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Foreword
When the Assembly Government published the
National Cancer Standards in June 2005, we said that
the Assembly Government would be producing a
formal policy statement on tackling cancer. I am,
therefore, pleased to publish ‘Designed to Tackle
Cancer in Wales’.
Cancer is one of the two biggest causes of premature
death in Wales. With our ageing population, the
demand for cancer care is increasing. Tackling
cancer, therefore, is one of my top health priorities
and a key component of Designed for Life, which
sets out the Welsh Assembly Government's long term
approach for health and social care. ‘Designed to Tackle Cancer in Wales’
recognises that we need to refocus our efforts under the umbrella of Designed for
Life, to bring about a more holistic and integrated approach to tackling cancer at a
national as well as a local level.
The National Cancer Standards represent the elements of cancer care that patients
should expect to receive and cover areas relating to the organisation of cancer
services, patient-centred care, multidisciplinary teams, initial investigations and time
to diagnosis and treatment. It is the achievement of these Standards, by
March 2009, that is the key to developing and delivering the provision of world class
cancer services in Wales.
The policy statement Designed to Tackle Cancer in Wales sets out the Assembly
Government’s clear and specific policy aims and strategic direction to tackle cancer.
The policy aims are structured around the themes set out in Designed for Life of
more prevention, early detection, improved access and better services. The
implementation targets in the strategic framework at the end of the document are
strategic in nature, largely reflecting what is already taking place and cover the
period up to March 2008. Mirroring the approach in Designed for Life, there will be
further strategic frameworks covering the period 2008 to 2011 and a third one up
to 2015.
The Health & Social Services Committee is carrying out a policy review on cancer
services during 2006. The publication of this policy statement will help inform that
review in terms of the approach and action being taken to tackle cancer in Wales.
It is well recognised within the NHS, that the existing pattern of services must
change and that we move away from a focus on illness to one based on promoting
and protecting people’s health throughout their lives. We need to move the focus to
the prevention of problems and to earlier intervention; to relocate services out into
the community, where appropriate, and break down artificial barriers at all levels.

The scale and complexity of the task of transforming health and social care over the
next decade means that change must be managed as a whole. Designed to Tackle
Cancer in Wales shows that we must target our actions at a national and a local level
in order to tackle cancer and transform the commissioning, planning, organisation
and delivery of cancer services in Wales.

Dr Brian Gibbons AM
Minister for Health and Social Services
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1.

Introduction

Tackling cancer is one of the Welsh Assembly Government’s top health priorities.
This disease is common with approximately 15,000 cancers registered each year in
Wales. There is a one in three chance of a man being diagnosed with cancer and a
two in seven chance of a woman being diagnosed with cancer before their
75th birthday. While for some cancers, people are surviving longer, over 8000 people
die from cancer each year and it is one of the two biggest causes of premature death
in Wales. It affects the quality of life of many. Tackling cancer is a key component of
Designed for Life, published in May 2005, which sets out the Welsh Assembly
Government’s long-term approach to health and social care.
As required by Designed for Life, the purpose of this document is to set out the
Assembly Government’s specific policy aims, which it is pursuing to tackle cancer.
The document also recognises that we need to re-focus our efforts and it signals our
intent to bring about a much more holistic and integrated approach to tackling cancer
at a national and local level across Wales. This document sets the strategic direction
for cancer and puts in place a policy framework to underpin and guide all activity. If
any activity cannot be linked back to the strategic aims in this document, then it must
be reviewed urgently. Any significant developments in the future which impact on the
strategic aims will trigger a review of those aims.
In order to guide activity at all levels and inform the annual Service and Financial
Framework targets, this policy statement will be supplemented by a number of
3-year strategic frameworks mirroring the approach in Designed for Life. Section 5 of
this document brings together a number of pre-existing specific challenging
implementation targets that must be delivered by March 2008, the end of the first
3-year strategic framework in Designed for Life, in order to move towards achieving
the long term policy aims.
A further set of implementation targets for the next strategic framework, from
April 2008 up to March 2011, will be set in the future to define the progress that
needs to be made during that time period. This will be followed again by a further set
of targets for the period 2011 to 2015.
This policy statement is aimed at tackling cancer in the adult population. The
Assembly Government’s efforts to tackle cancer in children and to improve the
quality of paediatric cancer services are being taken forward under the auspices of
the Children and Young People’s Specialised Services Project, working in
partnership with the Cancer Services Coordinating Group (CSCG).
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2.

The Strategic Context

This section describes the wider policy context which underpins this policy
statement. The Welsh Assembly Government has a responsibility to set out its aims
and objectives in relation to the health and well-being of the population of Wales,
taking account of our statutory duties including those on equality. A key component
of that is to set specific long term targets. A number of ‘health gain’ targets have
been set for the main areas where health most needs to improve and this includes
cancer. These cancer targets focus on reducing the level of premature deaths from
this disease and it is these targets which must underpin the rationale for all NHS and
voluntary sector activity in tackling cancer and improving cancer services and quality
of life.
The health outcome target for cancer is:
•

to reduce cancer European Age Standardised Rate mortality in those aged
below 75 years by 20 per cent by 2012 (excluding non-melanoma skin
cancer).

The health inequalities target for cancer is:
•

to improve cancer mortality in all groups and at the same time aim for a more
rapid improvement in the most deprived groups.

In Designed for Life, we recognise clearly that the NHS in Wales faces major
changes. It is evident that the existing pattern of services cannot last. It must move
away from a focus on illness to become more of a health service, promoting and
protecting people’s health throughout their lives. Efforts to create effective integrated
working between service providers in social care and primary, secondary, and
tertiary health care must be redoubled. Increasingly, individuals and communities
must also be helped and encouraged to take responsibility for their health and
wellbeing. The very important role of informal carers and volunteers must be
recognised and supported.
The unique and varied characteristics of Wales – the complex pattern of settlement,
ranging from inner cities to very sparsely populated areas, and the mix of languages
and cultures pose a difficult challenge in ensuring equitable access to services that
meet the diverse needs of patients in a wide range of settings.
The Assembly Government and the NHS is working with the public and professionals
to design a system that uses resources effectively to:
-

deal with patient needs as early and quickly as possible
offer safe and sustainable services when and where they are needed,
minimising the need to travel
ensure services are increasingly safe, effective, timely, efficient, and
patient-focused
provide services carefully matched to people’s specific needs and are at the
forefront of developments based on a sound research and clinical trials
culture
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-

put in place appropriate equipment based upon an assessment of need
put in place a modern workforce based upon an appropriate skill mix
maximise the benefits of planning, organising and delivering all the different
levels and streams of care through collaborative arrangements which reflect
patient flows

This requires radical redesign of services to move the focus to the prevention of
problems and to earlier intervention, relocate services out into the community where
appropriate, and break down artificial barriers at all levels. This transformation will be
achieved through a sequence of 3-year strategic frameworks.
We need to ensure an effective and efficient commissioning system for healthcare in
Wales which will act as the engine for change. Improved commissioning will lead
directly to improved patient care.
In this context, we cannot afford to produce plans to change small elements of
service in isolation. The scale and complexity of the task of transforming health and
social care over the next decade means that change must be managed as a whole.
This document sets out how, within that overall context and process, we must target
our actions at a national and a local level, in order to promote and protect people’s
health and to transform the commissioning, planning, organisation and delivery of
cancer services.
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3.

