JSNA Report 2013
Cancer
Delivering meaningful, healthier, longer lives for the people of Northamptonshire

This needs assessment was prepared by the Public Health Action Support Team on behalf of Northamptonshire County Council

Introduction



Cancer is a group of 200 diseases which together impose a heavy burden of disease.
Cancer is the third highest cost category in the NHS, after mental health and
cardiovascular disease.
Although there are many cancers, cancer of the breast, bowel, prostate and colon are
the four most common and constitute 54% of the total. This needs assessment focuses
on these four, along with cervical cancer, which we include because there is a national
screening programme.

Key Points














Cancer is a key public health concern which should be tackled at a number of different
levels. It mainly affects older people; although not all the strategy documents for
Northamptonshire County Council, Nene CCG and Corby CCG specify that cancer is a
priority, it is implicit in that they all have as one focus, frail and elderly people.
Most significant as a cause of cancer is smoking. It causes 80% of lung cancer and a
number of other cancers, as well as heart disease and stroke. Prevention and cessation
of smoking are of paramount importance. Also implicated are alcohol, diet and obesity,
significant in different cancers. It has been estimated that 40% of cancers are
preventable, and individual risk factors should be modified.
Cancer is associated with socioeconomic deprivation. Corby has a high level of
deprivation and shows high rates of incidence and mortality especially of lung cancer
and all cancers combined compared with Northamptonshire, East Midlands and
England, and mortality from colorectal cancer in females compared with East Midlands
and England. In Northamptonshire, prostate cancer is more common than in the East
Midlands and England.
Screening programmes are available for detection of early breast, bowel and cervical
cancer. Amongst communities where there is deprivation, and in ethnic minority groups,
nationally take-up is low.
Early presentation by patients and symptom recognition by GPs is very important. Local
awareness and early diagnosis programmes have helped to stimulate this. A GP usually
sees fewer than ten patients with cancer each year, so symptom recognition is not
straightforward. Of the patients referred via the two-week wait route to a consultant, only
10% to 20% are found to have cancer, in Northamptonshire and in England. Referral of
patients without cancer is expensive and causes great anxiety to patients until they
receive a diagnosis. GPs also have an option to request some tests directly for their
patients, but it is unclear how well this works in Northamptonshire.
Cancer patients are treated in a number of different hospitals, but the majority are
admitted to Northampton General Hospital, which is also the Cancer Centre,
Some important data are not available. These include staging (how early the cancer is
diagnosed) and one- and five-year survival rates, both measures of how well cancer
services work. These data will be available from the Oxford Cancer Registry which is
currently unavailable as it is in the process of reorganisation.
Early diagnosis of cancer tends to give better outcomes and is more cost effective. But
sometimes, a cancer is diagnosed during an emergency admission. These cancers are
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usually more advanced, and outcomes are worse than after earlier diagnosis. Treatment
is also more expensive.
Nene CCG has undertaken some useful analysis of district of residence, diagnosis and
number of episodes of cancers diagnosed after emergency admissions. Most of these
admissions are for very short periods. The analysis does not seem to include whether
the emergency presentation was for cancer diagnosis or management of symptoms
after diagnosis. This work should be developed to add understanding to the current
pathways of care.
Northampton is unusual in having two hospices funded by the NHS rather than from
charitable sources. This is being reviewed and we recommend examining different
models of provision. More than 50% of people want to die at home when the time
comes, and as demand increases owing to an older population with more cancer and
other end-of-life diseases, palliative care may need to take different forms. There is a
current proposal for additional beds to be provided at Cransley Hospice in Kettering. If
this model persists it is likely to be unable to meet future demand, and the current
opportunity for review of the service should embrace new opportunities for provision of
care with innovation with the potential for improved quality (meeting place of death
requests) and lower costs.
The Commissioning for Value framework suggests 50 lives each year in Nene CCG and
24 lives in Corby CCG to be saved and savings to be made from secondary care (£3.2m
in Nene CCG and £578,000 in Corby CCG, including elective and day care and nonelective care, and from prescribing costs (£460,000 in Nene CCG and £33,000 in Corby
CCG. The information produced should be analysed for congruence with the
understanding of local commissioners. The Insight Pack offers free training and this
option should be taken up widely as a valuable source of additional data.
Cancer services are constantly developing and we describe two new initiatives: the
latest report on Outcomes in Cancer, and a new style of service – Acute Oncology.
A national survey collects patients and service users and carers’ views and these
reports are presented for Nene Corby CCGs.

