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This report
This report has been prepared jointly by Knowsley Council, the Clinical
Commissioning Group (CCG) and partners of the Knowsley Health and Wellbeing
Board (HWB).
Its purpose is to provide an analysis of Cancer in order to determine the following:
o
o
o
o

How much impact does this issue have on local people?
Can this impact be reduced through local action?
Can local action reduce health inequalities?
Will local action on this help address other issues too?

Understanding these things helps the HWB determine the level of priority that this
issue should be given in the Borough’s Health and Wellbeing Strategy.
This is one of a series of reports that comprise Knowsley’s Joint Strategic Needs
Assessment (JSNA).

Contacts
For information about this report please contact:
Ian Burkinshaw, Research & Intelligence Manager, Knowsley Council
Phone: 0151 443 3067

Email: ian.burkinshaw@knowsley.gov.uk

Further information
For a PDF copy of this report, and other research intelligence products, visit
Knowsley Knowledge – the website of Knowsley’s JSNA
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Introduction
Why Cancer is important
Cancer is a term that is used to refer to a number of conditions where the body's
cells begin to grow and reproduce in an uncontrollable way. There are many different
types of cancer. The most common in the UK, by number of new cases, are breast,
lung, prostate and bowel cancers.
In 2010, approximately 325,000 people were diagnosed with cancer and around
157,275 people died from the disease and nationally cancer was the biggest killer in
this country in 2011 and 2012. Around one in three people will develop cancer at
some point in their lives and it causes around one in four deaths. Cancer is largely
preventable and there is a significant focus locally on the prevention and early
diagnosis of cancer.
Cancer is disproportionately distributed amongst the population with an association
with lower socioeconomic groups. Research has shown that an individual's risk of
being diagnosed with cancer is associated with many factors, including age, lifestyle
and genetic factors. Below are some examples of modifiable risk factors for different
cancers, important to highlight in order to direct preventative action. A number of
these risk factors pertain to lifestyle issues which are the subject of separate
strategic needs assessments, for example on alcohol and smoking. This is not an
exhaustive list and it should be noted that the strength of association will vary per
cancer and factor.
Risk factor

Examples of associated cancer

Smoking
Alcohol
Poor diet
Obesity
Sunlight
Some viruses
Radiation

Lung, head and neck
Liver, breast, upper gastrointestinal
Colorectal
Breast, colorectal
Malignant melanoma
Cervical, head and neck, liver
Thyroid, lung

It is estimated that more than four in 10 cancer cases could be prevented by lifestyle
changes, such as not smoking, cutting back on alcohol, maintaining a healthy body
weight, and avoiding excessive sun exposure (Parkin et al 2010). Given that there is
an ageing population within Knowsley and cancer is predominantly a disease of
ageing it is expected that the number of new cases of cancer each year will increase
in the future.
Treatments for cancer include surgery, chemotherapy and radiotherapy. Some
cancers can be cured if detected early enough, therefore symptom awareness by the
4
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public and clinicians, high achievement in screening programmes and good and
timely access to assessment and diagnosis is vitally important to detect the early
presence of cancer and treat appropriately.
In Knowsley, based on GP registers (Quality and Outcomes Framework (QOF)) for
2013-14, the prevalence of cancer (the number of people who have cancer at this
time) was 2.3%; i.e. about 1 in 43 people have cancer compared with 2.1%
nationally, i.e. 1 in 48 people.
Purpose of this report
The purpose of this Joint Strategic Needs Assessment (JSNA) is to identify the
needs across the Borough and the factors which influence the risk of cancer in
Knowsley. In addition some of the key national strategies and guidance are given to
help indicate possible future local developments in Knowsley.
What this report covers
This needs assessment covers a wide range of data relating to Knowsley adults
diagnosed with cancers. It presents analyses of prevalence in Knowsley, relative
comparisons with the national picture and variations across the borough. Where
possible, the analysis looks at the historical trends to see whether needs have
increased or decreased over the past year, and whether this was part of a sustained
trend. Data was also looked at by localities to see whether there were differences in
health for different areas of the borough. Overall there were few statistically
significant variations when compared to previous years, this is to be expected given
that health changes at the population level are slow moving, and as such, any trends
must be treated cautiously.
Quality of data and intelligence available
Data can sometimes lead to constructing misleading pictures, and some data is
more vulnerable to misinterpretation than others. Some cautionary notes are
included to highlight where data is not always fully complete, up to date, or is
perhaps compiled by means of people self-reporting their behaviour. Users of the
JSNA should bear in mind that the presentation of messages through phrases,
graphs and maps are based on an interpretation of data; something which is often
forgotten once they have been put onto paper. At times, these messages suggest
areas for further investigation. They prompt more questioning rather than simply
supplying incontestable answers or truths. Occasionally statutory indicators have not
been published due to data quality concerns.