Cancer in Wales

Data from the Welsh Cancer Intelligence and Surveillance Unit (WCISU) for the
decade 1993-2002 shows that on average the number of Welsh residents with a
newly registered cancer each year is 7513 for Males and 7370 for Females. It is
estimated that in all, 33% of males and 28% of females will be diagnosed with a
cancer before the age of 75. The most common cancers are breast, prostate, lung
and colorectal, together accounting for around half of all cancers. The overall cancer
incidence rate in Wales is higher than England, lower than Scotland, although the
pattern does vary by cancer type1.
It is difficult to ascertain the true prevalence of cancer in the population without an
active follow-up of cancer patients after diagnosis. It is possible to provide a proxy for
prevalence using cancer related NHS activity from the Patient Episode Database for
Wales (PEDW). The method for this is explained in section 4 of Annex 1.
Cancer is responsible for around 27% of deaths for men and 23% of women’s
deaths (average of just under 4400 deaths (males) and just over 4000 deaths
(females) per annum between 1993 and 2002). For both males and females, there
was a slight drop in overall cancer deaths over the period 1993-2002.2
Data from WCISU shows that the relative survival for cancer patients 5 years after
diagnosis ranges from less than 10% to over 80% depending on the cancer site.
There was evidence of an improvement in the rates of survival for cancer patients
diagnosed between 1995 and 1999, compared with those diagnosed between 1990
and 1994, although there was large variation between cancer sites.
A more detailed summary of statistics on cancer in Wales and their sources
(including incidence, survival, mortality and prevalence) is at Annex 1.

1
2

Office for National Statistics, Cancer Atlas of the UK
Office for National Statistics, Mortality Statistics
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4.

Vision 2015 for Cancer

Designed for Life has an overarching vision for 2015.
By 2015, through the efforts of the Assembly Government, the NHS, local
authorities, their partners, the community and individuals, Wales will have
minimised avoidable death, pain, delays, helplessness and waste.
The Challenge
Designed for Life recognises that it is vital that the NHS and its partners demonstrate
from the start their determination to achieve the vision through their actions over the
coming years. In terms of cancer, delivering Designed for Life’s Vision 2015 and
the 2012 Health Gain Targets will require:
•
•
•
•

preventing cancer where ever possible
detecting cancer early where it does occur
improving access to all elements of cancer diagnosis and treatment
better designed, better commissioned, better delivered cancer services

Addressing these challenges will require different solutions in different parts of Wales
and will involve working with English providers for some services to ensure critical
mass and achieving standards. It is recognised that the processes involved in
achieving equity of access and quality of care for the whole population of Wales may
work to different timescales and will need to reflect local circumstances. The key to
meeting the challenges is commissioning and a new model of commissioning is
being introduced.
This section sets out the Assembly Government's overarching policy aims to tackle
cancer in Wales.

4a.

More Prevention

Policy Aim
To reduce the incidence of cancer in Wales through primary prevention. In
particular, to have comparable cancer incidence rates with the lowest European
quartile by 2015.
The World Health Organisation has stated that prevention offers the most costeffective long-term strategy for the control of cancer. In prioritising primary
prevention initiatives designed to reduce cancer, the different types of cancer need
to be separated and consideration given to the differing causes, the impact of
primary prevention measures and the evidence base for effective prevention activity.
Smoking is the major preventable cause of cancer. Thirty per cent of all cancer
deaths in Wales are attributed to smoking, including at least 80 per cent of all deaths
from lung cancer. International evidence confirms the effectiveness of
7

comprehensive programmes which incorporate awareness-raising, smoking
cessation services, banning of advertising and promotion of tobacco products,
regulation of tobacco products, enforcement of the law on smuggling and under-age
sales and restrictions on smoking in public places.
It is estimated that changes in diet and factors related to diet (including body mass
and levels of physical activity) have the potential to reduce cancer incidence and
mortality by between 30 and 40 per cent. Research suggests that diets high in fruit,
vegetables and whole grains protect against bowel cancer and may reduce the risk
of stomach cancer and cancers of the mouth, throat and oesophagus.
Evidence also supports the benefits of physical activity in terms of reducing cancer
risk. In particular, physical activity has a clear protective effect on colon cancer, and
is associated with a reduced risk of breast cancer in post-menopausal women.
Physical activity also has an indirect effect through its role in the prevention of
obesity, which has been estimated to result in 10 per cent of all-cause cancer.
Alcohol is responsible for about 3 per cent of all cancers. People who drink more
than 5 units a day are at greater risk of developing cancer of the mouth, larynx,
pharynx and oesophagus. As smoking can also contribute to these cancers, people
who both drink and smoke have an increased risk. Heavy drinking is also associated
with cancer of the liver.
Skin cancer, including non-melanoma skin cancer and malignant melanoma, is the
most commonly diagnosed cancer in Wales. The main cause of skin cancer is
excessive sun exposure, and relatively small changes to the way people behave in
the sun can decrease in personal risk.
The Welsh Assembly Government, in partnership with other agencies, is already
taking action to:
•
•
•
•
•
•
•

Raise public awareness of the health risks of smoking
Expand smoking cessation services
Promote smoke-free environments
Encourage healthy eating
Promote physical activity
Promote sensible drinking
Encourage sun protection behaviours

This progress will be evaluated and strengthened through early detection.

4b.