Recommendations
 Reducing the prevalence of smoking and obesity are crucial both to health of individuals
and to NHS and social care costs, and other sections of the JSNA cover these. We
recommend that these must be the subject of evidence-based change programmes.
 Screening in areas of high socioeconomic deprivation and amongst people of ethnic
minorities should be encouraged. This is important because those who miss screening
are probably those most in need of it, and cases can be missed. We recommend that
work should be done at GP surgery level and with local communities to encourage
attendance and take-up of screening. This is an area where many initiatives have been
tried. This section of the JSNA links to a number of proposals including from the UK
National Screening Committee which offers advice for engaging with a number of
different ethnic and minority groups, in the attempt to increase screening take up. This is
necessary for better outcomes through early diagnosis, and for the efficacy and cost
effectiveness of the screening programmes.
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 We recommend support for local awareness and early diagnosis of cancer to enable
much better outcomes and reduced treatment costs (see Key Messages for Cancer
Commissioners).
 Where there is a suspicion of cancer, GPs should first consider excluding the possibility
by using recommended tests, chest x-rays for lung cancer, colonoscopy and flexible
sigmoidoscopy for bowel cancer, MRI/ CT for brain cancer and non-obstetric ultrasound
for ovarian cancer. These should be available in a timely manner and reported for GPs
to enable efficient decision making on referral. No information was available on this.
 Patients should be referred via the two-week wait pathway, but the proportion with
cancer is low, as it is with East Midlands and England. Direct access to diagnostic tests
was introduced to alleviate the two-week wait route; this was found to be inadequate for
the number of patients referred elsewhere, though not in Northamptonshire. But the
pickup rate is low and this may mean that people with cancer experience delay because
of the 80% to 90% of patients referred who are found not to have the disease.
Agreement should be reached with GPs and practices about appropriate referral, using
the agreed criteria for direct access to diagnostics where appropriate and only referring
by two-week wait where the suspicion of cancer is strong. Consultant medical staff
should audit referrals to aid GP education where necessary.
 Commissioners should decide how to act on information from Commissioning for Value.
This proposes lives to be saved and savings to be made from secondary care, elective
and day care and non-elective care, and from prescribing costs. The information
produced should be analysed for congruence with the understanding of local
commissioners. The Insight Pack offers free training and this option should be taken up
widely as a valuable source of additional data.
 Commissioners should consider the development of an acute oncology service. This
includes pathways for management of cases with short inpatient stays, offers efficient
review and diagnosis in the Accident and Emergency Department both for new patients
and those with neutropenic sepsis and other acute oncological needs. The presence of
an oncology-trained doctor at the “front end” of the hospital is recommended, but should
be combined with early diagnosis because of the high numbers of emergency
admissions and cases diagnosed as emergencies. This is particularly true for lung
cancer patients for whom incidence and mortality is particularly high in Corby.
 The high rates of lung cancer in Corby should be urgently addressed at each part of the
pathway, prevention, early diagnosis, surgery, adjuvant therapies and palliative care.
Lung cancer is particularly difficult to diagnose in primary care, but most presentation is
late and with a relatively young and small population in Corby, early awareness
initiatives in addition to those already used should be pursued.
 We recommend investigation of the high rates of mortality in Corby, and especially
those from lung cancer. Costs appear to be high compared with spend on the much
larger population of Nene CCG. Lung cancer is particularly difficult but most
presentation is late and with a relatively young and smaller population in Corby, early
awareness initiatives and smoking cessation (in addition to those already used) should
be pursued.
 We recommend a review of the equity of access to cancer surgery for older patients.
This should be part of an audit programme to ensure there is no age discrimination.
 Commissioners should consider a model of hospice provision with fewer beds and more
provision at home. Hospice provision in Northamptonshire is unusual in being largely
funded by the NHS. The service is currently under review with a proposal for additional
beds. It is likely that more cost-effective care is available using community nurse
specialists, hospice at home and Macmillan GPs (who provide a strategic rather than a
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clinical role) and nurses already in post. Lakelands Hospice is an under-utilised day
hospice in Corby. Seven additional beds are planned for Cransley Hospice in Kettering
to support the current model of care but as the population continues to age and expand,
experiencing the need for end-of-life care, hospice provision may become untenable.
Care at home, besides being the service of choice for more than half the population, has
been shown to be more cost effective with better outcomes. NHS Nene and Corby CCG
have as one of its top outcomes an increase in the number of patients dying in their
preferred place of death. This includes care homes where this is the normal place of
residence. Additional community support could allow those patients to stay where they
are and be cared for with better quality outcomes and at lower cost. Commissioners
should support the review of hospice care in Northamptonshire with a clear remit to
include all models of care and associated costs together with an end-of-life register to
manage workflow. This would also indicate geographical distribution of cases to
ascertain feasibility.

Key early priorities are:




Inspect and agree the brief for review of hospice services to ensure a variety of
models will be included in the proposed specification, with a range of costs.
Require GPs to refer early through direct access to diagnostics and then through
two-week wait routes. Consultants should provide feedback for GP education on the
quality of referrals.
The analysis of emergency admissions should be developed and built on to analyse
diagnosis on an emergency basis. This should be part of the specification for an
acute oncology service.

This needs assessment should be read in conjunction with the reports on smoking and obesity.

What is the local picture?
The trend for incidence of cancer between 1993 and 2010 in Northamptonshire is similar to
that of England, but Corby shows consistently higher rates (Figure 1).
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Figure 1: Incidence of all cancers, all ages, 1993 to 2010, three-year smoothed averages,
Northamptonshire and England

Source: NHS Health and Social Care Information Centre: HSCIC

There are specific causes of different cancers but there is a common association between
cancer and high social and economic deprivation; the only important exception to this is breast
cancer, which is associated with affluence. Because of this, the incidence of cancer is higher in
the more deprived urban areas of Corby, Kettering, Wellingborough and Northampton than in
the areas of lower deprivation in rural Northamptonshire (Figure 2). Directly standardised
cancer incidence ratios for Corby compared with Northamptonshire for 2008 to 2010 are
significantly higher in male, female and all persons in both under 75 years and in all age
groups. Differences between other districts and the County are not significant.
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Figure 2: Incidence of all cancer, all ages, three-year averages 2008 to 2010,
Northamptonshire, East Midlands and England

Source: NHS Health and Social Care Information Centre: HSCIC
Vertical bars in this and other figures indicate 95% confidence intervals.

Figure 3: All cancers, standardised registration ratios 2005 to 2009, localities in
Northamptonshire

Source: Public Health England
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Neither Northamptonshire nor any of its districts have an incidence of breast, cervical and
colorectal cancer significantly different from England’s. However, in Corby,lung cancer
incidence is statistically significantly higher in both under 75s and all ages, and in males and
females, compared with Northamptonshire, East Midlands and England (Figure 4).
Figure 4: Incidence of lung cancer, all ages, 1993 to 2010, 3-year smoothed averages,
Northamptonshire, East Midlands and England

Source: NHS Health and Social Care Information Centre: HSCIC

In Northamptonshire, the incidence of prostate cancer is significantly higher than in England
and East Midlands (Figure 5).
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Figure 5: Incidence of prostate cancer, 1993 to 2010, rolling three-year averages
Northamptonshire, East Midlands and England

Source NHS Health and Social Care Information Centre: HSCIC
Northamptonshire follows the downward trend in mortality for all cancers shown in England
and East Midlands, but Corby is again an outlier showing a recent upturn in all age cancer
mortality (Figure 6).
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Figure 6: Mortality from all cancers, 1993 to 2010, three-year smoothed averages,
Northamptonshire, East Midlands and England

Source: NHS Health and Social Care Information Centre: HSCIChttps://indicators.ic.nhs.uk/webview/
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Figure 7: Mortality from all cancers, three-year averages, 2008-10, localities in
Northamptonshire, East Midlands and England