Impact on Knowsley residents
5
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The health of people in Knowsley is generally worse than the England average with
life expectancy being 10.0 years lower for men and 7.7 years lower for women in the
most deprived areas of Knowsley than in the least deprived areas.
Smoking attributable deaths are the number of deaths per 100,000 population aged
35 and over that are thought to be directly related to smoking. Each cause of death
is ascribed a relative risk and these risks are applied to the deaths in a given
population over a period of time in order to calculate the number of deaths
attributable to smoking. The smoking attributable mortality rate in Knowsley between
2011 and 2013 was estimated to be 444.5 deaths per 100,000 population. This was
significantly higher than the North West region (346.7) and England (288.7).
Knowsley had the 4th highest smoking attributable mortality rate in the North West
during 2011-13 (out of 23 local authority areas) but over the last five year periods,
2007-09 through to 2011-13 Knowsley has seen a drop of circa 7% in smoking
related deaths and similarly the gap between Knowsley and England has reduced by
5%. Local analysis estimates that 24% of all deaths in Knowsley between 2011-13
for people aged 35 and over were attributable to smoking; in comparison the
estimate for the North West region was 20% and 18% for England.
In terms of alcohol related harm, there were an estimated 3,853 emergency hospital
admissions related to alcohol within the borough during 2013/14, a rate of 2,804
admissions per 100,000 population, significantly higher than the England rate (2,086)
and North West region (2,565). Since 2009/10, there has been a 3% increase in the
rate of alcohol related hospital admissions in Knowsley, although the increase has
not been as large as for the North West region (12%) or England (15%).
As discussed later, coverage rates for the three cancer screening programmes fall
below target with wide variation seen at practice level. Late presentation of cancer is
also an issue which can have an impact on survival. An ageing population, higher
incidence, and improved survival rates are all making the needs of people living with
cancer more complex.
Cancer incidence is the number or rate (per head of population) of new cases of
cancer diagnosed in a given population in a defined time period (in this case a year),
this does not include secondary cancers or recurrences. Knowsley has the 6th
highest incidence for the 75 years + age group in the country for all cancers
combined and the 12th highest for the 0-74 age group. Incidence in 75 years+ age
group for all cancers combined is six times higher than the 0-74 age group.
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Figure 1: Cancer incidence trends compared to England and C&M region

There were 2,375 new cases of cancer diagnosed in Knowsley between 2010 and
2012 (about 790 per year). Of these 1,031 related to males (circa 344 per year). The
rate of cancer incidence for males was 772.9 per 100,000 males in 2010-12, an
increase of 8% since 2001-03. There were more new cases of prostate cancer than
any other type of male cancer in 2010-12, responsible for 20% of all new cases of
cancer.
Cancer prevalence is a count of people still alive who have been diagnosed with
cancer in the past. The chart below, figure 2, shows the relative practice cancer
prevalence in the current year (QoF 2014/15).

Figure 2: Cancer prevalence by practice – QoF 2014/15

The chart below shows projected 20-year cancer prevalence for the Clinical
Commissioning Group (CCG). The number of people living with and beyond cancer
is increasing and is set to rise further, if existing trends continue.
7
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The chart shows two possible future scenarios:


Scenario 1: assumes people will continue to get and survive cancer at
increasing rates in line with recent trends (except for prostate cancer), and the
general population will continue to grow and age.



Scenario 2: assumes people will continue to get cancer at the rate they do
today, and that survival rates will remain as they are. The estimates are
therefore driven by a growing and ageing population only

Figure 3: Cancer prevalence projections – Cancer commissioning toolkit

Cancer and gender
Lung cancer cases in men have fallen by 13% in Knowsley since 2001-03 whilst new
cases of male colorectal cancer have risen by 30% since 2001-03.

Figure 4: Male cancer incidence by type 2001-12
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Cancer diagnosis in females accounted for 1,344 cases during the same period
(circa 448 a year) with lung cancer being the most likely diagnosis with
approximately 91 new cases a year, an increase of 19% since 2001-03, rising for
four consecutive years. This may be due to historical differences in trends in
smoking between men and women. Breast cancer has fallen by 15% since 2001-03,
traditionally the most likely cause of cancer whilst new cases of female colorectal
cancer have risen by 45% since 2001-03.
Of all cancers diagnosed (male and female), breast, prostate, lung and colorectal
tumours accounted for 51.1%. In terms of lung cancer the CCG is an outlier (higher)
for incidence in the 75+ and 0-74 year age groups, mortality is more than double
some other tumour types.

Figure 5: Incidence by tumour group - Cancer commissioning toolkit

Figure 6: Female cancer incidence by type 2001-12
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With regards to “All Cancer types”, incidence in women is increasing faster than it is
in men. Lung cancer has the highest overall incidence, with incidence in the 75+
years age group being the second highest in the country and is increasing in women
whereas it is declining in the male population. Head & neck cancer incidence in the
0-74 age group within the borough is the fourth highest in the country. For all ages,
Knowsley has the highest incidence amongst the ten most comparable CCG’s based
upon the CCG’s with the most similar characteristics, such as deprivation, population
size, age and overall demographics

Cancer by Knowsley ward

Figure 7: Cancer incidence by ward 2009-13. Knowledge & intelligence PHE

The chart above, figure 6, details age standardised incidence rates by ward – which
takes into account the age profile of the ward - Whitefield ward stands out as a
significant outlier in terms of all cancers.

