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..... Better information on cancer services and
outcomes will enhance patient choice, drive up
service quality and underpin stronger commissioning;
[Chapter 8]

High quality data on:
« Clinical outcomes, including survival
« adjustments for co-morbidity and stage of disease.

Collection of defined datasets

« all cancer patients

 mandated through the National Contract.
« PCTs responsible for ensuring delivery
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How to Use Indicators and Data? NClN
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« Support Clinical Commissioning Groups to:
« Understand ‘cancer burden’ (GP Profile)
« Understand local services (Service Profile)

* Provide benchmarked information

« Support Service Specifications

+ ldentify Key Performance and Quality
Indicators



Major Surgical Resections
England, 2004-6

‘Sam Lister Health Editor

Thousands of cancer patients are being
\cnicd potentially lifo-caving surgery
because of a cultural reluctance to
operateon tamours in the middle-age
and elderly, anofficial study suggests.

The first research to track rates of
cancer surgery aroend the count
<hows that the likelhood of patients
having operations falls off markedly as
they get older.

linicians leading the stucy, to Le
published shortly but which has been
seen by The lumes, desirived the
finding as a“striking irdicator” of why
England’s cancer survival rates ace
poor by international standards.

The research, carried out by the
National Cancer Int=lligence Network
m(,‘l[\‘) set up by the Department of

alth in 2008, suggests that a combi-
nation of poor access to specialist
surgical opinion and a tendency within

arts of the NHS to consider older
patients as Inappropriate for surgery
are the main factors

Mick Peake, whe is based at Glen-
fleld Hospital, Leicoster, and led the
sludy,said that, whileit wasnat surpris-
ing that smaller numbers of the most
ederly were undergoing surgery. the
decline in rates among the middle-

was particulary worrying.
ggm p::mains the treatment with
greatest impact on long-term survival
in most types of cancer.

Dr Peake said that while some NHS
teams worked well, and referred to
specialist rentres when their expertise
was not sufficient, others were making
eritical decisions wizhout such corsider-
ations. “There are clearly places where
the teams are just Ik g at the

ients and sayng no.' he said
“They sit there like in the arena in the
Col d t's thumbs up or
thumbs down.”

Dr Peake said that a decision taken
without referral orly needed to happen
in 15 per cent of cases far there 1o be
real trouble. He added that there were

laces “where | wouldn't send my cat

se they did not offer the same
level of expertise as others.

The study shows that surgery rates

t'mz TIMES | FOaY vans 1o svs o

Bias helps to explain low survival rates

whe dida lotof work with
in the elderly.  told

Lung

uterus

between 2004 and 2006, with follow- |
up in 2007. might not reflect recent
improvements, Dr Peake said, but the
trends held for the situation today.
‘While 9 der cent of patients wita
lung cencer bad surgery. the rate ‘s
about » cent in many parts of the
world. Dr Peake, a lung specialist, said
that Englard’s rate had increased to
about 13 per cent now butat least 1,500
fives a year could be saved Ly carryirg
out more operations, with a similar
numbes saved by earfier dizgnosis. Fe
added that similar estimates _would

better sperk on younger age groups, if
you cai give aseventyomething-yeer-
ol ten or fifteen years of active life,

g centof uterine
and breast cancer petients to just 6 per
centof those with liver cancer. The pro-
portion of patients undergaing surgery
dropped fur all carcers wifv.'l\o age, butin

many m patients
in their Jate forties.
For cervical cancer, 58 per cent of
patients m their fo-ties had surgery, com-
pared with 42 percent n their fifties. By
Uhe cighilics age group, this was down ta
10 percent. Other cancers, such s ovar-
janand kidney,skowed similar draps.
— The data; whizh-covers operations’

e = W

you ittothem.”
Ciaran  Devane, of Macmillan
Cancer Support, said the study "pro-
vides us with a good starting point to
ensure every wancer pationt gete

e
* Sheadded:“We

-

" outwhythere areva

now want the cancer networks to do
more work within their areas to find
riations.”