Source: NHS Health and Social Care Information Centre: HSCIChttps://indicators.ic.nhs.uk/webview/
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Mortality from all cancer is significantly higher in Corby than elsewhere in Northamptonshire
and compared with England, East Midlands, and ten similar CCGs.
The districts provided for by Nene CCG show no significant difference in cancer mortality
compared with East Midlands and England. However there is a difference in cancer mortality
for all persons, all ages and under 75 years between Nene CCG and its comparator group in
Commissioning for Value, a programme designed to help CCGs improve the value of and
outcomes from the services they commission. The measures are comparative amongst a
number of CCGs with similar demographic make-up. However, of the ten CCGs in the group
identified as comparators for Nene, Nene has the second highest level of deprivation, second
only to Southern Derbyshire; the extent to which the CCGs in the group can be regarded as
homogeneous is unclear. Southern Derbyshire shows a set of results similar to those of Nene
compared with the group. Nene CCG scores differently depending on the comparator used.
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Figure 8: Mortality from lung cancer, three-year averages, 2008-2010, Northamptonshire,
East Midlands and England

Source: NHS Health and Social Care Information Centre: HSCIChttps://indicators.ic.nhs.uk/webview/

Compared with England, East Midlands and Northamptonshire, there is no significant
difference in mortality from breast cancer or cervical cancer. Female mortality from colorectal
cancer is higher in Corby than in these comparators.
Lung cancer mortality is significantly higher in Corby for almost every group, all ages, under
75s, male and female, compared with England and East Midlands and Northamptonshire. Only
in females under the age of 75 years is the difference with Northamptonshire not statistically
significant.
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Figure 9: Mortality from lung cancer, three-year average, persons aged under 75 years,
2008-2010, Northamptonshire, East Midlands and England

Source: NHS Health and Social Care Information Centre: HSCIChttps://indicators.ic.nhs.uk/webview/

Figure 10: Standardised registration ratio of lung cancer, 2005 -2009, Northamptonshire

Source: Public Health England

Survival is measured in one- and five-year periods and data are available for
Northamptonshire, East Midlands and England. In cancer of the breast, cervix, colon and lung
there is no statistically significant difference between Northamptonshire, East Midlands and
England. Five year survival for breast cancer is approximately 84%, for cervical cancer it is
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70.9% and five year survival for colon cancer is slightly over 50%. In lung cancer survival is
relatively poor. Five year survival is around 7% for the areas under comparison, but at one
year survival in Northamptonshire is statistically significantly lower than in East Midlands and
England:
Figure 11: One-year survival following diagnosis of lung cancer, 2005-09
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Source: UK Cancer Information Service (08/11/2013)

What inequalities are there in health status and access to services?
Cancer predominantly affects older people. For example, in the UK between 2008 and 2010,
three-quarters of cases of prostate cancer were diagnosed in men aged 65 years and over,
and only 1% were diagnosed in men under 50. In bowel cancer, 73% of cases were diagnosed
in people aged 65 years and over. Apart from being female, the strongest risk factor for breast
cancer is age: the older the woman, the higher her risk. However there are different types of
breast cancers and Bowen et al found that black women presented, on average, 21 years
younger than white women. Tumours in younger women were considerably more aggressive in
the black population, more likely to be basal-like, and among women with smaller tumours,
black women were more than twice as likely to die of their disease.
Stonewall, a professional lobbying group, states that lesbian and bisexual women aged 50-79
are more at risk of breast cancer because of a lack of early diagnosis: 1 in 12 have been
diagnosed with breast cancer compared to 1 in 20 of all women.
Other risk factors such as socioeconomic status also change the risk profile. Women living in
the most deprived areas of the County (parts of Northampton, Wellingborough, Corby and
Kettering) have rates of cervical cancer more than three times as high as those in the least
deprived areas.
In Northamptonshire, the black and minority ethnic population is not large and lives
predominantly in the towns, with up to 10% of the population in Corby and 6.5% in
Northampton recorded as “White Other”, Northampton consisting also of 6.5% Asian and 5.1%
Black (all including African, Caribbean and other black) and Wellingborough including
approximately 6% Asian, 5% White Other and 3.6% Black. Black and minority ethnic groups
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are more likely to present with a more advanced cancer and therefore have lower survival
rates.
Prostate cancer risk is linked to ethnicity: British black Caribbean and black African men have
approximately two to three times the risk of being diagnosed or dying from prostate cancer
than white men, while Asian men generally have a lower risk than the national average.
Neither alcohol nor smoking is apparently associated with prostate cancer.
The JSNA paper on smoking points out that 80% of lung cancer is caused by smoking, and
rates of smoking are higher in lower socioeconomic groups. Smoking prevalence is highest in
Corby (25.5%) and Wellingborough (25.5%) and Kettering (23.4%) and Northampton (23.3%).
For some ethnic minority groups, such as Bangladeshi men smoking prevalence may be much
higher. The prevalence of lung cancer is most common in 'White' and 'Bangladeshi' males.
Although smoking is associated with many cancers, other lifestyle factors exist. There is strong
and consistent evidence that eating red and processed meat increases bowel cancer risk.
Alcohol intake increases bowel cancer risk, even at quite moderate levels of consumption. It
was estimated in 2011 that more than 11% of bowel cancer cases in the UK in 2010 were
linked to alcohol consumption. Even quite small amounts of alcohol, regularly consumed, can
raise cancer risk. As little as three units a day can increase the risk of mouth, throat,
oesophageal and bowel cancers. Two units a day has been shown to increase the risk of
breast cancer in women. Obesity is also associated with an increased risk of colon cancer,
particularly for men.
It is known that uptake of health screening is lower amongst ethnic minority populations. This
is also true for the wider population with learning disabilities, who also have lower incidence of
cancer generally except in gastrointestinal for which rates are much higher in this group.
The question has been raised of equitable access to cancer surgery for older patients, but no
systematic work has been done on this locally.
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Figure 12: Recorded prevalence of cancer, Northamptonshire general practices, by
deprivation quintile, 2011/12
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Figure 13: Cancer QOF Prevalence 2012/13 by GP Cluster, Northamptonshire general
practices
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What is the evidence base for interventions? What is best practice?
As cancer is not one disease, there is a range of best practice evidence for management of
different cancers. Guidance is available from the National Institute of Health and Care
Excellent on, for example, lung cancer and colorectal cancer.
In 2010, 324,579 people in the UK were diagnosed with cancer. A study published in
December 2011 reported that smoking, diet, alcohol and obesity are linked with more than
100,000 cancers. This is equivalent to one third of all cancers diagnosed in the UK each year.
Smoking is still the most prevalent risk factor for most cancers, and every effort must be made
to reduce smoking. Current work by The King’s Fund suggests potential gains to be made in
dealing with smoking and other unhealthy behaviours co-occurring as multiple lifestyle risks. In
the UK, around 450 children each day start smoking, with 60% of adult smokers adopting the
habit by the time they are aged 13.
Key points in the NHS Cancer Plan in 2000, and the five year Cancer Reform Strategy in 2007
include primary, secondary and tertiary targeted campaigns to raise public awareness of
symptoms and to encourage early presentation and recording and analysis of cancer-relevant
data via the cancer registries.
Transparency in Outcomes: The NHS Outcomes Framework 2011/12 includes cancer in
Domain 1, preventing people from dying prematurely. NICE Quality Standards will be
published for each of the four most common cancers. Management of people who have
survived cancer (up to half the number who are diagnosed with cancer each year) is a growing
area and is the subject of a number of proposed outcome goals in the Framework.
Cancer Research UK published Key Messages for Cancer Commissioners for 2013, a
compendium of evidence-based and cost-effective best practice including a range of effective
interventions on prevention, public awareness and early diagnosis, effective clinical leadership
across the whole of the patient pathway, support for research, and monitoring Trusts’ Patient
Experience Survey results.