Mortality
Successful cancer management starts with an understanding of the burden of
disease in the community and the proportion of patients dying from cancer. Mortality
is defined as the number of deaths in a given area or period, or from a particular
cause. Cancer mortality measures the number of people who have died from cancer
in a given period of time. Age-standardised mortality data are important as they help
to establish how effective local cancer services are at helping cancer patients to
prolong life.
Cancer is the single biggest cause of death within Knowsley, being responsible for
nearly 1 in every 3 deaths (29.6%) and is a major contributor to years of life lost, as
compared to the England average of 1 in 3.4 deaths (29.3%) – in 2013 there were
439 deaths from cancer with around 52% of these deaths occurring in people under
the age of 75 years. The rate of people under 75 dying of cancer in Knowsley (190.3
per 100,000) is higher than the England average (144.4 per 100,000).
10
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More than four in ten cases of cancer could be prevented by lifestyle changes, such
as not smoking, keeping a healthy body weight, cutting back on alcohol, eating a
healthy balanced diet, keeping active and by staying safe in the sun.
Knowsley has a higher 0-74 years mortality than Merseyside & Cheshire and
England for lung, Upper GastroIntestinal (UGI), Lower GastroIntestinal (LGI), head
and neck, breast and urological cancers. Overall, premature male cancer mortality
has fallen by 27% over the period 2001 through 2013, whereas the reduction for
females was 10%. Female lung cancer mortality is increasing whilst urological
mortality in the 75 years+ age group is more than 18 times that of the 0-74 age
group.
Latest data available for 2013 shows that breast cancer mortality in the 75 years+
age group is six times higher than the 0-74 age group.

Figure 8: Observed versus expected mortality

The diagram below shows for all ages the relative contribution of types of cancer to
the overall mortality figures.
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Figure 9: Cancer mortality by type within Knowsley 2013 - ONS

Between 2001-03 and 2011-13, the premature cancer mortality rate for all cancers
(deaths under 75) decreased by 19% in Knowsley and was reported to be 190.3
deaths per 100,000 populations, whereas the England rate was 144.4 and North
West position was reported to be 160.6 per 100,000 populations. The premature
mortality rate still remains significantly higher than England and the North West
region in which the rates fell by 15% over the same period.

Figure 10: Under 75’s cancer mortality comparative 2001-13 - ONS
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In addition in the three year period covering 2011 to 2013 it is estimated that there
were 163 additional deaths under the age of 75 within Knowsley due to cancer than
would be expected if death rates in Knowsley were the same as England
(approximately 54 per year). As with all mortality figures, cancer mortality is
measured in the rate of deaths per 100,000 population, the rate of premature cancer
mortality in Knowsley was also higher in 2011-13 than Knowsley's Statistical
Neighbour Group (179.7) and the Liverpool City Region (172.3), but there was no
statistically significant difference between these areas.
Years of Life Lost
In terms of years of life lost, a measure of premature mortality under the age of 75
years for conditions amenable to health care, data from the primary care mortality
database tells us that, in the last calendar year (2014) there were 511 deaths where
cancer was highlighted as an underlying cause of death contributing to 2,867 years
of life lost (<75yrs). This is the largest single cause of years of life lost in the borough
excluding external causes like accidental death etc.

Figure 11: Deaths from cancer by age detailing the volume of Years of life lost - PCMD

Cancer Spending and Outcome Data
Allocating costs directly to cancer within secondary care is problematic as certain
activity is paid for under specialist commissioning, and other types of activity are
based on block payments which are not related to the cost and volume of activity,
the treatment of specialist and high cost drugs further reduces clarity. Programme
budgeting reporting in 2013/14 details that the CCG spent £8,044,908 on costs
relating to cancer care or 3.3% of the total budget of £245m, which places the CCG
in the lower quintile of spend nationally.
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Figure 12: Spend & Outcomes on specific programmes within Knowsley 2014
Data Source: Public Health England

The quadrant chart above details spends and relative outcomes on various
programmes of work within the CCG, carried out in 2014. Spend and outcomes
relating to cancer are significantly lower than that identified nationally. Indeed,
Knowsley was identified as spending £80 per head of population on cancers
compared to £108 spent nationally and £107 in the North West. Mortality for all
cancers <75 yrs of age was 144 (per 100,000) compared to 110 nationally. An
important caveat to this element of reporting (programme budgeting) is that costs are
allocated to programmes based upon payment cost centres; sometimes these are
not clearly defined and therefore spend can be aggregated into “other” programmes.
Spend will be influenced by a number of factors including need/ demand,
presentation, make up of local services and commissioning decisions.
The spine chart below details levels of performance relative to the national, regional
and ONS peer groups in relation to spend and outcomes under the programme
category of cancer. The CCG is a significant outlier in 5 out of the 24 measures,
these are:






