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Cancer Research UK is the world’s largest independent cancer research 
organisation, with an annual research spend of over £191m.   
 
We welcome this valuable inquiry into the impact on cancer care of national 
standards and local autonomy by the All Party Parliamentary Group on Cancer.  We 
look forward with interest to the “Britain Against Cancer” Conference.   
 
 
This response has been developed in consultation with our senior clinicians, 
including: 
 

• Professor Adrian Harris  
– Medical Oncology Unit, The Churchill Hospital, Oxford 

• Professor Peter Johnson  
– Cancer Research UK Wessex Regional Medical Oncology Unit, 

University of Southampton 
• Dr Philippa Curran 

– Lead Cancer Clinician, Barnet PCT 
• Professor Jim Cassidy  

– Cancer Research UK Professor of Oncology, Beatson Oncology 
Centre 

• Dr David Miles  
– Breast Cancer Biology Group, GKT School of Medicine Guy's 

Hospital, London 
• Professor Robert Hawkins  

– Cancer Research UK Department of Medical Oncology, University of 
Manchester 

• Professor David Neal 
– Professor of Surgical Oncology, Hutchison/MRC Research Centre 

• Professor Malcolm Mason  
– Section of Oncology and Palliative Medicine, University of Wales 

College of Medicine 
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1. How do primary care trusts (PCTs) balance the need to meet national 

targets on cancer care with the freedom to set their own priorities and 
allocate their own resources, and who is accountable for this? 

  
Cancer Research UK fully supports the value of national targets in cancer care.  
However the devolution of decision-making to a local level has led to significant 
variations in implementation of these standards across the UK.  
  
Local health authorities have been presented with a real management problem in 
cancer care.  As Government emphasis within healthcare shifts from year to year, the 
majority of local budget is required to be given over to changing national priorities, 
with little left for local demands. Often, these local priorities can bear little 
resemblance to those targets set on a national level. Shifting national priorities also 
create problems for effective long term planning by PCTs.  This planning is then 
further complicated where specialist services are funded by more than one PCT.   
 
The Government needs to provide a rationale for why they are setting particular 
targets and priorities.  Additionally, the Government should supply advice to PCTs on 
finding a balance between spending to meet local need and spending to meet 
national targets. 
 
Moreover PCTs may find themselves forced to prioritise between different national 
targets.  To help PCTs with their own priority setting, central government should, 
where possible, guide PCTs on the relative priority of implementing each national 
standard.  
  
The questions asked in this inquiry do not directly address the needs of cancer 
research.  We urge the All Party Group to take into account this important issue in its 
inquiry. Increasing local autonomy could have damaging consequences on research.  
As PCTs are given the freedom to set their own priorities and allocate their own 
resources, they must be reminded of their responsibility for funding research.  While 
implementation of existing research is essential, new research producing new 
knowledge must continue, especially in evidence-poor areas. PCT-commissioned 
research should be set as a national priority, and should be taken into account by 
PCTs when setting their annual budget.   
 
 
2. Who should take responsibility for achieving the balance between national 

standards and local autonomy? What is the role of strategic health 
authorities (SHAs) in ensuring local delivery of national policies? 

  
The variety of bodies at local level with input to funding decisions can result in 
confusion and lack of clarity in decision-making.  Such bodies can include the 
Network Executive Board, PCTs, Local Implementation Teams, and Network Wide 
Site Specific Groups.  It is currently unclear between these bodies where decision-
making responsibility lies, and who then is accountable for the standard of delivery.   
 
SHAs should act as the Government agent in the implementation of national cancer 
care policy throughout the country.  This should include ensuring that appropriate 
funding is provided to meet the cost of implementing NICE guidance for the local 
population.   
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SHAs should require Cancer Networks and PCTs to report annually on how their 
allocated cancer budget has been spent.  
 
3. How can cancer services be reconfigured effectively to meet national 

standards on clinical outcomes in the context of devolved decision-making 
on the allocation of resources? 