Early Detection

Policy Aim
To improve survival rates by detecting cancer as early as possible through
appropriate public education, information and screening. In particular, to have
comparable one year and five year survival rates with the top European quartile
by 2015.
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For some cancers, the survival rates for patients in Wales are poorer than many
other countries in Europe. Section 2, of Annex 1, sets out evidence data on this.
There is evidence that cancer is being detected and diagnosed later in Wales and
that this is a significant factor in the poor survival rates. Age, sex, social class and
educational attainment are all factors in this delay. This suggests the need to find
more effective ways of detecting cancer at a much earlier stage to maximise the
effect of treatment and improve a patient’s chance of beating the disease.
Recognition of possible warning signs for cancer and access to medical advice at an
early stage is linked to earlier diagnosis and a higher probability of a successful
outcome. This is particularly relevant for cancers of the breast, cervix, lung, mouth,
larynx, colon and rectum, and skin. It is important that the public are aware of some
of the early signs of cancer, such as lumps, sores that fail to heal, abnormal
bleeding, persistent indigestion and chronic hoarseness. A further important role for
public education campaigns is to dispel myths and fears about cancer that may
discourage people from seeking medical advice.
Consideration needs to be given to ways in which the Assembly Government could
support public awareness initiatives, promoting symptom awareness. Initial feedback
from stakeholders suggests that the need is not for leaflets but for campaigns that
shift cultural perceptions about the treatability of particular cancers and about
self-examination. Recent research suggests that campaigns for raising awareness of
symptoms of skin cancer are successful. This work will be further developed. Where
there is evidence in the future that this approach works for other cancers,
programmes and campaigns will be developed. The current content of the website of
the Office of the Chief Medical Officer is to be reviewed to ensure that there is a
section on cancer awareness with links to relevant websites. In the meantime,
Annex 2 to this document has details of some relevant websites. The voluntary
sector has an important role to play in promoting these messages through cancer
awareness initiatives and other promotional programmes.
A further issue is the need for professional roles and competence in early
identification of cancer symptoms which the Skills for Health initiative is already
undertaking. This will supplement the implementation of National Institute for Clinical
Excellence (NICE) guidance on referral of suspected cancer.
The UK National Screening Committee [NSC] is responsible for assessing all
present and proposed screening programmes in the UK, against published criteria
and sanctioning their continued use or introduction. Programmes are expected to
perform to national minimum standards and to have adequate mechanisms to
monitor, maintain and improve quality. No screening programme should be provided
by the NHS on a service basis, unless the NSC has approved it. This ensures the
appropriate and equitable provision of screening throughout the NHS. The clinical
priorities for screening are therefore centrally determined.
All screening involves potential benefit and harm. The aim is always to maximise the
former while minimising the latter. The need to promote understanding of screening
as a risk reduction strategy has been emphasised by the NSC. Primary Care will be
key players as screening tests become more sensitive and specific, in the
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development and application of screening guidelines, including the identification of
high-risk groups.
The two screening programmes relating to cancer in Wales are both managed by
Velindre NHS Trust and commissioned by Health Commission Wales. Both
programmes depend on a skilled workforce. Breast Test Wales (BTW) has been
fortunate in attracting and retaining staff, but a national shortage of breast
radiologists, breast surgeons and radiographers leaves the programme vulnerable,
particularly with regard to its expansion. Cervical Screening Wales is also vulnerable
because of a national shortage of histopathologists and cytologists.
Previously, two views of each breast were taken at the first screening appointment,
with one view (oblique) at subsequent appointments. Two views at each appointment
were implemented in 2001 and this has delivered a 35% increase in the detection of
cancer. Automatic invitation up to the age of 70 has been implemented and is
expected to increase the cancer detection rate further. Breast screening is also
available to women over 70 years of age, upon request. The Cancer Genetics
Service for Wales tests women where there is a significant family history of breast
cancer. Breast Test Wales also offers breast screening, for women below the age of
50 years who have been assessed to be at increased risk, by the Cancer Genetics
Service for Wales.
The cervical screening programme invites eligible women between the ages of
20 and 64 for a routine cervical smear test every three years. The introduction of
liquid based cytology technology (LBC) on the screening programme has greatly
enhanced the quality and accuracy of results.
New developments are taking place with two vaccine manufacturers who have
developed a vaccine against human papilloma virus, the principle cause of cervical
cancer. These vaccines are only just becoming available and it will be important for
their potential place to be assessed by the scientific community. We will be looking to
the Joint Committee on Vaccination and Immunisation to advise the appropriate
place for these new vaccines in the prevention of cervical cancer for the future.
A national bowel cancer screening programme for women and men aged 50 to 74
will be rolled out across Wales over the next few years and the National Screening
Committee is looking at the clinical effectiveness of other cancer screening
programmes such as lung and prostate cancer.

4c.

Improved access

Policy Aim
To provide diagnosis, treatment and palliative care services for people with cancer
that match or surpass the best in Europe in terms of access. In particular, to
achieve and sustain comparable one year and five-year survival rates with the top
European quartile by 2015.
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The 2005 National Cancer Standards set standards over the length of time that
patients should have to wait for the start of definitive treatment (for certain cancers, it
should be noted that shorter or longer waiting times are required as clinically
indicated, based on the characteristics of the cancer). These Standards are as
follows:
•

•

•

Patients presenting to their GP with symptoms within the criteria for suspected
cancer should be referred as ‘urgent suspected cancer’ to the relevant cancer
multi - disciplinary team (MDT). Patients referred as urgent suspected cancer
by the GP and confirmed as urgent by a member of the MDT or their
representative should, if diagnosed with cancer, start definitive treatment
within 2 months of receipt of the referral at the hospital.
When diagnosed with cancer, patients not already included, as an ‘urgent
suspected cancer’ referral should start definitive treatment within 1 month
from diagnosis, regardless of the referral route.
Patients undergoing radiotherapy should be treated within the maximum
waiting times, as recommended by the Joint Council for Clinical Oncology
[JCCO].

Our aim must be to match or have shorter waiting times than the rest of the UK. We
must ensure primary care refers patients with suspected cancer urgently. We must
minimise the length of time patients have to wait for a diagnosis and for treatment if
diagnosed with cancer, in order to maximise outcomes and improve survival rates.
As part of the All-Wales Modernisation Programme which has been established, we
are currently ensuring that radiotherapy equipment, MRI and CT Scanners are up to
date and their capacity increased in line with commissioning plans to reduce
patients’ waits.
The issue of improved access is not just about reducing waiting times. It is about
improving access to appropriate specialist clinical teams working with the best
possible facilities and providing the best possible treatment and care. This includes
state of the art technology and drugs. These need to be planned for efficiently and
effectively and implemented promptly. NICE and the All Wales Medicines Strategy
Group (AWMSG), working with the Cancer Services Co-ordinating Group (CSCG),
play a key role in supporting commissioners.

4d.