Mortality from all cancers <75yrs of age - persons
Mortality from all cancers, all ages - persons
Mortality from cancer <75yrs, females
Mortality from lung cancer, <75yrs – persons
Spend per head on Urological cancers
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and the CCG is in the lower quartile for 9 others, namely:










Spend per head on all cancers
Spend per head on lung cancer
Spend per head on upper gastrointestinal cancers
Spend per head on cancers & tumours (other)
Spend per head on Head & Neck cancers
Spend per head on lung cancers
Spend per head on cancers & Tumours
% of diagnosed cancer patients undergoing a review
Spend per head on lower gastro intestinal cancers

The spine chart below, figure 13. details the areas of cancer programme spend in
comparison to that reported either nationally, regionally, via the ONS peer group or
by CCGs in the same deprivation decile. To aid interpretation, an organisation is
categorised as an outlier on a measure if the organisation value is outside the
boxplot ‘whisker’, the whiskers extend 1.5 x the interquartile range, up to the
max/min values. Organisations are categorised as outliers if they fall outside the
whiskers or if the z score is beyond +/- 2, (the z score is also known as the standard
score, and refers to the number of standard deviations a figure is away from the
mean. Thus, a positive standard score indicates figure above the mean, while a
negative standard score indicates a figure below the mean). Spend is low for low
outliers and high for high outliers. Outcomes are worse for worse outliers and better
for better outliers.
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Figure 13: Spine chart for spend and Outcomes relating to cancer treatment
Data Source: Spend & Outcomes tool –Public Health England
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Figure 14: Quadrant chart detailing cancer specific areas of spend and relative outcome
Data Source: Public Health England

When observing the quadrant chart above relating to spend and outcomes for cancer
programmes undertaken in 2014, it is evident that programmes of work surrounding
urology and lung cancers, which are significant outliers, being two standard
deviations away from the average, need closer analysis and review as they are
relatively low spend per head of population with poorer outcomes. (On the charts,
the inner (dotted) rectangle represents one standard deviation, while the outer one
represents two standard deviations).

17

KNOWSLEY JSNA REPORT

CANCER

Figure 15: Quadrant chart detailing total spend / outcomes on cancers compared nationally
Data Source: Public Health England

Total spend on “all” cancer programmes as reported via the programme budgeting
report shows that Knowsley is an outlier in terms of both spend and patient
outcomes both nationally and within the ONS peer group as identified by the yellow
indicators within the chart.
Performance against national access targets
Waiting standard data makes it easy to see whether performance in the local area
has persistent and unacceptable delays in patient care. Shorter waiting times help to
ease patient anxiety and can lead to earlier diagnosis, quicker treatment, a lower risk
of complications, enhanced patient experience and improved cancer outcomes.
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Figure 16: All cancers two week wait performance Apr13 to Jul 15 - NHSE

Year to date (2015/16) data suggests performance under the “all cancers” two week
wait rules, following an urgent referral for consultation, is strong with performance
usually exceeding national standards for Knowsley registered patients, mirroring the
national picture. Of note however, is the downward trend in terms of performance;
this is as a result of higher referrals for assessment and corresponding capacity
issues within the local health economy.
The performance relating to the longer waiting standard of 62 days from referral to
starting treatment has proved challenging, particularly as the patient cohort each
month is relatively small, meaning that sometimes a single breach can cause the
85% standard to be missed. Reductions in performance for the 62 day standard in
the last 6 months have been observed for UGI, skin, urology and gynaecology.
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Figure 17: 62 days cancer waiting times standard performance

Given patient choice, and the evidence from recent insight work that there may be a
somewhat prevalent fatalistic outlook within the borough, this target may be
breached occasionally as there is still the perception that a diagnosis of cancer will
not have a positive outcome.
This outlook has remained unchanged since previous insight work was done in
2007/08 and presents a major challenge regarding early detection messages.
Nationally, there is wide variation when conversion (the proportion who are
diagnosed with cancer subsequent to a GP referral) and detection rates (those
diagnosed by other routes) are plotted together. Approximately half of GP practices
have a low conversion rate and a low detection rate, which may indicate a need to
review case selection and clinical practice according to Meechan et al1 (2012).
A major determinant of cancer outcomes is the tumour stage at diagnosis; the stage
of a cancer describes its size and how far it has spread from its origin. Improving the
recording of cancer staging at diagnosis will allow more detailed and actionable
analyses of outcomes by treatment type, patient pathway, and case mix. Late stage
(between stages 3 or 4) disease is associated with poor survival outcomes and
influences treatment plans for patients. Given the proportion of cancers still
diagnosed at a late stage, as identified via Fig 18 below there is a demonstrable

1

http://www.nature.com/bjc/journal/v112/n1s/full/bjc201543a.html
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need for continued awareness campaigns, promotion of healthy lifestyle choices,
screening and access to appropriate diagnostics for General Practices.
A large proportion of cancers in Knowsley (78% - 2013) were accurately staged at
diagnosis. The proportion of those identified as being at stages 3 or 4 accounted for
over half of cancers detected leading to poorer outcomes, although when compared
to 2012, the numbers detected at stage 3 or 4 in Knowsley, Liverpool and England
decreased in 2013. Late stage diagnosis is just over 20% for breast cancer for those
diagnosed in 2012 compared with 65.85% for lung, less than 40% for urological
cancers and 60.91% for Lower GastroIntestinal cancers. Some of this may be due to
the nature of how the disease presents but some may be avoidable.
The percentage of new cases of cancer for which a valid stage is recorded at the
time of diagnosis in Knowsley, Liverpool and England have increased from 2012
when compared to 2013 as shown in figure 16 below.