What is the pattern of services in Northamptonshire at present?
Primary prevention concerns the four lifestyle changes needed in smoking, alcohol, obesity
and diet. These will be addressed in the relevant section of the JSNA. However 80,000 people
die from tobacco-related diseases in England each year including cancer, heart disease, stroke
and respiratory disease, more than the next six most common causes of preventable death.
Therefore preventing uptake and helping smokers quit are key public health concerns.
Screening is a form of secondary prevention and there are currently programmes to detect
cellular change which may indicate early-stage breast cancer, pre-cancerous changes to the
cervix, and faecal occult blood screening to detect early stage colorectal cancer.
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Figure 14: Females aged 24-54 screened for cervical cancer in previous 42 to 66
months, April 2011, Northamptonshire general practices
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Figure 14 shows that most practices in Northamptonshire are similar to the England and the
Nene CCG average for the coverage of cervical screening. Results overall for Corby CCG are
a little lower, and some practices in all areas fall short of the national target. Only two out of the
six practices in Corby meet the target.
High take-up and coverage of screening programmes is essential, both for the health of the
population and for cost-effectiveness of running the programmes. In areas of high deprivation
and populations from ethnic minority groups, uptake has been poor. Quoting “a statutory duty
…upon the NHS and other UK public service agencies to have due regard to the need to
eliminate unlawful discrimination” a 2004 study reviewed attempts to increase uptake in
minority populations. Call letters and follow-up reminders in any translation were of limited
value, as were home visits by an NHS linkworker, offers of transport, or health advocates on
site. Some increase in uptake was found, but there was no information on costs or costeffectiveness.
Recently, the UK National Screening Committee has published “Equality in Screening”. Here
recommendations are included for a number of different groups, such as those with learning
disability, hearing problems, ethnic minorities and travellers. The website also offers a
comprehensive literature review and other resources to assist in reducing inequality in
screening services.
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Figure 15: Females aged 50-70 screened for breast cancer in previous three years, April
2011, Northamptonshire general practices
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Source: Extracted from the NHAIS via the Open Exeter system

Although a few practices fall short of the national target for breast screening (Figure 15), the
averages for both Nene CCG and Corby CCG are above national average uptake for breast
screening.
Bowel cancer screening started in 2006, for men and women aged at least 60 years, and is
repeated at two-year intervals. Tests can be carried out in the home and returned by post.
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Figure 16: Persons aged 60 to 69 screened for bowel cancer in previous 30 months,
April 2011, Northamptonshire general practices
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Uptake of 60% was anticipated when the programme started. The chart shows some practices
in Northamptonshire exceed this whilst others fall far short. Areas of high deprivation or high
ethnic minority populations are likely to have lower uptake.
Screening is one route by which cancer patients obtain diagnosis. Others are through a GP
urgent or routine referral, emergency attendance at hospital, by the two-week wait route, or
when the GP uses direct access to cancer diagnostics. Two-week waits were introduced to
accelerate an appointment with a specialist when a GP suspects a patient might have cancer.
The average GP has only eight or nine new cancer patients in a year, and there are a great
many different cancers. Symptoms of cancer are seldom specific to the disease, so diagnosis
is difficult. The need to identify cancer early has also featured in Local Awareness and Early
Diagnosis interventions, to encourage patients to attend early where there are suspicious
symptoms and to improve diagnostic ability in GPs in recognising symptoms.
There is a dual benefit in that early diagnosis both offers the opportunity of a better outcome as
well as being cost saving.
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Figure 17: Two-week wait referrals, Northamptonshire general practices, 2011/12

Source: Trent Cancer Registry based on Cancer Waiting Times data for England, 2011/12

The rate shown in Figure 16 is the number of two-week wait referrals of patients in whom
cancer is suspected multiplied by 100,000, divided by the list size of the practice in question.
The rate allows different size practices to be compared. There is great variation in all practices,
but the numbers are likely to be small. It would be expected that practices with a high
proportion of patients over the age of 65 years, would have higher referral rates.
Cases referred by the two-week wait route are also audited for a positive cancer diagnosis to
produce a “conversion rate”, shown in Figure 18.
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Figure 18: Two-week wait referrals with cancer, Northamptonshire general practices,
2011/12

England

Source: Trent Cancer Registry based on Cancer Waiting Times data for England, 2011/12

The low conversion rates shown in Figure 18 are common. In 2009-10, a review by the Public
Accounts Committee showed that nationally over 900,000 people with a suspicion of cancer
were referred by their GPs to specialists. Of these, only 11% were diagnosed with cancer. This
may cause overload of the system, but clinicians have not experienced this in
Northamptonshire. To alleviate the problem where it existed, The Operating Framework for the
NHS in England 2011/12 asked commissioners and providers to make adequate provision for
GPs to have direct access to:





chest x rays for lung cancer
colonoscopy and flexible sigmoidoscopy for bowel cancer
MRI/CT for brain cancer
non-obstetric ultrasound for ovarian cancer.