Better services

Policy Aim
To provide diagnosis, treatment, and rehabilitation and palliative care services for
people with cancer that match or surpass the best in Europe in terms of quality. In
particular, to achieve and sustain comparable one year and five-year survival rates
with the top European quartile by 2015.
Underpinning effective clinical governance are the Healthcare Standards for Wales,
which were published in May 2005. A key objective of the Healthcare Standards for
11

Wales is to promote care based on shared values that can be adopted universally,
ensuring that quality services are provided equitably, robustly and ethically across
the full breadth of services we provide, no matter what the setting. The Healthcare
Standards provide a solid base on which healthcare organisations can build and
achieve the new and more challenging expectations for patient care set out in
Designed for Life.
Clinical audit is at the heart of clinical governance. It addresses quality issues
systematically and explicitly, providing reliable information. It can, importantly,
confirm the quality of clinical services and highlight the need for improvement.
Successful clinical audit involves changing practice to meet the standards.
Highlighting the need for improvement and changing practice to meet the standards
is integral to improving healthcare. The roll out across Wales of the Cancer
Information System Cymru (CaNISC) will support and enhance clinical audit.
The 2005 National Cancer Standards cover the following cancers and also include
standards for Specialist Palliative Care in relation to Cancer Services;
Breast cancer
Colorectal cancer
Lung cancer
Gynaecological cancer
Upper Gastro-intestinal cancer

Urological cancer
Haematological cancer
Head and Neck cancer
Thyroid cancer
Skin cancer

The Standards detail the key elements of the diagnostic and treatment process that
patients should expect to receive. These include requirements for patient centred
care, the formation and work of local, network and supra-network level
multidisciplinary teams (MDTs) as advised by NICE service guidance and clinical
guidelines, adherence to and audit against nationally agreed clinical guidelines, and
waiting times from referral or diagnosis to start of definitive treatment.
Designed for Life states that cancer services must comply with the National Cancer
Standards by March 2009. The regional Cancer Networks have been tasked with
leading the process of mapping and assessing current services against the
Standards and developing and implementing action plans to deliver this objective.
These action plans must designate current and future service organisation and this
process will highlight where existing services must change in order to meet the
Standards. That change may mean for some cancers that services must become
more centralised. Commissioners and providers must fulfil their part to these
Network action plans and participate as a proactive and supportive member of the
Network.
Achieving the Standards is dependent upon improving the commissioning of cancer
services. A better system for commissioning is being developed for Wales and the
Network action plans must directly underpin and drive the commissioning of cancer
services.
The Cancer Services Co-ordinating Group (CSCG) will keep the Standards under
regular review to ensure that they represent best clinical practice and guidance and
are in keeping with cancer standards produced by the rest of the UK. Standards and
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NICE service guidance will be developed for sarcomas, brain cancers and children’s
cancers.
Exploiting the benefits of new and improved technology and equipment to diagnose
and treat cancer is extremely important. The NHS in Wales needs to be able to
respond quickly to new developments to implement them. One good example of this
is Positron Emission Tomography (PET) which is a powerful imaging technique used
to identify a range of diseases such as cancers, heart disease and brain disorders.
PET scanning provides important biological information in addition to traditional
images. It can be of significant advantage in improving diagnosis and will help to
ensure that patients receive the most appropriate treatment. In some cases the scan
will show that surgery is unnecessary and that a different treatment would be more
appropriate.
The Welsh Assembly Government is providing funding for a new state-of-the-art PET
scanning facility in Cardiff. This multi-million pound investment will purchase 2 PET
scanners for Wales, one for clinical use and a smaller scanner for research facilities,
together with a range of ancillary equipment. This is a major step forward in the
development of Wales as a centre of excellence for bio-medical research. The facility
supports the extensive work already carried out across Wales, including the Brain
Imaging and Repair Centre at Cardiff University, the work at the Wales Gene Park,
the world leading Institute of Life Science at Swansea, and the excellent
psychological and medical work at Bangor University. The new facility will be of
significant benefit to patients in Wales and will create a wide range of research
opportunities ensuring we attract the best clinicians and researchers from academia
and industry.
Cancer research is a fundamental part of improving the quality of our services. The
Wales Cancer Bank established recently, aims to collect and store cancer tumour,
tissue and blood samples from all consenting patients with possible or confirmed
cancer as a basis for future scientific studies. These studies will help to establish the
causes of cancer, and help to identify new areas for treatment and to select the best
treatments for individual patients. The Welsh Assembly Government also funds the
Wales Gene Park whose research undertaken, will lead to a better understanding of
the role of genes in the development of cancer, as well as new methods of diagnosis
and treatment of the disease. The Welsh Cancer Trials Network also aims to make
research a routine part of cancer services and to ensure that every patient who is
eligible has an equal opportunity to take part in a research trial.
People with cancer need rehabilitation and supportive care. Rehabilitation is about
meeting the ongoing and enduring needs of patients. It encompasses treatments and
interventions that aim to protect and maximise every day activity and to provide
nutrition and emotional support. These services need to be better planned and
co-ordinated through the commissioning process.
The Welsh Assembly Government published its policy on palliative care in 2003
entitled A Strategic Direction for Palliative Care Services in Wales. The overarching
aim is the development of a much more integrated service for patients between the
statutory and voluntary sector. This document recognises the flexibility and quality of
care which voluntary sector hospices can offer, but also recognises that funding
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arrangements for these hospices need to be put on a much firmer footing, so that
their services can be better planned.
The Cancer Services Co-ordinating Group has, on behalf of the Cancer Networks,
commissioned a national needs assessment for palliative care. LHBs, working
through the networks, have mapped and assessed services against that needs
assessment and the National Cancer Standards for Specialist Palliative Care, to
identify current and designate future service provision. This process takes account of
both statutory and voluntary sector providers and will put clear commissioning
agreements in place with providers bringing about a more integrated palliative care
service.
We must improve the quality of care for people who are in their last days of life. To
this end, the Assembly Government has endorsed the use of the All Wales Care
Pathway for the Last Days of Life. We expect both the NHS and the voluntary sector
to implement this level of care. We will also need to consider ways of supporting
people better in choosing where they wish to die. We need to be able to implement
those wishes to allow people to die with dignity, in a place of their choice, and as
pain-free as possible. Commissioning arrangements must change to reflect palliative
care and end of life care, explicitly.
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5.