Figure 18: % of new cases of cancer for which a valid stage is recorded at time of diagnosis

In Knowsley, 34.15% of lung cancers are detected between stages 1 & 2, where
typically better outcomes are obtained – this is amongst the highest rates in the
Cheshire & Merseyside cancer network with the lowest performance being 11.5%.
Whilst this is reflective of the amount of work done around screening and
preventative programmes within the borough there is clearly more to do.
By way of comparison, the percentage diagnosed at an early stage for ALL tumour
sites combined was 45.80% in Knowsley compared with 46.98% at a network-level
and 45.66% nationally (Cancer Commissioning Toolkit, 2013 data)
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Area

Cancers
detected

Stage
1 or 2

2013
Stage 3
or 4

%

%

England
202,348 84,178 41.6% 118,170 58.4%
Halton CCG
566
244 43.1%
322
56.9%
Knowsley CCG
650
282 43.4%
368
56.6%
South Sefton CCG
824
364 44.2%
460
55.8%
St Helens CCG
752
364 48.4%
388
51.6%
Warrington CCG
846
372 44.0%
474
56.0%
Liverpool CCG
1,759
752 42.8% 1,007 57.2%
Figure 19: Percentage of cancers detected at stage 1 and 2
Data Source: Health & Social Care Information Centre

Cancers
detected

Stage
1 or 2

209,005
527
666
766
804
827
1,851

95,426
235
305
351
390
383
806

%

Stage 3
or 4

%

45.7% 113,579 54.3%
44.6%
292
55.4%
45.8%
361
54.2%
45.8%
415
54.2%
48.5%
414
51.5%
46.3%
444
53.7%
43.5% 1,045 56.5%

The table above details the volumes and percentages of the new cancers diagnosed
in the year that were at stage 1 or stage 2, where better outcomes can typically be
achieved. This means that in 2013 45.8% of all cancers diagnosed were identified at
either stage 1 or 2, conversely this means 54% were identified at stage 3 or 4 with
poorer outcomes. Often, these cancers and cancers of unknown primary origin are
detected via emergency routes, these include cancers of the liver, small intestine,
stomach and thoracic (chest) cavity.
Area

2012

2013

Knowsley

57.6%

54.2%

Liverpool

57.2%

56.5%

England

58.4%

54.3%

Figure 20: % of cancers detected at stages 3 – 4

Screening
Some cancers can be cured if detected early enough, therefore high achievement in
screening programmes is vitally important to detect the early presence of cancer and
treat appropriately.
The three cancer screening programmes for breast, bowel and cervical cancer are
evidence based: only where independent scientific authority supports them as being
effective in identifying pre cancer and low in unintended harm, are they implemented.
They are applied to specific, defined populations where the risk of cancer is highest
and the potential benefits greatest. They are implemented systematically, rigorously
quality assured, and are subject to clear national specifications and have health
inequalities targets.
Screening is undertaken on asymptomatic individuals and identifies an increased risk
of cancer. This triggers the application of further, diagnostic, tests which will indicate
if a cancer or pre cancer is there. The aim of screening is to detect cancer early or at
a pre-cancerous stage, so effective treatments can be given
Screening only works when certain criteria are met. In essence these are:
22
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that we understand the disease in question fully;
that it is serious and common;
that there is a test and early treatment that works;
that we do the screening systematically, in clearly defined groups of people
who will benefit
that we can evaluate whether screening works in practice
that we have the resources to do it.

The Health and Social Care Act 2012 changes meant that breast, cervical and bowel
cancer screening programmes became the commissioning responsibility of the
Public Health team at NHS England, with public health and the CCG locally working
with partners to improve uptake. The Director of Public Health has an additional role
of assuring that the services are effective.
In Knowsley, the coverage of screening services for breast, bowel and cervical
cancer screening are lower than national anticipated levels.
Bowel screening
About 5,000 Knowsley people are screened each year, and 6 or so cancers picked
up. Screening is offered to every man or woman aged 60-74, every two years, as
long as they are registered with a GP. A laboratory in Rugby sends out postal kits,
for completion at home and the returned samples are tested for traces of blood.
About 2 % test positive.
Anyone with a positive test is invited to a local Screening Centre for interview, and
then for a colonoscopy examination of the bowel. About half of these examinations
show polyps, some of which are early cancers. Often they can be treated there and
then. A new, additional bowel screening test has commenced in Knowsley (as part of
a Merseyside wide roll out). This is the once only Bowel Scope invitation to all 55
year olds, which will detect pre cancers years before they become dangerous.
There is a national aspirational target of 60% for bowel screening. Coverage is
slowly increasing however it remains disappointingly low in Knowsley and across the
Mersey region. Bowel screening coverage ranged from 38.6% to 57.1% through the
period from 2011-2014 set against this aspirational target but Knowsley had the
lowest rate of take up throughout this period. In terms of the screening, 2.2% of
those screened in Knowsley required further investigation (the third highest in the
region).
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Figure 21: Bowel Cancer Screening Coverage (age 60-69), 2009/10 to 2013/14
Source: Open Exeter