These tests are to exclude a possible diagnosis of cancer, and to allow the two-week wait
route to be used where the suspicion was higher or the symptoms more complex or less clear.
It was unclear whether these tests are available to all Northamptonshire GPs where there
might be suspicion of cancer but not clear enough for referral to two-week wait. A review of
access to these tests might reduce the numbers of people being referred for a possible cancer
diagnosis, reducing use of expensive resources and alleviating personal anxiety.
An important source of data not available is staging. This is an indicator of early or late
diagnosis, and influences outcomes. All cases diagnosed should be submitted to the Public
Health England (PHE) to contribute to staging data. The move of Oxford Cancer Registry to
PHE has left some temporary gaps in systems.
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NHS Nene and Corby CCGs have a reduction in emergency admissions as one of its top
outcomes. Work has been undertaken on emergency admissions for all Northamptonshire
residents and is reproduced here. Data were not available within the timescale to compare
emergency admissions in Northamptonshire with other contexts.
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Table 1: Emergency admissions for cancer by cancer site, Corby and Nene CCGs, December 2011 to November 2012

Benign neoplasms
In situ neoplasms
Malignant neoplasm of breast
Malignant neoplasms of bone and articular cartilage
Malignant neoplasms of digestive organs
Malignant neoplasms of eye, brain and other parts of central nervous system
Malignant neoplasms of female genital organs
Malignant neoplasms of ill-defined, secondary and unspecified sites

Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12
10
9
19
17
11
4
8
2
1
3
16
16
17
19
14
1
17
2
1
1
1
57
45
50
44
41
16
43
7
6
8
11
10
4
5
15
7
8
11
11
3
7
45
45
38
45
30
9
31

Malignant neoplasms of independent (primary) multiple sites
Malignant neoplasms of lip, oral cavity and pharynx
Malignant neoplasms of male genital organs
Malignant neoplasms of mesothelial and soft tissue
Malignant neoplasms of respiratory and intrathoracic organs
Malignant neoplasms of thyroid and other endocrine glands
Malignant neoplasms of urinary tract
Malignant neoplasms, stated or presumed to be primary, of lymphoid, haematopoietic and related tissue
Melanoma and other malignant neoplasms of skin
Neoplasms of uncertain or unknown behaviour
Grand Total

2
15
5
24
4
27
52
2
16
297

3
10
5
22
2
10
59
1
9
253

4
18
9
28
4
4
46
5
14
273

5
21
7
33
2
17
35
2
12
282

8
17
5
26
3
9
31
2
10
228

1
7
2
4
1
3
5
1
1
63

4
13
6
29
2
11
38
3
13
234

Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Total 1 year
6
11
21
13
11
140
2
1
1
10
10
7
15
12
7
151
1
3
1
1
3
14
27
34
50
49
53
509
6
3
6
4
4
74
5
6
16
13
7
109
9
28
45
37
33
395
1
1
2
2
7
1
39
5
11
24
22
15
178
2
4
6
5
56
14
23
32
34
18
287
1
1
20
3
3
8
8
8
111
20
19
51
44
33
433
1
5
1
1
24
7
6
12
17
10
127
114
166
290
269
209
2678

Source: Nene CCG
The table above shows the number of admissions in the year to November 2012 where cancer was one of the first three diagnosis codes.
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Table 2: Emergency admissions for cancer by position of cancer diagnosis, Corby and Nene CCGs, December 2011 to November
2012
Primary Diagnosis 2nd diagnosis 3rd diagnosis
Malignant neoplasms of digestive organs
260
142
107
Malignant neoplasms of ill-defined, secondary and unspecified sites
244
102
49
Malignant neoplasms, stated or presumed to be primary, of lymphoid, haematopoietic and related tissue
185
125
123
Malignant neoplasms of respiratory and intrathoracic organs
139
82
66
Benign neoplasms
68
45
27
Neoplasms of uncertain or unknown behaviour
56
48
23
Malignant neoplasms of eye, brain and other parts of central nervous system
47
20
7
Malignant neoplasms of female genital organs
45
29
35
Malignant neoplasms of male genital organs
44
66
68
Malignant neoplasms of urinary tract
40
35
36
Malignant neoplasm of breast
33
60
58
Malignant neoplasms of mesothelial and soft tissue
27
15
14
Malignant neoplasms of lip, oral cavity and pharynx
17
13
9
Malignant neoplasms of thyroid and other endocrine glands
12
4
4
Melanoma and other malignant neoplasms of skin
10
9
5
Malignant neoplasms of bone and articular cartilage
6
4
4
In situ neoplasms
3
2
5
Malignant neoplasms of independent (primary) multiple sites
0
1
0
Grand Total
1236
802
640

Source: Nene CCG
It is clear that cancers of the digestive organs predominate amongst these admissions and also that in more than half the cases, cancer is
not the first diagnosis.
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Table 3: Emergency admissions for cancer by hospital of admission, Northamptonshire residents, December 2011 to November
2012
Number of
admissions
Milton Keynes Hospital Nhs Foundation Trust
Peterborough And Stamford Hospitals Nhs Foundation Trust
University Hospitals Coventry And Warwickshire Nhs Trust
Kettering General Hospital Nhs Foundation Trust
Northampton General Hospital Nhs Trust
Oxford Radcliffe Hospitals Nhs Trust
University Hospitals Of Leicester Nhs Trust

20
75
15
780
1426
133
89

Source: Nene CCG

Number of admissions

Figure 19: Emergency Admission numbers, frequent and all cancers, localities in Northamptonshire, December 2011 to November
2012
400
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All cancer sites
Top 4 cancer sites

Source: Nene CCG
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Table 4: Cost of emergency admissions, localities in Northamptonshire, December 2011 to November 2012

Source: Nene CCG
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Average length of stay following emergency admission, localities in Northamptonshire, December 2011 to November 2012
Table 5
Average Length of Stay
All cancer sites
Top 4 cancer sites
Central Northampton
25
9
Corby CCG
6
8
Daventry North
7
9
East Northants
9
8
East/ South Northampton
10
8
Kettering
9
7
South Northants
6
7
Wellingborough
10
9
West Northampton
12
10
Total
10
8

Table 6

Wellingborough
Daventry North
Corby CCG
East/ South Northampton
South Northants
Kettering
East Northants
West Northampton
Central Northampton