‘3-year Strategic Framework 1’, by March 2008

This section sets out the key targets already largely being implemented for cancer up
to the end of the first of Designed for Life’s 3-year strategic frameworks (2005-06 to
2007-08) which are supporting the progressive delivery of Vision 2015 in Designed
for Life and its own high level strategic framework targets.
More prevention
By March 2008:
•
•

•
•
•

•
•

every smoker who wants to quit smoking has access to an NHS smoking
cessation service within one month of referral
all LHBs and NHS Trusts have achieved the gold or platinum level of the
Corporate Health Standard, the national quality mark for the development of
workplace health initiatives that seek to reduce sickness absence levels and
improve recruitment and retention of staff
all LHBs and NHS Trusts have in place an approved health promotion
strategy covering services and staff
three quarters of state schools participate in the Welsh Network of Healthy
School Schemes and all by March 2010
a range of action to encourage healthy eating and physical activity has been
developed and is being maintained through the Nutrition Strategy for Wales,
the Food and Fitness Action Plan for Children and Young People, and the
work of the Welsh Assembly Government Sport and Physical Activity Working
Group.
further steps have been taken towards eliminating smoking in public places,
including issuing guidance to NHS bodies on smoke free NHS premises.
all LHBs, NHS Trusts and the National Public Health Service have taken
further steps to target cancer risk factor activities within the most deprived
communities

Early detection
By March 2008:
•
•
•
•

the Chief Medical officer’s website has a section on cancer awareness with
links to relevant websites
a programme of action raising public awareness of the symptoms of skin
cancer is being further developed
the national screening programmes for breast and cervical cancer continue to
improve their detection rates
a national screening programme for bowel cancer as part of a National Bowel
Cancer Framework is being planned and put in place
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Improved access
By March 2008:
•
•

•
•

•
•

primary care is routinely implementing NICE referral guidelines
routinely, patients referred as urgent with suspected cancer, if diagnosed,
start definitive treatment within two months; other patients not referred in this
way but consequently diagnosed with cancer start definitive treatment within
one month of diagnosis
patients have access to non-emergency patient transport to hospital for
treatment
Regional Cancer Networks and other regional commissioning arrangements,
are implementing a commissioning strategy, informed by CSCG planning
advice, for radiotherapy to ensure Joint Council for Clinical Oncology
recommended waiting times are met routinely from March 2009.
diagnostic and radiotherapy equipment is being updated and modernised
Regional Cancer Networks are routinely planning for the introduction of new
cancer drugs and are monitoring their implementation in line with national
guidance

Better services
By March 2008:
•
•
•
•
•
•
•
•

•

cancer services, including specialist palliative care, are undergoing the
necessary reconfiguration and other changes required to ensure compliance
with the National Cancer Standards by March 2009
the new commissioning process is being used to drive the implementation of
the regional Cancer Network action plans
all cancer teams are using CaNISC, are participating routinely in national
clinical audits, and are benchmarking with teams in the United Kingdom and
Europe where possible
a national Bowel Cancer Framework setting out a holistic approach to this
disease has been published and is being taken forward
a service improvement and modernisation programme to support cancer
services is underway
National Cancer Standards for sarcomas, brain cancers and children’s
cancers have been developed
2 PET scanners, one for clinical use and one for research, are being procured
for Wales
regional Cancer Networks are implementing improved planning and
commissioning agreements for palliative care and services for enduring
cancer related health needs with each of the NHS and voluntary sector
providers in their area which are based on patient need
the All Wales Care Pathway for the Last Days of Life is routinely being
delivered by all providers

The 10 enablers identified in Designed for Life will support the implementation of
these targets. Of particular note is the role of clinical leadership. This is well
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established at the all Wales level through the advisory structure which underpins
CSCG and at Network level.
A more focused and structured approach needs to be established in terms of
workforce recruitment, retention and education and training. The National Leadership
Innovations Agency for Healthcare will work with CSCG and the Regional Cancer
Networks to develop a workforce strategy for cancer to support the implementation
of policy aims for cancer as they relate to all staffing groups. NLIAH also needs to
consider how to meet the education and training needs of MDTs and to promote
patient-focused learning.
The role of the Regional Cancer Networks is critical to success. This role has been
strengthened by putting the Networks in the lead for implementing the National
Cancer Standards. This role will be further strengthened as improved commissioning
arrangements are introduced through the Designed for Life work streams.
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6.

‘Strategic Framework 2’, for 2008 to 2011

Progress on the targets for Strategic Framework 1 will be monitored and
performance managed by the Assembly Government’s Department of Health and
Social Services’ Regional Offices. This process will inform the development of
targets for the next Strategic Framework, 2008 to 2011. A key cornerstone of this will
be the target published in Designed for Life, that cancer services must comply with
the National Cancer Standards by March 2009.
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Annex 1

Statistics on Cancer in Wales: Incidence, Survival,
Mortality and Prevalence
Background
This annex provides a summary of statistics on cancer in Wales, including incidence,
survival, mortality and prevalence.

1.

Cancer Incidence in Wales

1.1

Overview

Data from the Welsh Cancer Intelligence and Surveillance Unit for the decade
1993-2002 shows that on average the number of Welsh residents with a newly
registered cancer each year is 7,513 for Males and 7,370 for Females. In all, 33% of
males and 28% of females will be diagnosed with a cancer before the age of 75.
The most common cancers are breast, prostate, lung and colorectal, together
accounting for around half of all cancers.
In recent years prostate cancer has overtaken cancer of the trachea, bronchus &
lung in terms of numbers of new cancer registrations per year for males3. In 2002,
there were 1,741 new cancer registrations for prostate cancer, accounting for 23% of
all new registrations in males. Other cancers included 1,138 registrations for cancer
of the trachea, bronchus & lung (15%) and 1039 registrations for colorectal cancer
(13%). In females, breast cancer is by far the most common in terms of newly
diagnosed cancers. In 2002, there were 2,211 new registrations for breast cancer
accounting for 29% of all new registrations. This compared with 875 registrations for
colorectal cancer (12%) and 730 for trachea, bronchus & lung (10%).
Figures 1(a) and 1(b) show the European age-standardised incidence rates for
Welsh residents diagnosed in 2002, by some of the major cancer sites for males and
females respectively.
Figure 1(a)
Comparison of European age standardised incidence
rates for selected major cancers in males (2002)
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Increases in incidence for prostate cancer may be partly attributable to increases in Prostate-specific
antigen (PSA) testing in GP surgeries.
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Figure 1(b)

Rate per 100,000

Comparison of European age standardised incidence
rates for selected major cancers in females (2002)
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1.2

Trends

There has been a significant change over the decade 1993-2002 in the European
age-standardised incidence rates for some of the main cancers. For males, there
was a reduction for trachea, bronchus & lung (-4.3% per annum) and stomach
cancer (-4.1% per annum) over the last decade. In the same period the rates for
prostate and oesophagus increased by +4.2% and +2.4% per annum respectively.
For females, there were reductions for stomach cancer (-3.2% per annum), cervix (3.7% per annum) and colon (-1.2% per annum), while there were increases for
oesophagus and corpus uteri (+2.0% and +3.2% per annum respectively).
Figures 1(c) and 1(d) show trend charts for the major cancer sites for males and
females respectively.
Figure 1(c)
Trends in European age-standardised incidence rates for selected
major cancers in males, 1993-2002
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Figure 1(d)
Trends in European age-standardised incidence rates for selected
major cancers in females, 1993-2002
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1.3