Breast screening
About 11,000 Knowsley women are screened each year. Although most experts
agree that breast screening saves lives, for every woman diagnosed through
screening who benefits, several receive treatment that they would not have needed
had screening not been done.
Every woman between 50 and 70, who is registered with a GP, is invited three yearly
for screening. Women are sent a timed appointment either at a mobile or fixed site.
At the mammography consent is obtained and a trained screener explains the
process. The special photographs are sent digitally to dedicated readers and results
issued within 3 weeks. Women who are “screen positive” are contacted and asked
back for further investigations.
Breast screening rates for Knowsley are amongst the worst in the North West and
the Merseyside area. Coverage is at 64% against the national target of 80%. The
trend is a decreasing one with a wide variation between practices ranging from
47.4% to 74.9%.
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Figure 22: Breast screening coverage comparisons

Cervical Screening
About 6,000 Knowsley women are screened each year. Screening is offered to
every woman aged 25-64, registered with a GP. Every three years from age 24.5,
and every five years from age 50, women are sent a letter asking them to make an
appointment at their GP or a clinic.
A trained sample taker, usually a nurse, explains the process and obtains consent,
then they look at the cervix and take a sample. It is sent to a lab for testing and a
result sent to the GP and the woman usually within 2 weeks. About 5% of samples
test positive. If the result is positive, a “Direct Referral” is made to a Colposcopy
outpatient clinic, and the woman sent an appointment. Following the colposcopy
procedure, a “test of cure” is made and the woman discharged for early or routine
screening.
In Knowsley cervical screening coverage overall remains relatively static at 73.1%
(Q1 2014-15) however variation is noted across general practice settings locally with
coverage ranging from 64.1%-82.1% set against a national target of 80%. Practices
may exception report women from cervical screening under the Quality and
Outcomes Framework. This ensures that practices may continue to work towards
improving quality and are not penalised for factors such as patients who fail to attend
appointments. Practices are encouraged to consider using a variety of methods to
encourage women to attend for screening before exception reporting. In Knowsley
(March 2013-14) the exception report rate was 5.4%, however a wide range was
noted ranging from 2.6%-13.2%.
25
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Figure 23: Cervical screening coverage comparisons

How residents, communities, and stakeholders view this issue and impact on
life experiences

Perception of Cancer in Knowsley
During 2015, insight work was undertaken to better understand Knowsley residents’
perceptions of cancer. Ten focus groups were undertaken across Huyton Halewood
and Kirkby localities, ages ranged from 25-65+. In line with similar work conducted
locally in 2008, the defining health belief about cancer locally continues to be
fatalism. Fatalism is the health belief that death is inevitable when cancer is
diagnosed, and presents a real barrier to cancer awareness and early detection
messages. Fatalism has been linked to reluctance to engage in healthy lifestyle
behaviours to reduce cancer risk, low uptake of cancer screening programmes and
delays in cancer treatment due to later diagnosis. This can have the unfortunate
consequence of inadvertently reinforcing the belief that a cancer diagnosis is always
fatal. Work is currently underway to develop a local cancer campaign based on
acknowledgement of local health beliefs.
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The nature and scale of health inequalities
Key factors relating to inequalities in cancer
Cancer is a key driver for inequalities in life expectancy between Knowsley and
England. The chart below details the proportionate contribution of disease area to
this gap in men and women. Cancer accounts for around one third of the gap, 32.6%
for males and 29.9% for females as the figure for Knowsley below indicates.

Figure 24:

The National Cancer Intelligence Network (NCIN) published evidence on cancer
inequalities in March 2010.2 The report identified the following evidence-based
findings on inequalities in cancer in England:
Gender


Adjusting for women’s longer life expectancy, men are diagnosed with more
cancers and have a higher mortality from cancer. As a result, there are more
women than men living with or beyond a diagnosis of cancer. Men’s one-year
survival is generally similar to or slightly better than women’s for individual
cancer types.

Socioeconomic deprivation

2

National Cancer Equality Initiative (2010) Evidence on cancer inequalities
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Mortality relating to cancer is considerably higher in deprived groups
compared with more affluent groups. A large part of this is likely to be
attributable to lifestyle factors, and especially the higher smoking rates in
deprived groups. The excess mortality may also be linked to later
presentation/diagnosis in more deprived groups.
Awareness of the signs and symptoms of cancer is lower amongst socially
deprived groups than the population as a whole and, for the cancers where
there is a national screening programme, uptake of screening is also lower.
There is a socioeconomic gradient in survival after diagnosis of breast, lung
and colorectal cancers and this has widened over recent years. This may be
due to a number of factors, but in particular later diagnosis of cancer and
factors unrelated to healthcare such as social support.