Admissions for 0-2 days
All cancer sites Top 4 cancer sites
29.1%
27.8% Wellingborough
32.1%
31.1% Daventry North
34.1%
31.3% East/ South Northampton
36.7%
36.4% Kettering
37.6%
30.5% West Northampton
38.7%
36.8% Corby CCG
40.3%
41.1% East Northants
41.6%
43.0% Central Northampton
43.8%
41.1% South Northants

Table 7
Admissions for 0 days only
All cancer sites
Top 4 cancer sites
8.7%
10.8%
9.2%
9.3%
10.8%
9.9%
11.1%
12.3%
11.2%
13.4%
11.4%
10.8%
12.8%
15.2%
14.3%
12.6%
15.7%
15.2%

Source: Nene CCG

Tables 6 and 7 show the proportion of all emergency admissions for cancer that are for 0-2 days and for 0 days only. Wellingborough has
the lowest proportion of short stay admissions for 0-2 days and 0 days only.
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Figure 20: Age distribution of emergency admissions, Northamptonshire, December 2011 to November 2012
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Up to the age of 39 there are around 30-40 admissions per year from each age band but admissions increase after 40 as cancer
prevalence rises. 1096 admissions are for patients aged 75+. This age group make up 31% of the total admissions. The 1096 admissions
are for 905 patients giving an average of 1.2 admissions for this age group.
There is no indication whether these were newly diagnosed patients or admitted as emergencies for symptom control. The majority only
had one admission.

28 | JSNA Report 2013 – Cancer
This needs assessment was prepared by the Public Health Action Support Team on behalf of Northamptonshire County Council.

Emergency admission for diagnosis of cancer is associated with high social deprivation, with
lack of available GP appointments, late diagnosis, poorer outcomes and with higher costs. Of
all cancers diagnosed in the UK, 23% are diagnosed following emergency admission to
hospital. Key Messages to Cancer Commissioners states that early diagnosis of cancer can
often means the difference between early death and long-term survival or cure. Initiatives to
promote earlier diagnosis are likely to be highly cost-effective (e.g. costs per QALY may range
from £2000 to £6000).

Most people say they wish to die at home, provided circumstances allow it. However, only
about one in five actually does so. A recent Cochrane systematic review, Effectiveness and
cost-effectiveness of home palliative care services for adults with advanced illness and their
caregivers (Review) of the effects of home palliative care services for adult patients with
advanced illness at the end of life showed that such care doubles the chance of the person
dying at home. This should be explored as a cost effective alternative to hospital or hospice
care considering the aging population and increasing prevalence of end-of-life conditions.
A review of the provision of palliative care in Northamptonshire is expected. The commissioner
should take the opportunity of reviewing a range of models of care. Increasing numbers of
potential users of these services means that the most effective and cost efficient models
should be adopted. Costs have been shown to remain equal with the provision of domiciliary
palliative care with better quality outcomes
Table 8: Place of death, people with cancer, Northamptonshire 2012
No.

%

England Average

3038

53.3%

54.5%

% Deaths in own 1158
home

20.3%

20.3%

% Deaths in
hospice

342

6%

5.2%

% Deaths in
Care Home

1028

18%

17.8

% Deaths in
Hospital

Source: Northamptonshire End of Life care Local Authority Profile 2012

There are two hospices in Northamptonshire, together offering 25 beds and an additional four
beds made temporarily available to help with winter pressures. In addition to the hospices,
there are eight palliative care beds at Danetre Community Hospital (run by NGH) and 730 beddays a year commissioned from hospices outside Northamptonshire. So current capacity is
about 35 beds. The service quotes a need for 44 to 59 beds depending on the definition of
palliative care.
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The day hospice service is part of the Cynthia Spencer Hospice in Northampton offering
structured courses but no day patient facilities on an ongoing basis. Both hospices offer an
outpatient service. There is also Lakelands Hospice in Corby which provides a range of day
care services and hospice at home for four weeks end of life care. .
There is also a hospice-at-home service and specialist palliative care teams in the community.
The NHFT palliative care service also provides nursing input into KGH and consultant input
into both acute hospitals. NGH provide their own Macmillan palliative care nurses, comprising
between two and three whole time equivalents in each hospital.
The current strategy is offering support to the addition of a further seven beds at Cransley
Hospice in Kettering, at 16 beds.

What is the cost of current services?
Enquiries on cost and spend data for cancer, cost effectiveness and potential for efficiency
savings in cancer care in Northamptonshire did not reveal currently available expenditure data.
There was no detailed breakdown for cancer spending or programme budgeting data, and no
detailed work had been undertaken towards cost control in cancer care. Higher level
information is available.
Public Health England, RightCare and NHS England provide external sources of spend and
outcome information produced for CCGs using PCT programme budget returns on which to
model CCG financial figures. Spend and Outcome factsheets (SPOT) give information for each
CCG compared with others in the same ONS cluster. Nene CCG is clustered with prospering
smaller towns, and NHS Corby CCG is clustered with manufacturing towns. These identify the
three highest spend areas for each CCG as mental health (£224 per head), circulation (£114
per head) and cancers and tumours (£108 per head) each year.
Nene CCG has average outcomes and spend. Corby CCG’s spending is average, but it has
poor outcome in cancers and tumours. Figures 7 and 8 in this report show Corby as an outlier
in cancer mortality.
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Figure 21: Expenditure and outcomes data for Corby and Nene CCGs, 2011/12