UK Comparisons

Incidence rates for the four UK countries and Ireland are shown in the Office for
National Statistics (ONS) Cancer Atlas of the UK and Ireland. Table 1(a) shows
European age-standardised incidence rates in males for the 4 home countries
averaged over the period 1991-1999. It is noticeable that the overall incidence of
cancer in males in Wales is higher than in England and Northern Ireland, but lower
than Scotland. Wales has comparatively high levels of incidence for a number of the
main cancers (although these are often less than Scotland).
Table 1(a) – European age-standardised incidence rates (per 100,000) for Males,
selected cancers (1991-1999)
England
Wales
Scotland
N Ireland*
All Malignant
396.3
436.6
471.1
405.1
Neoplasms
Prostate
64.3
67.4
66.7
58.9
Lung
79.0
83.1
108.2
74.3
Colorectal
50.9
56.3
64.3
62.6
Bladder
29.1
34.0
32.1
20.3
Stomach
20.4
26.2
22.6
21.8
* N Ireland 1993-1999
Table 1(b) shows European age-standardised incidence rates in females for the
4 home countries averaged over the period 1991-1999. The differences in overall
cancer incidence rates are not as pronounced as for the male population, but again
the overall incidence rate in Wales is higher than England, lower than Scotland.
However, Wales has a relatively low incidence of melanoma (also true for males).
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Table 1(b) – European age-standardised incidence rates (per 100,000) for Females,
selected cancers (1991-1999)
England
Wales
Scotland
N Ireland*
All Malignant
Neoplasms
331.0
356.7
381.1
345.4
Breast
108.4
110.9
110.2
100.5
Lung
33.4
34.4
51.8
32.7
Colorectal
33.8
35.7
41.5
43.0
Ovary
17.7
19.9
19.1
19.5
Uterus
13.1
13.5
12.3
11.9
Melanoma of
Skin
9.4
7.0
11.9
12.0
* N Ireland 1993-1999
Data Sources
Welsh Cancer Intelligence & Surveillance Unit (WCISU): Cancer Incidence, Mortality
and Survival in Wales, 1993-2002 (June 2005). http://www.wcisu.wales.nhs.uk
Office for National Statistics (ONS): Cancer Atlas of the UK and Ireland 1991-2000
(July 2005). http://www.statistics.gov.uk/onlineproducts/default.asp#health

2.

Cancer Survival in Wales

2.1

Overview

The relative survival1 for cancer patients, 5 years after diagnosis ranges from less
than 10% to over 80% depending on the cancer site. The prognosis for male patients
with Hodgkins disease cancer and female patients with malignant melanoma is
comparatively high, latest 5-year relative survival rates are 81% and 83%
respectively. However for cancer sites such as lung and pancreas the prognosis is
very poor for both males and females with 5 year relative survival well below 10%.
Survival is also low for oesophagus, stomach and brain cancer with 5 year relative
survival rates around 12%, 13% and 21% respectively.
2.2

Trends

Tables 2(a) and 2(b) show changes in relative 5-year survival rates for selected
cancers for males and females. There was evidence of an improvement in the rates
of survival for cancer patients diagnosed between 1995 and 1999, compared with
those diagnosed between 1990 and 1994, although there was large variation
between cancer sites. Between these two periods, there was an increase in the
survival rate for all malignant cancers (excluding skin) in both males and females;
34% to 41% and 47% to 50% respectively. The differences between the sexes can
1

Relative survival is a measure used to determine the excess of mortality in a study group compared
to that of a comparable group (in terms of age, sex and sometimes deprivation) in the general
population. For a 5-year relative survival rate of 60%, the number of survivors in the study group after
5 years was 60% of the number expected to survive in a comparable group from the general
population.
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largely be attributed to casemix2. For the commonest cancer sites, there were
increases in 5-year relative survival for prostate (50% to 67%), female breast (73%
to 78%), colon (43% to 49% for males, 39% to 45% for females) and rectal cancer
(39% to 47% for males, 40% to 51% for females). There was little change in survival
at 5-years for pancreas and lung cancers (which have some of the lowest survival
rates at less than 10%) although this may be due to improved linkage to the NHS
Central Registry, allowing better tracing of deaths3.
Table 2a 5 year relative survival rates (%) for males, selected cancers
Diagnosed 1990-1994
Diagnosed 1995-1999
All malignant
neoplasms
33.92
40.79
Prostate
50.23
66.71
Lung
6.56
6.66
Colon
43.05
49.11
Rectum
38.59
46.60
Pancreas
5.09
5.27
Oesophagus
7.26
11.90
Stomach
9.50
12.99
Brain
16.83
18.84
Table 2b 5 year relative survival rates (%) for females, selected
cancers
Diagnosed 1990-1994
Diagnosed 1995-1999
All malignant
neoplasms
47.24
49.88
Breast
73.30
77.72
Lung
6.10
6.60
Colon
39.41
45.16
Rectum
40.43
50.53
Pancreas
4.59
4.07
Oesophagus
4.48
11.13
Stomach
12.13
13.75
Brain
19.16
23.23

2

The most frequently occurring cancer in females is breast cancer (28% of all new cancers in
1993-2002) with a 5-year survival rate of 78%. The most frequently occurring cancers in males are
prostate (19% of all new cases 1993-2002) and lung (18%) with 5-year survival rates of 67% and 7%
respectively. The fact that males are more likely to develop cancers with poor prognoses means that
their overall survival rate is worse than for females.

3

Problems with tracing in the eighties and early nineties meant that death notifications were not
received for a significant amount of patients. These would have been assumed to be still “alive” for
the purposes of the survival analysis thus inflating the survival rates, especially for cancers with the
worst prognosis. Improvements to the tracing process in more recent years have, paradoxically,
caused a reduction in relative survival rates for these cancers.
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2.3

UK Comparisons

Relative survival rates are not shown in the ONS Cancer Atlas of the UK and Ireland.
Although WCISU, ONS and the Information Services department (ISD) Scotland all
produce relative survival data for residents in their areas, comparability between the
3 countries is complicated by the fact that their respective reporting periods are
different. UK comparisons of relative survival rates are therefore not included here.
Data Sources
Welsh Cancer Intelligence & Surveillance Unit (WCISU): Cancer Incidence, Mortality
and Survival in Wales, 1993-2002 (June 2005). http://www.wcisu.wales.nhs.uk

3.