Age




For the vast majority of cancers, incidence increases with age. Just over half
of all cases of cancer diagnosed in 2003-5 in England occurred in people over
70 years and over a fifth in people over 80 years. Despite this, older people
may not be aware of their increased risk and may have lower awareness of
cancer symptoms than younger age groups.
Significant reductions in cancer mortality have been achieved among the
under 75s over the past decade. However, the improvement has been much
less marked for the over 75s. Cancer survival decreases with age and there is
evidence that older people’s cancers are investigated and treated less
intensively.

Ethnicity








There are variations in cancer incidence between ethnic groups, which are
likely to be the result of a mixture of lifestyle and genetic factors. White men
and women have a higher incidence of many cancers than those from other
ethnic groups.
Women from BME groups are more likely to present with more advanced
breast cancers and have poorer survival than white women.
Awareness of cancer is generally lower in BME groups than amongst white
men and women and screening uptake is generally lower in minority ethnic
groups than in the population as a whole. Although there may be some
cultural factors involved in this, it is also likely to be related to deprivation.
There is a need for access to culturally relevant information about cancer and
its signs and symptoms; existing cancer information rarely reflects multiethnicity in terms of images and language.
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Sexuality





There is evidence for differences in health and other behaviours among
lesbian, gay and bisexual people compared with the general population and
these may lead to differences in cancer incidence.
Perceptions of risk and healthcare-seeking behaviour may also vary. For
example, there is some evidence to suggest that lesbians may delay seeking
help from a healthcare professional when compared with heterosexual
women.

Disability











Disability encompasses a wide range of issues from mental health to learning
disability and sensory impairment as well as physical disability. There is no
national information on variations in cancer incidence, treatment and
outcomes for people with a disability.
There is some evidence for increased incidence of cancer associated with
some mental illnesses (although those with schizophrenia may have a lower
incidence of respiratory cancers). This is associated with increased cancer
mortality.
People with learning disabilities appear to have a similar age standardised
incidence to the general population although patterns of incidence may be
different.
Screening uptake for those with learning disabilities and mental health needs
seems to be lower than the general population. People with physical
disabilities may also experience barriers to screening.
Those with learning difficulties may struggle to express changes to their
health, potentially complicating and delaying diagnosis.

Religion





There is very little information on differences in cancer incidence, treatment or
outcomes by religion and none at a national level. Many issues faced by
religious groups are closely linked to ethnicity and culture.
Religious practices (e.g. fasting during Ramadan) can impact upon cancer
treatment.
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Current service provision and action
What works and best practice
NHS England’s Five Year forward view gave a commitment to improve outcomes in
relation to cancer, particularly in terms of 1 year and 5 year survival rates and that
such improvement would require improvements on three fronts, namely;
• Better Prevention
• Faster Diagnosis
• Better Treatment and Care
NICE guidelines
In June 2015 the National Institute for health and Care Excellence NICE published
Suspected cancer: recognition and referral, updating the guidelines previously
published in 2005 to help give guidance to support improvements in the early
diagnosis of cancer.
The new guidelines provide evidence-based advice on the recognition of and referral
for suspected cancer in children, young people and adults and exist alongside a wide
range of current NICE guidance relating to specific cancer types which in themselves
provided evidence for the development of the revised recognition and referral
guidelines.
The new guidelines are wide ranging and are divided into 3 sections:
Recommendations organised by symptom and findings of primary care
Recommendations organised by disease site, as shown below;
•
•
•
•
•
•
•
•
•
•
•
•
•

Lung and pleural cancers
Upper gastrointestinal tract cancers
Lower gastrointestinal tract cancers
Breast cancer
Gynaecological cancers
Urological cancers
Skin cancers
Head and neck cancers
Brain and central nervous system cancers
Haematological cancers
Sarcomas
Childhood cancers
Non-site-specific symptoms
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Recommendations on patient support, safety netting and the diagnostic process
including;




Information on how patients should be supported and informed
during the process.
How processes should be put in place to ensure there is
appropriate follow-up in place.
How local diagnostic processes are appropriately supported and
developed

The guidelines, supported by related actions within the health economy, are
designed to increase the opportunity for cancers to be identified earlier and therefore
to increase the opportunities for improving survival rates.
Achieving World Class Cancer Outcomes: A Strategy for England 2015-2020.
The Independent Cancer Taskforce was established in January 2015 by NHS
England on behalf of the Care Quality Commission, Health Education England,
Monitor, National Institute for Health and Care Excellence, Public Health England
and the Trust Development Authority to help develop a five-year strategy for cancer
services. The aim was to improve survival rates and save thousands of lives. The
taskforce was asked to deliver the vision set out in the NHS Five Year Forward View.
In July 2015 it published ‘Achieving World Class Cancer Outcomes: A Strategy for
England 2015-2020’. The five year strategy sets out a vision for what cancer patients
should expect from the health service with key themes being;








Effective prevention (so that people do not get cancer at all if possible);
Prompt and accurate diagnosis;
Informed choice and convenient care;
Access to the best effective treatments with minimal side effects;
Always knowing what is going on and why;
Holistic support;
Best possible quality of life, including at the end of life.