Paul Burstow, the Care Services Min-
ister, said that the Government's new
cancer strategy, which aims to save
5,000 more lives a year by 2014, “will
rotbe achieved unlessthe NHS tackles
inapprooriate variations in surgca
intervention rates for cancer patien’s’
Public Sector, page €1
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Older cancer patients ‘denied surgery’
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Beyond repair: how your ageis a
factor in the treatment of cancer

There are widespread
inconsistencies over
the decision to operate,
anational audit found.
Sam Lister reports

ick Peake may be one of
the rountry’s leading
chest physicians but he
s refreshingly honest
abou: episodes in his
own career thatshov some of the short-
comings of his prcfession. When he
was based at a district general hospital
in Yorkshire he saw cancer patients
who, he thought, coald not be referred
forsurgery. The tumpurs were too com-
plex or the patient tco compromised by
other health problems. Sometimes it
might even have heen that they werz
simply 00 old
Years later, and now at Glenfield
Hospital in Leiceste:, the veil haslifted.
“Ithought I knew, bat now that lam in
a big specialist cenire 1 can see,” Dr
Peake says. w that there were

become something of a mission for Dr
Peake. As clinical lead of the National
igenceNetwork, herunsa
groundbreaking research programme
analysing patient data collected from
hespitals and cancerregistries through-
out England, showing how people are
i The vari-

would expect” For the 13 key cancer
sites around the body induled in the
anilysis, the proportion of ts
undergoing surgery decreased signifi
cantly as they got older — down to less
thzn 2 per cent for half of these cancers
in the over 80s. this was not an
issue simply for the very old, when

treatedfor
ations are stark, signalling the incon-
sistencies in care that hold the key o
‘why the country struggles with cancer.
Andno more so than When it comes to
i ek meomgreer

When the result: came through for
e first snativnal auditof suigical resec-
tions far cancer, seen by The Timesand
to be published shcrtly, several trends
became dlear. Patients could have the
same complaint, such as bowel orovari-
an cancer, and havedramatically differ-
ent chances of surgery depending on
where they were treated. It could vary
widaly between tyyes of tumour and,
‘most noticeably, it also appeared to be
heavily dopendest on  the
patient’s age.

“When | firt saw these sta-
that struck me most,”
Peake observes. ]
Iy young age at which the rates
ofsurgery starttodmopis drama-
tic. It is much earer than you

Mick Peake is
ciinical lead of the
National

other diseases and physical iraiity play
a greater part in decisions about sur-
gery. The drop appears to be starting
forthose in their 50s.
e
with how itis structured — trat contrib-
ute to Englend’s poor survival rates
ani thousands of potentially avoidable
deiths every year. Surgery i the treat-
ment that has the greatest impact on
long-term survival in mos. types of
cancer. It can significantly im-
preve symptoms, even in situations
where life expectancy is notgreat And
ye: some doctors in some places seam
1o 7iew it as ano-go area
“I have seen peaple in meetings
standup and say: My jatients are
all older, they are all sicker; they
all come in having tad a heart
attack in the outpatients depart:
ment. There are alvays those
excuses. There’s an ettilude out
there” he says.
‘The culturels one that
applies to patients
who may not
uestion  there
ate and _take
the Ene of “I've

lived to 70, my

Patients have different chances of surgery for cancer depending on where they are treated, the national audit has found

Teamwork

54 GBS ORTE WES

questions about way standards and
approaches fluctuate so much. He
adds that the statistcs, from 2004 and
2006, with patient ‘oliow-up in 2007,
may be slightly behind Improvements
in some areas but the key conclusions
still hold.