Cancer Mortality in Wales

3.1

Overview

Cancer is responsible for around 27% of male deaths and 23% of female deaths
(average of just under 4400 deaths (males) and just over 4000 deaths (females) per
annum between 1993 and 2002). Lung cancer accounts for around 27% of cancer
deaths in males, with breast cancer (18% of cancer deaths) and lung cancer (16%)
the major causes of cancer deaths in females.
Figure 3(a)
Cancer deaths, by site, males (2002)
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Cancer deaths, by site, females (2002)
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3.2

Trends

For males, there was a slight drop in overall cancer deaths over the period
1993-2002. Among the main sites of cancer deaths there were reductions in
mortality rates for lung, stomach and colon cancer. However there was little change
for prostate cancer.
For females, there was a slight drop in overall cancer deaths over the period
1993-2002. Among the main sites of cancer deaths, there were drops in mortality
rates for breast, colon and stomach cancer. However there was little change for lung
cancer. Trends for some of the major cancer sites of cancer deaths are shown in
figures 3(c) and 3(d).
Figure 3(c)
Trends in European age-standardised mortality rates for selected
major cancers in males, 1993-2002
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Figure 3(d)
Trends in European age-standardised mortality rates for selected
major cancers in females, 1993-2002
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3.3

UK Comparisons

Mortality rates for the four UK countries and Ireland are shown in the ONS Cancer
Atlas of the UK and Ireland. Tables 3(a) and 3(b) show comparisons of European
age-standardised mortality rates for England, Wales, Scotland and Northern Ireland.
The figures shown are based on an average of the years 1991-2000.
For males as a whole (table 3(a)), Welsh mortality rates are lower than in Scotland,
mainly due to the large difference in lung cancer rates. Rates for other cancer sites
are broadly in line with average, although Welsh mortality rates for stomach cancer
are relatively high.
Table 3(a) European age-standardised mortality rates for selected cancers in males,
1991-2000
England
Wales
Scotland*
N Ireland
All malignant
249.6
255.8
290.0
245.0
neoplasms
Lung
70.3
70.0
95.6
67.2
Prostate
28.7
28.7
27.2
26.6
Colorectal
27.3
30.8
32.7
28.9
Oesophagus
12.5
12.9
16.1
11.4
Stomach
14.7
18.2
15.9
15.7
Pancreas
10.0
9.7
10.4
10.2
*Scotland 1991-1999
For females (table 3(b)) the picture is very similar to that for males, with Scotland
again having high mortality rates of lung cancer compared to the other countries.
Otherwise rates are not hugely different.
Table 3(b) European age-standardised mortality rates for selected cancers in
females, 1991-2000
England
Wales
Scotland*
N Ireland
All malignant
170.3
174.9
195.4
167.0
neoplasms
Breast
35.3
35.9
35.5
33.3
Lung
29.2
28.7
43.5
27.4
Colorectal
17.6
19.0
20.6
19.5
Ovary
11.5
11.6
11.5
10.2
Stomach
6.0
7.3
7.7
6.8
Pancreas
7.4
7.2
7.7
7.0
Oesophagus
5.0
5.6
7.4
4.7
*Scotland 1991-1999
Data Sources
HealthShow version 2004.1 (for deaths to Welsh residents registered during the year
in question), Health Solutions Wales.
Office for National Statistics (ONS): Cancer Atlas of the UK and Ireland 1991-2000
(July 2005). http://www.statistics.gov.uk/onlineproducts/default.asp#health
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4.

Cancer in Wales – Prevalence

4.1

Overview

It is difficult to ascertain the true prevalence of cancer in the population without an
active follow-up of cancer patients after diagnosis. Only through this process is it
possible to determine patient survival at a particular point in time and for those that
are alive, whether they are cured of the particular cancer or not. Various proxy
methods have been used for estimating the level of cancer in the population. The
Welsh Cancer Intelligence and Surveillance Unit produce cumulative counts of
persons having ever been registered with a cancer and still alive at a point in time,
and the Welsh Health Survey asks a question relating to whether the person has
ever been treated for cancer (4% of adults said that they had in the 2003/04 survey).
Both these are reasonable proxies for the percentage of the population having ever
suffered from cancer. However, both are essentially functions of incidence and
survival and neither takes into account the current status of the person in terms of
“still being treated for cancer” or “free from cancer”.
If the intention is to use prevalence estimation as a means of quantifying the ongoing
burden of cancer on health services, it may be more appropriate to use cancer
related NHS activity as a proxy for prevalence. In this instance prevalence refers to
people still alive and still being actively treated for their cancer. In order to measure
this, the only central source of hospital activity information available at present is the
Patient Episode Database for Wales (PEDW), which contains details of all inpatient
and day case admissions to Welsh Trusts as well as Welsh residents treated in
England.
To produce prevalence estimates based on these data, the choice of the currency
used is important. The following tables are based on a patient being counted once
per calendar year, per cancer site. For example a person admitted in Jan 2002 with
colon cancer then admitted again in Nov 2002 with head & neck cancer would be
counted once under colon, once under head & neck and just the once under all
malignant neoplasms for the year 2002. For this reason, unlike incidence figures, the
sum of the rates for each cancer site does not equal the “all malignancies” figure.
Table 4(a) shows the average number of individuals having an admission to hospital
each year by cancer site over the period 2000 – 2003.
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Table 4(a) Number of individuals having an admission to hospital in a
year (average counts for years 2000-2003)
Males
Females
All Malignant Neoplasms
11,466
11,034
Bladder
1,630
564
Brain & CNS
2,30
183
Cervix
..
246
Colon
1,532
1,113
Female Breast
..
3,101
Head & Neck
441
208
Kidney
299
175
Leukaemia
560
363
Malignant Melanoma
118
134
NHL
487
439
Oesophagus
440
246
Ovary
..
647
Pancreas
231
237
Prostate
2,242
..
Rectum
705
411
Stomach
462
241
Trachea, Bronchus & Lung
1,521
972
Uterus
..
391
.. not applicable
4.2