The recommendations contained in the strategy are themed around 6 key areas
namely;
1. Spearheading a radical upgrade in prevention and public health:
Driving improvements in public health, including a new tobacco control strategy
within the next 12 months, and a national action plan on obesity. It recommends
reducing adult smoking prevalence to less than 13% by 2020 and less than 5% by
2035.
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2. Driving a national ambition to achieve earlier diagnosis:
A shift towards faster and less restrictive investigative testing, quickly responding to
patients who present with symptoms, by ruling out cancer or other serious disease. It
recommends setting an ambition that by 2020, 95% of patients referred for testing by
a GP are definitively diagnosed with cancer, or cancer is excluded, and the result
communicated to the patient, within four weeks. Delivering this will require a
significant increase in diagnostic capacity, giving GPs direct access to key
investigative tests, and the testing of new models which could reduce the burden and
expectation on GPs.
3. Establishing patient experience as being on a par with clinical
effectiveness and safety:
Recognising the opportunity to revolutionise the way health professionals
communicate with, and the information provided to, cancer patients, using digital
technologies. From the point of cancer diagnosis onwards, it is recommended giving
all consenting patients online access to all test results and other communications
involving secondary or tertiary care providers by 2020. It is recommended that there
is systematised patient access to a Clinical Nurse Specialist (CNS) or other key
worker to help coordinate their care. It is recommended that the NHS should
continue to drive improvement through meaningful patient experience metrics,
including the annual Cancer Patient Experience Survey, which should be embedded
in accountability mechanisms;
4. Transforming the approach to support people living with and beyond
cancer:
Recommends accelerating the roll-out of stratified follow up pathways and the
“Recovery Package”. The aim should be that by 2020 every person with cancer will
have access to elements of the Recovery Package, and stratified pathways of followup care will be in place for the common cancers. A national quality of life measure
should be developed by 2017 to ensure monitoring and learning to support people
better in living well after treatment has ended. It is recommended that CCGs should
commission appropriate End of Life care, in accordance with the NICE quality
standard, and taking into account the independent Choice Review and forthcoming
Ambitions;
5. Making the necessary investments required to deliver a modern highquality service, including:


Implementing a rolling plan to replace linear accelerators (linacs) as
they reach 10-year life and to upgrade existing linacs when they reach
5-6 years;
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Working to define and implement a sustainable solution for access to
new cancer treatments, building from the Cancer Drugs Fund;



Rolling out a molecular diagnostics service which is nationallycommissioned and regionally delivered, enabling more personalised
prevention, screening and treatment;



Implementing plans to address critical workforce deficits and
undertaking a strategic review of future workforce needs and skills mix
for cancer. The priority deficit areas to address should be radiology,
radiography and endoscopy for diagnosis; and clinical oncology,
medical oncology and clinical nurse specialists for treatment and care;



Supporting a broad portfolio of cancer research.

6. Overhaul processes for commissioning, accountability and provision.
Recommending setting clearer expectations for how cancer services should be
commissioned. For example, most treatment would be commissioned at population
sizes above CCG level. By 2016, Cancer Alliances should be established across the
country, bringing together key partners at a sub-regional level, including
commissioners, providers and patients. These Alliances should drive and support
improvement and integrate care pathways, using a dashboard of key metrics to
understand variation and support service redesign. Recommends piloting of new
models of care and commissioning. For example, the entire cancer pathway in at
least one area should have a fully devolved budget over multiple years, based on
achieving a pre-specified set of outcomes.
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Links to other priorities
Interdependencies with Council, CCG and wider Partnership priorities and
strategies
The CCG and council work closely together on a range of issues relating to cancer
as well as sharing responsibilities for commissioning services relevant to cancer.
Public Health, including NHS England, holds responsibility for those issues which
relate to the population as a whole including screening and prevention strategies
whilst also supporting local intelligence around both cancer and related mortality.
Because of this relationship there is a shared goal of addressing issues around
cancer, necessary to ensure Knowsley is able to reduce late presentations, reduce
mortality and improve the general health of the population, necessary to reduce the
prevalence of cancer in Knowsley.
There are links to a number of other areas of work that the CCG and Council are
addressing, namely;


Long-term conditions, many people diagnosed with cancer also face other
illnesses and diseases which need treatment whilst cancer issues are being
addressed.



Support for vulnerable groups, the need to ensure groups of people who face
specific challenges (e.g. those with learning disability) are able to effectively
access support across cancer pathways.



Links to mental health given the impact that cancer may have on individuals
and their families.



End of life care, whilst more people survive cancer than do not, it is
nevertheless important to ensure that support for those who require palliative
and end of life care is sufficient and appropriate.
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