  
National standards for the configuration of cancer services are still not universally 
met across the Health Service. Network-based multidisciplinary teams have proved 
very effective in a number of areas. The focus of this exercise should be in sharing 
expertise when deciding on a patient’s care, rather than the specific structure that 
these teams can take.  Where there is a major service commitment to chemotherapy, 
the multidisciplinary team should include a medical oncologist. 
 
All cancer centres should have appropriate medical oncology input and this should 
be included in the criteria for accreditation as a cancer centre. Cancer units with 
inpatient facilities should have direct access to medical oncology expertise either on-
site or through the cancer centre-unit networks, as recommended by the Joint 
Collegiate Council for Oncology. 
 
It is important that those MDTs in place receive adequate administrative support and 
funding to work effectively. In addition local teams should have the support of their 
SHA when commissioning complicated and interdependent services. 
 
Where the necessary standards of care can be provided, local treatment and 
management near the patient’s home is appropriate.  However, patients requiring 
complex and less commonly performed oncological or reconstructive operations, or 
multimodality treatments, should be treated at specialist cancer centres.  The NICE 
“improving outcomes” guidance to centralise complex operations is welcome, and 
further centralisation for multimodality treatment would also be beneficial.   
  
When commissioning research PCTs can also benefit from effective mechanisms 
linking them with local acute providers and educational institutions. This is especially 
important in fulfilling current research governance requirements. 
 
 
4. What is the most effective way of ensuring that national funds earmarked 

for cancer care are allocated to cancer services at local level? 
  
The success of the Exceptional Tracking Exercise shows that this should be 
converted into a permanent process. Renewed importance should be placed on 
monitoring, tracking and transparency at local and national levels.  
  
It is imperative that cancer services, care and research continue to receive an 
appropriate level of funding from the national purse. However, there is not general 
consensus that ring fencing money at a national level for specific services is the most 
appropriate way of ensuring that this funding is getting through to the front line.   
 
SHAs should be the responsible body for the appropriate spending of funds that have 
been earmarked for cancer care.  For this to work in practice the SHAs must have 
appropriate enforcement powers.   
 
While it is accepted that there are exceptional circumstances when money 
earmarked for cancer care may be spent elsewhere, for example to meet an urgent 
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local priority, this spend should be justified to SHAs.  This should be done through 
formal annual reports from PCTs and cancer networks.  
 
 
5. Should national guidance be binding on local NHS bodies? Is there any 

value in guidance that is not binding?  
  
There is little value in National Standards that are not implemented at local level.  
The current lack of implementation of national guidance has been partly attributed to 
disengagement between budget holders and decision makers at a local level.   
 
While the aim of national standards is introduce equality into the quality of cancer 
care throughout the UK, it remains the responsibility of clinicians to assess the 
appropriateness of clinical guidelines in each individual case. However, where the 
decision is taken at local level not to follow national guidelines, local bodies should 
have an obligation to justify this decision to their SHA.   
 
 
6. To what extent do government promises raise the expectations of people 

affected by cancer? Do national targets help health professionals in 
providing high quality care to patients?  

 
The Government has a responsibility to improve cancer care, and through the 
communication of targets and strategies the expectations of the public are 
inevitability raised.    
  
Only certain government targets on cancer care reach the public.  These targets, 
such as the ‘two week wait’, can attract huge media attention. Other equally 
significant, perhaps even more important targets (such as numbers of specialist 
surgeons) receive little media attention. This imbalance in public awareness can 
distort priorities to the extent that patients with difficult to diagnose cancer may be 
disadvantaged.   
 
National targets can help health professionals, providing audit criteria and 
standardisation. In addition, where targets are being met they can improve morale 
amongst professionals that their patients are receiving the best possible care.   
 
However, unless financial and organisational resources adequately support targets, 
they can prove difficult to meet.  This can result in the frustration of health care 
professionals if they believe that promised resources are not being delivered, and if 
they are being asked to achieve the impossible.  
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