Trends

Tables 4(b) and 4(c) show the European age standardised rates for persons
admitted to hospital by cancer site. By using these data in conjunction with incidence
data, it is possible to determine the extent of ongoing hospitalisation/treatment in the
years following the initial cancer diagnosis.
Table 4(b) European age standardised rates (per 100,000) for
persons admitted to hospital with cancer - MALES
2000
2001
2002
2003
All Malignant Neoplasms
631.1
640.5
628.3
659.6
Bladder
89.2
90.7
85.2
84.6
Brain & CNS
15.9
15.0
14.2
14.7
Colon
87.8
84.9
80.8
87.7
Head & Neck
27.9
27.9
25.3
24.6
Kidney
16.5
18.6
17.2
17.1
Leukaemia
35.0
31.4
32.5
35.3
Malignant Melanoma
6.3
7.5
7.0
7.1
NHL
28.2
28.6
28.7
31.5
Oesophagus
23.5
25.6
25.6
25.0
Pancreas
12.9
11.3
13.7
14.2
Prostate
105.8
113.5
116.6
124.5
Rectum
40.5
39.5
38.9
40.4
Stomach
24.5
27.6
25.0
24.3
Trachea, Bronchus & Lung
85.6
83.3
80.8
83.2
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Table 4(c) European age standardised rates (per 100,000) for
persons admitted to hospital with cancer - FEMALES
2000
2001
2002
2003
All Malignant Neoplasms
535.5
531.2
546.2
556.8
Bladder
23.9
23.7
22.7
22.0
Brain & CNS
10.5
11.3
10.8
11.1
Cervix
15.8
14.3
13.6
13.2
Colon
49.4
47.2
47.2
48.2
Female Breast
169.7
162.6
169.3
174.9
Head & Neck
9.7
10.7
9.9
10.6
Kidney
7.8
7.3
9.4
9.6
Leukaemia
19.1
17.5
18.1
16.7
Malignant Melanoma
6.6
6.5
6.5
7.6
NHL
20.6
20.7
21.3
22.8
Oesophagus
9.9
10.3
10.9
9.0
Ovary
33.7
34.3
33.3
35.8
Pancreas
9.1
9.2
9.9
10.6
Rectum
17.8
17.3
18.0
19.8
Stomach
10.2
9.6
9.4
9.4
Trachea, Bronchus & Lung
44.4
44.1
46.6
44.8
Uterus
19.5
19.6
19.2
20.3
Table 4(d) shows the rate of cancer incidence by site as a percentage of all persons
admitted to hospital for that cancer (using average rates 2000-2002). In other words,
of all the individuals admitted for the particular cancer in a given year, what
percentage were newly diagnosed with that cancer in that year1? Intuitively, we
would expect cancer sites with the lowest survival rates to have the highest ratios of
incidence to hospitalisation, as the patients are less likely to survive beyond their
year of diagnosis (incidence year). However, while the data in table 4(d) largely
support this assumption for the cancers such as pancreas, stomach and lung, other
figures are surprising.
The percentage for prostate is high given its relatively high survival rate at 5 years.
Prostate-specific antigen (PSA) testing could offer a possible explanation for this in
terms of early diagnosis and increases in reported incidence. In addition, the United
Kingdom and United States are currently involved in a transatlantic prostate group
study, looking at the management of men with prostate cancer in terms of surgery
versus “watchful waiting”, with the UK concentrating on the latter approach.

1

This definition should be treated with caution as cancer diagnoses are not all picked up through the
usual inpatient or day case channels. In addition, a significant number of cancer registrations are in
fact picked up for the first time by means of a death certificate.

31

Table 4(d) Rate of cancer incidence by site as a percentage
of all persons admitted to hospital for that cancer (average
rates 2000-2002).
Males
Females
Bladder
40%
45%
Colon
41%
49%
Female Breast
..
67%
Head & Neck
72%
69%
Leukaemia
43%
47%
NHL
46%
49%
Oesophagus
62%
69%
Ovary
..
60%
Pancreas
84%
87%
Prostate
80%
..
Rectum
63%
71%
Stomach
76%
85%
Trachea, Bronchus & Lung
77%
74%
Data Sources
Hospitalisation data for Wales is available from the Patient Episode Database for
Wales, based at Health Solutions Wales. www.hsw.wales.nhs.uk

32

Annex 2

Links to useful websites
Cancer Research UK (www.cancerresearchuk.org): includes an extensive "About
cancer" section which covers cancer statistics, information about specific cancers
and risk reduction advice.
Tenovus (www.tenovus.com ): The patient support area of the website includes
access to downloadable leaflets on breast awareness, cervical screening, prostate
problems, testicular awareness and a general men's cancer leaflet (mentions lung,
colorectal and skin cancer). Also links to a cancer awareness webpage with
downloadable information on breast, bowel, oral and prostate cancer.
Breast Test Wales (www.screeningservices.org/btw): the screening page includes a
link to a breast awareness advice page.
British Dental Health Foundation (www.dentalhealth.org.uk ) includes information
on mouth cancer awareness
Leukaemia Research Fund (www.lrf.org.uk) - a national cancer charity funding
research into leukaemia and other types of cancer. The site includes online patient
information booklets, and research abstracts.
Medical Research Council (www.mrc.ac.uk) The MRC is a government funded
body involved in medical research, including clinical trials and research into cancer.
National Cancer Research Network (www.ncrn.org.uk) Established in April 2001
with funding from the Department of Health to improve the integration, quality and
speed of research in the UK. It has established local networks that provide the
foundation for clinical trials and other research within the NHS.
Cancer BACUP (www.cancerbacup.org.uk) A UK cancer charity providing
information and support for cancer patients. The site offers detailed cancer
information for many types of cancer and a wide range of related topics written by
oncologists specifically for cancer patients.
Cancer Care Society (www.cancercaresoc.org.uk) A registered charity with
branches in various parts of England and Wales providing counselling and support
for patients, family and friends.
Cancer Relief Macmillan Fund (www.macmillan.org.uk) National charity, devoted to
ensuring the best possible quality of life for people with cancer and supporting over
1,400 Macmillan nurses.
Marie Curie - Cancer Care Charity (www.mariecurie.org.uk) Marie Curie is one of
the largest cancer charities in the UK. Founded in 1948, the charity provides services
in nursing, hospices, research and education. Fund-raising is centred on a network
of over 140 charity shops throughout the country.
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Breast Cancer Campaign (www.bcc-uk.org) a charity which funds research into
breast cancer. It has been awarding research grants since 1998 via a Scientific
Advisory Board. The site includes information about breast cancer, news and events,
donations, FAQ etc.
British National Lymphoma Investigation (www.bnli.ucl.ac.uk) The BNLI was
formed in 1970 to coordinate medical research into the diagnosis and treatment of
lymphomas and is involved in running clinical trials and other research.
International Meyeloma Foundation - UK (www.myeloma.org.uk) The IMF
established an office in Edinburgh in April 1997. IMF-UK is a registered charity. This
site provides details about the organisation, support groups, meetings, newsletters
and other related information.
Prostate Cancer Charity (www.prostate-cancer.org.uk) A charity launched in 1996
to increase awareness, provide support and fund research into prostate cancer, with
12,000 new patients being diagnosed each year in the UK. The site includes
information about the prostate, cancer, treatments, FAQ etc
Teenage Cancer Trust (www.teencancer.org.uk) The Trust, founded in 1990, is a
charitable organisation providing specialist wards, nursing and related research
within NHS Oncology Centres. The Web site includes areas for teenagers, parents,
events and details of the Teenage Cancer Units.
Aplastic Anaemia Trust (www.theaat.org.uk) The Trust, formerly known as the
Marrow Environment Fund was founded in 1985. It is involved in research and
support for aplastic anaemia (AA) and related diseases. The Web site includes
information about AA, support group, fundraising etc.
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