0
Corby CCG
Cancers and tumours
Nene CCG

Source: Spend and outcome factsheet 2011/12, PHE, RightCare and NHS England
A programme lying outside the solid +/- 2 z scores box may indicate the need to investigate
further. This modelled work contributes to the conclusion that high expenditure and poor
outcomes seen elsewhere in this section, indicates a need for earlier diagnosis and more
effective treatment for people affected by cancer in Corby.
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In terms of outcome to spend, the position of both Nene and Corby CCGs has changed little in
the past three years.
Public Health England, RightCare and NHS England also provide Commissioning for Value, a
set of tools which can be used to provide cost and outcome information across a wide range of
indicators. Nene CCG spends £34.20 per head on cancer secondary care admissions,
comprising £24.20 on elective and day care and £9.90 on non-elective care. This is statistically
significant more than the nine similar CCGs in Nene’s cluster. Admission rates for secondary
care, elective and day care and non-elective care were 31.7, 28.9 and 2.8 per thousand. Only
the non-elective admissions were not statistically significantly different from the ten similar
CCGs.
Corby CCG spends £39.20 per head on cancer secondary care admissions comprising £28.80
on elective and day care, and £10.30 on non-elective care. This is more than their ten similar
cluster CCGs and the difference is statistically significant, except for emergency care.
Admission rates for secondary care, elective and day care and non-elective care were 37.5,
34.6 and 2.8 per thousand. As for Nene CCG, only the non-elective admissions were not
statistically significantly different from the nine similar CCGs in Corby’s cluster.
The total spend on secondary care admissions in Corby of £39.20 per head is high compared
with Nene’s £34.20. The burden of ill-health is greater owing to higher levels of socioeconomic
deprivation and this report has shown higher levels of cancer incidence and mortality in Corby, but the
rest of Northamptonshire has 630,697.people and seems to have lower overall costs for secondary
care admissions for cancer.

The insight packs issued in October 2013 indicate that Nene CCG could reduce mortality from
cancer by 50 lives a year and save £2.2m in spending on elective cancer services, and over
£1m from emergency cancer admissions if they performed as well as the best five CCGs in the
cluster of 10 with whom they were identified. An additional saving on prescribing costs was
proposed, of £460,000.
The Commissioning for Value insight pack for Corby CCG suggests a reduction in cancer
mortality of 24 lives a year, a saving of £477,000 on elective admissions and £101,000 on nonelective admissions if they performed the same as the best five in their cluster of 10. Savings
on prescribing costs of £33,000 are suggested.
Key messages for cancer commissioners cites evidence that emergency admissions for cancer
are expensive. The biggest gains will be obtained by increasing the proportion of patients who
are first diagnosed with an earlier stage cancer that will respond better to treatment designed
to control the disease locally. Early diagnosis of cancer can often mean the difference between
early death and long-term survival or cure. Initiatives to promote earlier diagnosis are likely to
be highly cost-effective (eg costs per QALY may range from £2000 to £6000).
High costs were noted in palliative care. Unusually palliative care in Northamptonshire was
initially funded entirely by the NHS. This has been reduced a little but a review is planned.
Rather than following the more general charitable model supported to a small extent by the
NHS, current hospice provision is within the NHFT contract as a direct service.

Table 9: Finance Schedule for Northamptonshire palliative care services, 2012/13
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Hospice

Contract
type

Contract value

Service provided

Cransley Hospice

Block

£1,296,291

9 beds

£168,180

Outpatient/day
support

CS Day Hospice

Block

Cynthia Spencer Hospice

16 beds
Block

£2,036,800

End Of life Therapy Services

Community
Block

£270,954

Hospice @ Home

Community
Block

£408,188

Marie Curie

Community
Block

£84,335

MacMillan Nursing

KGH/Community
Block

£550,043

Palliative Care Lymphoedema

Community
Block

£133,032

SPC Consultant Outpatient

Hospices and acute
Block

£1,117,786

Source: Northamptonshire CC

Currently, Northamptonshire commissioners fund 70% to 80% of the hospice costs in the
county, whereas Marie Curie suggests that the typical level nationally is 30%. The plan is to
move towards a typical level of funding which is about £250 to £280 per bed night. In addition
a charity supports Lakelands Hospice, Corby
NHS Northamptonshire commissioned services from hospices to support practices on the
County borders. This included Oundle and Wansford using Sue Ryder in Peterborough,
Brackley practices using Catherine House in Oxford and Towcester using Willen House in
Milton Keynes. The Sue Ryder referrals have declined steeply, resulting in nearly 50%
reduction in non-contract activity in this area.
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What is the evidence of progress in developing these services?
The goal of those developing cancer services is to match the best survival figures in Europe.
Comparisons with these have not been possible in the duration of this project although some
survival data were provided by Oxford Cancer Registry. The 2011 Report on Outcomes in
Cancer, and the National Confidential Enquiry into Patient Outcomes and Death, 2008,
advocated the development of a local acute oncology service. This would deal with severe
complications following chemotherapy, manage patients who present as emergencies with
previously undiagnosed cancer, bring a range of specialist expertise together and where
possible manage cancer as short stay (a 23-hour pathway).
At Northampton General Hospital







inpatient services are the most expensive part of cancer services
patients with cancer do not want to be in hospital
inpatient cancer care absorbs 52% of all cancer expenditure and 12% of all inpatient
bed days
inpatient admissions for cancer have risen by 25% over past eight years
60% of cancer inpatient stays are after emergency admissions
inpatient cancer costs will rise by 25% in 15 years, due to increased cancer
incidence especially in the elderly.

What do service users and carers say about their needs and the services that they
receive?
There are no local patient surveys. However, the Cancer Patient Experience Survey 2011/12
(CPES) is carried out in Trusts across the country. The survey is congruent with the National
Operating Framework (NOF) for the NHS 2012/13, which defines quality as those indicators of
safety, effectiveness and patient experience that indicate that standards are being maintained
or improved.
In Northampton General Hospital, staff reportedly gave good explanations of tests to patients
but only between two-thirds and three-quarters were told they could bring a friend to hear the
diagnosis. Seventy-seven percent were given written information about the type of cancer they
had and about the side effects of treatment. Hospital staff scored well on giving information
about financial help patients could get. Patients wanted the opportunity to take part in research
but only 23% reported having a discussion about the opportunity to participate. Just over half
the patients felt there were enough nurses on duty. They felt privacy was protected, but one in
five said that staff did not do enough to help control pain. Communication was good – 96%
thought the GP was given enough information about the patient’s treatment and condition, and
86% rated their care as ‘excellent’ or ‘very good’.
In Kettering General Hospital, over 90% of patients reported receiving easy to understand
written information about their cancer test and 89% were given choices about different types of
treatment. However only 7 out of 10 found it easy to get in touch with the cancer nurse
specialist. There was confusion about benefits, with only 38% getting information about
financial help they could get whilst 79% were told they could get free prescriptions. As in
Northampton, patients (56%) would have liked a discussion on taking part in research, but only
16% had such a discussion. Nurses scored well; over 80% of patients got understandable
answers to important questions most or all of the time, the nurses did not speak in front of
them as if they were not there (87%), and 73% found that there were always, or nearly always
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enough nurses on duty. But only just over half patients felt that practice staff definitely did
everything they could to support the patient and only the same proportion felt they had enough
care from health and social services.
The studies gave information that was probably reliable; similar questions were asked in
different ways with consistent answers. In general, patients were well informed, found the staff
caring and careful of their privacy and giving generally good information. The least satisfactory
answer was that one in five patients reported not receiving adequate pain relief. It is interesting
that in both hospitals patients would like to have had a discussion about medical research but
only a small proportion actually participated.

