2) with confirmed SCLC

Q2 2012/13: Urgent GP referral for suspected cancer seen within 2 weeks
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RangeIndicator

Percentage or rate

Patients (from #1) who are Income Deprived (2)

Male patients (from #1)

Number and proportion of patients (from #2) with a stage assigned

Trust rate or percentage compared to England

Number of newly diagnosed lung cancer patients per year, 2010 [experimental] (1)

Number of NLCA patients - mesothelioma

Patients (from #1) aged 70+

Peer review: are there serious concerns? (4)

NLCA: Proportion of patients surviving at one year and adjusted odds ratio of surviving 1 year

Number and proportion of patients (from #2) with confirmed NSCLC who are diagnosed NOS

Number and proportion of patients (from #2) with histological confirmation of diagnosis

No. and prop. of patients (from #2) with stage IIIB/IV, PS 0-1 excl. conf. SCLC, receiving chemotherapy

Q2 2012/13: Treatment within 62 days of urgent GP referral for suspected cancer

Urgent GP referrals for suspected cancer diagnosed with cancer [experimental]

Notes: (1) Large differences between indicators #1 and #2 are likely to indicate a large fraction of patients referred to or from the trust (2) Based on patient postcode and uses the Index of Multiple Deprivation (IMD) 2010; (3) Peer Review (NCPR) source - 

IV=Internal Verification, PR=Peer Review, SA=Self-Assessment; Amn=Amnesty;   (4) The immediate risks or serious concerns may now have been resolved or have an action plan in place for resolution; (5) CNS = Clinical Nurse Specialist; (6) value = total 

number of survey respondents for tumour group.  (7) Based on scoring method used by the Department of Health - red/green scores given for survey questions where the trust was in the lowest or highest 20% of all trusts. Questions with lower than 20 

respondents were not given a score. Italic value displayed = the total number of viable survey questions, used as the denominator to calculate the % of red/greens for the trust;  (8) CPES = Cancer Patient Experience Survey.

n/a = not applicable or not available

Number and proportion of patients (from #2) seen by CNS (5)

Patient 

Experience - 

CPES (4)

 

First outpatient appointments and proportion of all outpatient appointments

Cases treated that are urgent GP referrals with suspected cancer [experimental]

Q2 2012/13: First treatment began within 31 days of decision to treat

No. and proportion of patients (from #2) receiving surgery, chemotherapy and/or radiotherapy

No. and proportion resected of patients (from #2) excluding confirmed SCLC

No. and proportion resected of patients (from #2) with confirmed NSCLC

Estimated proportion of tumours with emergency presentations [experimental]

Number and proportion of patients, excluding SCLC, with stage I or II assigned

Number of survey questions and % of those questions scoring red and green 

(7)

No. and proportion of patients (from #2) with confirmed SCLC receiving chemotherapy

Number and proportion of patients, excluding SCLC, with a stage IIIA assigned

NLCA: Median survival in days and adjusted hazard ratio for mortality

Specialist 

Team

Throughput 

and 

pathology

Waiting 

times

Practice

Outcomes 

and 

Recovery

Peer review: are there immediate risks? (4)

Select Trust/MDTSelect Trust/MDT

75th 25th

England median

Lowest
in England

Highest
in England

Trust is significantly different from England mean

Trust is not significantly different from England mean

Statistical significance cannot be assessed

England mean

NHS Acute Trust



13/06/2013 

19 

GP Practice profiles 
 

Patient experience survey 

38 
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Top 10 

Middle   

Bottom 10 

Cancer Peer Review 
Xxxxxxxxxxxxxxxxxxxxxxx 

 

 

For an informed choice about  

your NHS cancer services 
 

www.mycancertreatment.nhs.uk 
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Locate and Compare Cancer Services in three easy steps… 

Hospital ratings: 
Composite indicators 

Jeremy Hunt announced a review 
of ‘OFSTED-style ratings in Nov 
2012  

The Nuffield Trust is currently 
leading a review of aggregate 
ratings 
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The Curate’s Egg 

Bishop: "I'm afraid you've got a bad egg, Mr Jones"; Curate: "Oh, no, my Lord, I 

assure you that parts of it are excellent!" 

"True Humility" by George du Maurier, originally published in Punch, 1895. 

Hypothesis 

1. Most hospitals are like the proverbial Curate’s egg: 
good in parts, or – “An indeterminate mix of good 
and bad” (Oxford dictionaries) 

2. Individual services may also have both “good” and 
“less good” aspects e.g. 

 Low 30 day mortality (= “good”) 

 But ... Poor patient experience (= “less good”) 

http://en.wikipedia.org/wiki/George_du_Maurier
http://en.wikipedia.org/wiki/George_du_Maurier
http://en.wikipedia.org/wiki/Punch_(magazine)


13/06/2013 

23 

Applying this to hospital  
services 

 What information do we have? 