Late diagnosis, which leaves some
patients with tumours too advanced to
tackle with a scalpal, remains a very
importanl piecs of the jigsaw, Bat the

less widely problem i

ionts refocred t hacie dictTi g
A7 hospietS srcund he country which,
as Dr Peake experienced in Yorkshire,
dnnat getthe exper: insights, Whether
apatient came froma ived commu-
nity or not seems to have surprisingly

For Dr Peake anc his team, the new
data is a “trcasure trove” that can
enlighten and empower patients and
hservi g

dadlived ta 70", Dr But
he also feels that too many doctors are
seeing peoyle without the background
expertise_on the possibilities and
potential fer surgery. A significant part
of the problem lies with poor accessto
specialist surgical teams, he says.
“There are some places I wouldat
wanta menber of my family anywhere
near, There are some where | wouldn’t
send my caL”

‘While Dr Peake emphasises that
there are not definitive “rights” or
“wrongs” vhen examining the data —
further analyss may 77

asons for low rates in
areas, such as better aci
therapy — the work

ers to account.

“This research siould make every
network and NHS ‘rust, every profes-
sional body that russ these specialties,
Took at their own data. They should
want to really see what it means. to
explain these variztions and explore
‘what we need to dc to encourage best
practice,” he says.

Insme today A
Thousands of elderly

March 2011




How do outcomesvary NCI|N
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Higher than expected 30-day mortality
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Risk adjusted 30-day post-operative
mortality percentage
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Morris et al. Gut, 2011
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* Timeliness and quality of data
* Publish & polish OR
* Polish & publish
* Two years old TOO OLD!

* Are we collecting the correct data
* |Is it specific enough?
e Can we support the requirements in IOSC?



Proposals and Solutions? NQN
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* |dentify current information needs
» Collect data to support requirements
« Collate & make data available more timely

* Work together to a common vision

* ‘revamp’ datasets
 Work with MDTs and service providers
* Modernise cancer registration



Key points — submitting the  NCIN( -
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« COSD

 replaces submission to cancer registries
* trigger is new diagnosis/updates

« can be submitted from different sources
* submitted monthly

« RCPath extracted from reports

Must get clinical support and ownership

GO LIVE END 2012



A single Cancer Registration NCINC .......
Service for England efigence netwok -

* Now need more timely, coordinated data
collection

« By 2013 ONE single Regqistry for England
« Central processing, local links

* More timely, increased quality

* Closer relationships with local MDTs

* More rapid feedback processes



Data Sources - 1 NCIN
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Data SOUIrcCes - patient-level data Local Feeds
National
Cancer MDT data
Feeds Hospital Waiting Somerset, Infoflex etc P? ﬁT_OIOgF
: Times ull-text
EP'S.C“#e reports
Radiotherapy Statistics
Data (HES)
Local imaging systems
Mational cancer
audits - Lung, Patient
Head and Neck, administration
Breast and Bowel systems
T / (pre-HES)
Chemotherapy
(from April 2012) THLE — ] Local

clinical data

Mational PET-CT systems
imaging Encore
National Pilots
Cancer screening CRUK Seratined
programmes - ONS - Cancer Medicﬁ; e
Bowel, Cervix and and non- Breast Sent 201 1
Breast cancer deaths Recurrence (Sep )

Audit Pilot




Data Sources - 2
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System Number Varieties | Live Feeds | Not live
Pathology 167 33 144 23
MDT 165 22 147 |18
PAS? 96 >|2 96 63
Imaging |EP/others 3 Pending ~20

"TCR and SWCIS use Hospital Episode Statis|tiu:s (HES) as source of data
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!‘”M

local and site / .
MNHS personal specific registry evolving

demographic datasets for
service / analysis

K

server

[ — =cri

Timely
feedback to
clinical teams




Migration Plan NCIN( 7
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you are OCIU/SWCIS TCR
here
NWCIS NYCRIS
ECRIC TrCR WMCIU
SR NN [N R (NN T Y S N AN NN M N TN
2011 2012 2013

300 M registrations x103

ECRIC TrCR NWCIS OCIU/SWCIS WMCIV NYCRIS




In conclusion NCIN( &
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To support, understand, improve services

 COSD and the registry migration project:

Wil transform cancer care, research and
clinical practice in England

* WIll provide timely, consistent, accurate data
on every patient

 BUT to succeed we need the engagement of
all clinicians, providers, commissioners,
patients and public
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Thank you
driley@nhs.net