What additional information is needed?
Further analysis and conclusions about admissions, emergency admissions and the
associated costs is needed to see if the assumptions made in Commissioning for Value are
accurate. Also local cost data are required.
Staging data are needed to assess the timeliness of presentation and referral, important
because of the effect on outcomes and costs.
Some of the data gaps should be addressed:






Review of national audits by cancer specialty might add further information on
cancer need and potential savings.
A review of surgical intervention for the very elderly cancer patients is required to
ensure there is no age discrimination independent of clinical need. A comment was
received on the question of adequacy of treatment regardless of age, but no work
had been done on the question.
Some work directed towards cost control in cancer care
Costs of therapeutic interventions are not available and should be set alongside the
quality and outcomes results available in this document.

What are the recommendations to improve and support commissioning and forward
planning to ensure quality of care and value for money?




Reducing the prevalence of smoking and obesity are crucial both to health of
individuals and to NHS and social care costs, and other sections of the JSNA cover
these. We recommend that these must be the subject of evidence-based change
programmes.
Screening in areas of high socioeconomic deprivation and amongst people of ethnic
minorities should be encouraged. This is important because those who miss
screening are probably those most in need of it, and cases can be missed. We
recommend that work should be done at GP surgery level and with local
communities to encourage attendance and take-up of screening. This is an area
where many initiatives have been tried. This section of the JSNA links to a number of
proposals including from the UK National Screening Committee which offers advice
for engaging with a number of different ethnic and minority groups, in the attempt to
increase screening take up. This is necessary for better outcomes through early
diagnosis, and for the efficacy and cost effectiveness of the screening programmes.
Health equity audits would be part of this work to understand in detail the reasons for
low uptake particularly in understanding the impact of ethnicity on uptake.
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We recommend support for local awareness and early diagnosis of cancer to enable
much better outcomes and reduced treatment costs. (see Key Messages for Cancer
Commissioners).
Where there is a suspicion of cancer, GPs should first consider excluding the
possibility by using recommended tests, chest x-rays for lung cancer, colonoscopy
and flexible sigmoidoscopy for bowel cancer, MRI/ CT for brain cancer and nonobstetric ultrasound for ovarian cancer. These should be available in a timely
manner and reported for GPs to enable efficient decision making on referral. No
information was available on this.
Patients should be referred via the two-week wait pathway, but the proportion with
cancer is low, as it is with East Midlands and England. Direct access to diagnostic
tests was introduced to alleviate the two-week wait route; this was found to be
inadequate for the number of patients referred elsewhere, though not in
Northamptonshire. But the pickup rate is low and this may mean that people with
cancer experience delay because of the 80 to 90% of patients referred who are
found not to have the disease. Agreement should be reached with GPs and
practices about appropriate referral, using the agreed criteria for direct access to
diagnostics where appropriate and only referring by two-week wait where the
suspicion of cancer is strong. Consultant medical staff should audit referrals to aid
GP education where necessary.
Commissioners should decide how to act on information from Commissioning for
Value. This proposes lives to be saved and savings to be made from secondary
care, elective and day care and non-elective care, and from prescribing costs. The
information produced should be analysed for congruence with the understanding of
local commissioners. The Insight Pack offers free training and this option should be
taken up widely as a valuable source of additional data.
Commissioners should consider the development of an acute oncology service. This
includes pathways for management of cases with short inpatient stays, offers
efficient review and diagnosis in the Accident and Emergency Department both for
new patients and those with neutropenic sepsis and other acute oncological needs.
The presence of an oncology-trained doctor at the “front end” of the hospital is
recommended, but should be combined with early diagnosis because of the high
numbers of emergency admissions and cases diagnosed as emergencies. This is
particularly true for lung cancer patients for whom incidence and mortality is
particularly high in Corby.
The high rates of lung cancer in Corby should be urgently addressed at each part of
the pathway, prevention, early diagnosis, surgery, adjuvant therapies and palliative
care. Lung cancer is particularly difficult to diagnose in the GP surgery but most
presentation is late and with a relatively young and small population in Corby, early
awareness initiatives in addition to those already used should be pursued.
We recommend investigation of the high rates of mortality in Corby, and especially
those from lung cancer. Costs appear to be high compared with spend on the much
larger population of Nene CCG. Lung cancer is particularly difficult but most
presentation is late and with a relatively young and smaller population in Corby, early
awareness initiatives and smoking cessation (in addition to those already used)
should be pursued.
We recommend a review of the equity of access to cancer surgery for older patients.
This should be part of an audit programme to ensure there is no age discrimination.
Commissioners should consider a model of hospice provision with fewer beds and
more provision at home. Hospice provision in Northamptonshire is unusual in being
largely funded by the NHS. The service is currently under review with a proposal for
additional beds. It is likely that more cost-effective care is available using community

36 | JSNA Report 2013 – Cancer

This needs assessment was prepared by the Public Health Action Support Team on behalf of Northamptonshire County
Council.

nurse specialists, hospice at home and Macmillan GPs and nurses already in post.
Seven additional beds are planned for Cransley Hospice in Kettering to support the
current model of care but as the population continues to age and expand,
experiencing the need for end-of-life care, hospice provision may become untenable.
Care at home, besides being the service of choice for more than half the population,
has been shown to be more cost effective with better outcomes. NHS Nene and
Corby CCGs have as one of its top outcomes an increase in the number of patients
dying in their preferred place of death. This includes care homes where this is the
normal place of residence. Additional community support could allow those patients
to stay where they are and be cared for with better quality outcomes and at lower
cost. Commissioners should support the review of hospice care in Northamptonshire
with a clear remit to include all models of care and associated costs together with an
end-of-life register to manage workflow. This would also indicate geographical
distribution of cases to ascertain feasibility.
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