 Is it reliable and complete? 

 Does it truly reflect the service delivered by a specific 
team – or are others involved (e.g. Primary care, 
tertiary care or social care?) 

 What structure/process measures can be used as 
proxies for outcomes 

 How do we combine information on the five 
domains of the NHS Outcomes Framework? 

The NHS Outcomes Framework 
(made simple) 

 If you were seriously unwell, what would you be 
likely to want? 

 To have your life saved 

 To have a good quality of life thereafter 

 To recover quickly 

 To have a good experience of care from the NHS 

 To be treated safely 
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23% 

20% 

12% 

11% 

9% 

7% 

7% 

3% 

3% 

1% 

1% 

4% 

0% 5% 10% 15% 20% 25% 

Good patient experience 

Operation waiting times 

Infection rates 

Patient involvement 

Staff would recommend the hospital 

Patients said they got better after … 

Patients said they were harmed 

Sharing with opposite sex 

Recent written complaints 

Operations cancelled at short notice 

None of these 

Don’t know 

Q: What is the most important factor when 
choosing a hospital for an operation for an 
unspecified condition 

Source: MHP Health Mandate 

57% 

17% 

6% 

6% 

2% 

2% 

2% 

2% 

2% 

1% 

1% 

3% 

0% 10% 20% 30% 40% 50% 60% 

Most effective treatment 

Start treatment in a month 

Care rated ‘excellent’/‘very good’ 

Single team for all treatment 

Choice of treatment 

Specialist lung cancer nurse 

Effective pain control 

Emotional support 

Team meets national standards 

Written treatment plan 

None of these 

Don’t know 

Q: What is the most important 
factor when choosing  a hospital for 
lung cancer treatment? 

Source: MHP Health Mandate 
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Composite measures 

Acknowledgments to Di Riley & Mike Richards 

The National Cancer Intelligence Network will be hosted by Public Health England from 1st April 2013 

• Does the Specialist Team have full membership? 

• Proportion of Peer Review indicators met? 

• Peer Review: are there immediate risks? 

• Peer Review: are there serious concerns? 

• % treated within 62 days of urgent GP referral for suspected cancer? 

• How many surgical patients receive a mastectomy? 

• How many mastectomy patients receive an immediate reconstruction? 

• % of patients surveyed report being treated with respect and dignity? 

• % of survey questions scoring red or green? 
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MDT Scores per Indicator 

Indicator 

No: 
Indicator 

Criteria for 

Inclusion 

Nos MDTs 

achieving 

criteria 

Total 

Nos 

MDTs 

% MDTs 

achieving 

criteria 

11 The specialist team has full membership = YES 120 155 77% 

12 Proportion of peer review indicators met >=80% 101 155 65% 

13 Peer review: are there immediate risks? = NO 143 155 92% 

14 Peer review: are there serious concerns? = NO 103 155 66% 

23 
Treatment within 62 days of urgent GP 

referral for suspected cancer % 
>=95% 126 155 81% 

30 
Provider undertaking immediate 

reconstruction* 
>0% 141 155 91% 

32 Surgical patients receiving mastectomies % 

< value of 

75th 

percentile 

116 155 75% 

38 
% reporting always being treated with 

respect & dignity 
>80% 73 148 49% 

40 
Cancer patient experience survey questions 

scored as ''green" % 
>12% 85 149 57% 

Composite ‘Indicator’ 

Total No. of 

Criteria 

Achieved* 

Number of 

MDTs 
% of MDTs 

9 19 12% 

8 29 19% 

7 41 26% 

6 23 15% 

5 24 15% 

4 13 8% 

3 5 3% 

2 1 1% 

1 0 0% 

0 0 0% 

Grand Total 155   
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Looking beyond healthcare 

 How do others present information to 
the public? 

 Ofsted 

 Universities 

 Restaurants 

Ofsted 
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Ofsted 

University ratings 
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London restaurants:  
Trip Advisor 

Final thoughts 

• However good the data, it will never be perfect! 

• The balance between ‘perfect then publish’ and ‘publish then 
perfect’ has moved towards publication and the subsequent 
improvement in data quality 

• The wider public (and the government) needs to be educated 
about the interpretation of data   

• We need research into which quality issues which matter most 
to people, but recognise that the priorities of patients may differ 
to the general public 

• There is much more that could be done to better present and 
communicate information on service quality 
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What would any ‘consumer’ 
want of cancer data? 

That it is: 

• Timely 

• Local 

• Meaningful  

• Accessible 

• Understandable  

What would any ‘consumer’ 
want of cancer data? 

That it is: 

• Timely 

• Local 

• Meaningful  

• Accessible 

• Understandable (sorted!) 
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“Take me to a specialist” 


