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be Expert Advisory Group on
Cancer's report on the policy
framework  for commissioning
cancer services has three maim
thrusts: strengthening links hetween pri-
mary and secondary care, identifying dis-
trict general bospitals which will become
cancer units eapable of providing generic
caocer care and reinforcing the role of
tertiary referral centres as cancer cemtres.!

The central message is clear: a move to
greater sub-specialisation and better inte-
gration of cancer services. But the poficy
tramework falls a long way short of pro-
viding purchagers and providers with the
practical framework required to develop
and commission services locally,

How are purchasers 1o define popala-
tions and cases to be served by cancer
units and centres? Where will centres and
units be sited, whai services will be provid-
ed and what volumes of activity? How can
providers be puaranteed that there will be
some stability in the marketplace?

In an ideal world, purchasers should be
able ta look to cancer needs assessments
and their current contracts for miorma-
tian on population ne=ds and service use
lo answer these questions. But purchasers
bave made litde progress in contracting
services for cancer: 85 per cent of all con-
tracts are block contracts, which means
that cancer services are part of generai
surgical services or part of general oncoko-
gy care. Length of stay, cost, volume and
Forient’s Charter quality issues are the coce
of many contracts, but the relevang Popi-
lation focus is usvally missing,

Purchasers have four information needs
if they are to implement the recommenda-
tions of the group, First, they require pop-
ulation data on the expected number of
new and prevalent cases for each cancar
site; second, heaith services data 1o quan-
tify the anticipated activity and workload
for each cancer site by specialty and
provider; third, data on evaluations of
healthcare interventions and services; and
finally the ability to monitor the outcomes
of care (see table 1).

Where are purchasers to rum for chis
data? There are three potentially relevant
data sources: the cancer repistry, routine
haspital Kamer systems and clinica] andit
systems. The strengths and weaknesses of
each of these are summarised in table 2
and reviewed with specific reference to
their ability 10 provide the information
described here,

£ Routine NIES Rospital data

& NHS providers are obliged to collect a
£ minimum contract data set on all hospital
£ admissions. This data set duplicates much
B of the data collected by the cancer reg-
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istry, but the minimom contract data set
(MCDS) is hased on finished consultant
episodes of care, unlike the common data
set for cancers, which is person-hased.

The registry data set can provide a pic-
tire of the individual’s progress through
different treatment and care spells over
time ~ the MCDS cannot. The minimum
contract data set can give a measure of
volume o activity and of hospital work-
load for the population, but it cannot
casily relate this activity to individuals or
to papulation needs. The data which pur-
chasers need most — relating the care of
individuals te a population in order to
monitor trends in incidence {need) and
care acrass populations —can only be pro-
vided by cancer registries.

Oulcome measures cannot be derived
usmg the MCDS either, since the MCDS
collects no information on death or sur-
vival. But the regittrics are in a unjgque
pogition to do so.

The cancer registry

Although cancer registration was intrg-
duced in the 19305 to evaluate new treat-
ments such as radium therapy, the 12 reg.
istries in England and Wales are more fre-
quently associated with the annual
statistics of mcidence and mortality and,
less frequently, with cancer survival pub-
lished by the Office of Population
Censuses and Surveys * Cancer incidence
data is unique in that jt provides pur-
chasers with 2 direet measore of need.
This contrasts with other common condi-
tions, such as coromary heart disease,

where purchasers depend an Using maor-
tality as 2 proxy measure of need.

Most district purchasers only use rep-
istry data to monitor trends in incidence
and moratity. Few have used them to
lock at health service needs, delivery and
use, despite most of the registries being in
a unigue position 1o do so.

Since July 1993, acute NHS providers
are gbliged to provide their local registry
uﬁhammnmdmmﬁrmrmﬁw
individual diagnosed as having cancer
{NHS EL{92]95). This data set includes
information on treatment, tumour stage,
place of freatment, consultant, place and
datz of death, and date of diagnosis.

If purchasers are to evalizaie bealth ser-
vices and compare their residents’ ri-
ence of healtheare with that of other dis-
tricts, survival statistics are IeECESSary.
Survival satistics depend on having ar
accurate measure of date of diagnosis and
date of death, A strict i
sequence of clinical events must be used
to define diagnosis. Cancer registey staff
are trained te apply such a hierarchy rig-
orously. The potential for different definj-
tions of diagnosis (and inaccurate ssti-
mates of survival time) would greatly
increase if the task ware to be deskilled.

OPCS automatically sends death certifi-
cates with a mention of cancer ro the rele-
vant regstry, which either initiates and
traces 3 ragistration or updaies an existing
registration. The death certificate is an
integral part of case ascertaintent and
ensuring completeness of incidence data.

The advantage of the registry handiing
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death certificate returns is that through its
links with both NHS and non-NEHS
providers and GPs, regisiry derks can ret-
rospectively retrieve data on cases missed
across large peographic arcas with relative
ease. District purchasers currently do not
have the expertise to update case records
from death certificate returns.

Saarvivel leaague tables and case-mix bias
The major advantage of cancer registries
providing population survival statistics is
that problems of patient selection can be
ehiminated. Despite attempts by many
clinicians and health service researchers
to prove the need for specialsation and
high-volume treatment centres for cancer,
the argument is still at best based om £lini-
cal consensus and incondusive evidence,
Cancer registty data can be used to
overcome this problem by prowviding sur-
vival statistics for purchasers based on dis-
trict of residence. Patient selection prob-
iems also disappear if porchasers repeat
these analyses for their rewdents by treat-

cancer data

ment ceatre, since for major cancers such

a5 breast some 80 per cent of a purchaser’s
Chgad receive reatment i Jocal centres.

Climical asnlil systssss

Clinical awdit systems are oot part of
routine data collecting systems. But many
of them have been set up as a response o
perceptions of inadequate and poor queal-
ity data colleeted by moutine data systems.
Clinicsd audit systems have five main
weaknesses: they are usually ¢linician-cen-
tred and stand-alone so cannot provide
crass-district or even inter-provider com-
parisons; the data quality is rarely stan-
dardised and data items seldom defined:
they do pot link with the cancer repistries
or with other routine data systems; access
10 purchasers is descretionary and subject
te clinical consent; crucialky, there s no
population focus,

The absence of a population focus
mweans that clinical auwdit sysiems and
INHS hospital systems are biased towards
collecting data on only those patients
treated within the acute NHS secior.

capable of complementing a population
focus, and its systems must integrate with
cancer registies and hospital data systems.*

The role of cancer regisivias

Cancer registries have the unique ability
to provide purchasers with much of the
data they require to assist with commis-
sioning and reshaping services. The reg-
istries can provide data on population
needs, health service use, treatment pat-
terns and outcomes data. They also pro-
vide an essential database for monitoring
Health of the Nation targets on cancer.

The abolition of regional heatth authori-
ties raises quegtions aboai the fuhre of
cancer regrtries in England and Wales,
HA purchasers may teed 10 agres a pur-
chaser Jead to negotiate with registries
focally. There are dangers in this approach
if purchasers have differsnt perceptions of
the importance of cancer registration,

Al a time when purchasing has more
need of informatiom 1o make informed
decisions, it is essential that cancer reg-
istrics are adequately resourced to sup-
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