
Multimethod analysis of NHS policy 

for the development of new services for 

ambulatory cancer care

Helen Jane Taylor
Department o f  Practice and Policy, 

The School o f  Pharmacy, 
University o f  London,
21 Russell Square,
London WCl 5EA.

i

Thesis submitted in accordance with the requirements of the University of London for the
degree of Doctor of Philosophy. 

________________________________November 2008________________________________

This thesis describes research conducted in the School of Pharmacy, University of London 
between November 2004 and November 2008 under the supervision of Dr Catherine Duggan 
and Professor Ian Bates. I certify that the research described is original and that any parts of 
the work that have been conducted collaboratively are clearly indicated. I also certify that I 
have written all the text herein and have clearly indicated any suitable citation any part of this 
dissertation that has already appeared in publication.

Signature Date



ProQuest Number: U526122

All rights reserved

INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.

In the unlikely event that the author did not send a complete manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,

a note will indicate the deletion.

uest.

ProQuest U526122

Published by ProQuest LLC(2016). Copyright of the Dissertation is held by the Author.

All rights reserved.
This work is protected against unauthorized copying under Title 17, United States Code.

Microform Edition © ProQuest LLC.

ProQuest LLC 
789 East Eisenhower Parkway 

P.O. Box 1346 
Ann Arbor, Ml 48106-1346



Abstract
Modernising the provision and deiivery of cancer care is a government priority. NHS 

organisations are being driven by the government to provide a modern fast changing 

and responsive service that is patient focused and provides evidence based care. One 

of the key objectives for these policies is the development of cancer care provision in 

settings both in hospitals and closer to patients' homes.

The aim of this study was to analyse NHS policies on the development of new 

ambulatory cancer care services using multiple methods to identify areas of 

convergence and divergence between these policies and the perceptions and views of 

both patients and healthcare professionals.

Thematic framework analysis was used to provide an understanding of the NHS 

policies, while the perceptions and views of the patients and healthcare professionals 

were explored using focus groups, questionnaires and interviews. The results of all 

three studies were then triangulated to identify gaps and tensions between the policies 

and perceptions of ambulatory cancer development.

The study revealed a continued drive by the Government to move treatments from 

daycase hospital settings to outreach ambulatory care settings, including cancer. There 

were areas of divergence between the policies' descriptions of patient choice and 

flexibility and those of patients themselves. Patients' required flexibility throughout 

their journeys; the infrastructure of hospital; and the support a collective experience 

with other patients which could be lost through outreach ambulatory care 

developments. Healthcare professionals identified a lack of professional and physical 

capacity to deliver ambulatory care as expressed in the policies and the challenge of 

ensuring governance throughout the care of patients with complex pathologies. Moving 

patient care out of hospitals would meet government policy, but also introduces 

barriers with potential infrastructure and financial models that do not fully support such 

developments.

This study identified that service developments driven by policy do not necessarily 

match the needs of patients and may not be supported by the professionals or 

infrastructures that would be needed to provide effective and responsive pharmacy 

service developments.
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Context

Modernising the provision and delivery of cancer care is a Government priority. NHS 

organisations are being driven by the Government to provide a modern, fast changing 

and responsive service that is patient focused and provides evidence based care 

(Department of Health, 1999; Department of Health, 2000a; Department of Health, 

2 0 0 0 b).

One of the key drivers to these changes is to deveiop novei ways of service delivery in 

the community to enhance convenience for patients, ail of which requires evaluation 

(Department of Health, 2006a; Department of Health, 2006b). Changing 

demographics mean peopie are living ionger and, with 64% of cancers occurring in 

patients over 65 years of age, it is predicted there will be a 28% increase in cancer 

patients within the next decade (O'Dowd, 2005; Office for National Statistics, 2005). 

Treatments for cancer are becoming more complex and availability of new drugs mean 

that patients have new and more options for treatment. In coiorectal cancer it has 

been demonstrated that patients exposed to three different cytotoxic drugs have an 

increased survival; consequently patients now have third-line treatments with the 

associated effect on capacity (Grothey et aL, 2004). Despite these potential benefits 

the uptake of new drugs has been limited by constraints of traditional models of 

service delivery and capacity (Department of Health, 2004a).

In order to provide patients with the treatments they require in a timely way, with fuii 

patient involvement, we need to explore and evaluate new models of service delivery. 

Out-patient chemotherapy is the current standard model of provision of chemotherapy 

treatments; with other new models of care described below Figure 1.
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Chemotherapy 
administered in the 
hospital day case 
chemosuite and is the 
current standard 
location for 
administration. Hospital 

Outpatient 
Chemotherapy

Patients are assessed prescribed 
and then treated with oral 
capecitabine for adjuvant or 
metastatic colorectal cancer all in 
one location in the hospital

One-Stop Oral 
Chemotherapy 

Clinic

Home 
Chemotherapy 
Administration

Patient

GP Practice 
Community 

Chemotherapy 
Adminstration

Chemotherapy 
administered in the /  Community
patient's home by 1 Pharmacy
specialist nurses from 
a commercial company 1 Chemotherapy
or a hospital based \  Adminstration
team

Chemotherapy administered to 
patients either in a GP Practice or 
Community Pharmacy treatment 
room by a hospital based team of 
chemotherapy nurses.

Figure 1 New models of ambulatory cancer care

The development of different models of care took place in a cancer unit where in

patient chemotherapy was not given. For this reason, in-patient chemotherapy was not 

included in this evaluation. The chemotherapy delivered in the new models included 

treatments that were routinely given in the outpatient model and did not include the 

movement of in-patient treatments out of the hospital setting.

This study used mixed methods (Clarke and Dawson, 1999) to analyse government 

policy and uncover the patient, carer and professional's perspectives of these 

developments for ambulatory cancer care.
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Chapter 1 

Introduction

1.1 Epidemiology of Cancer

Cancer is a leading cause of death in the UK. One in three people will have cancer at some 

point in their lives and one in four people will die of cancer (Department of Health, 

2000a). Cancer is a disease of the older person 64% occurring in the over 65s. In 2001 

more than 270,000 new cases of cancer were diagnosed and registered (Department of 

Health, 2000a; Cancer Research UK, 2005b; National Audit Office, 2005).

Since the mid-nineteenth century, the average life expectancy in the UK has doubled and 

is still increasing. Rising standards of living and developments in medical technology and 

practice help to explain the decline in the death rates (Quinn and Babb, 2000). Life 

expectancy has increased from 6 6  years for a man and 71 years for a woman in 1948 to 

75 years for a man and 80 years for a woman in 2000 (Cancer Research UK, 2005a; 

Department of Health, 2000b). Over 50% of cancers occur in the over 70s and 75% occur 

in the over 60s; however the incidence of cancer has remained constant over the last 10  

years (Forman, 2005). Despite this, the changing demographics of the population will lead 

to an increase in the cancer burden for society and the NHS. The predicted increase in 

cancers is 2 0 % over the next six to seven years.

Decreases in mortality have been seen in lung and breast cancer; the most important 

decreases in lung cancer in men have been due to a reduction in smoking. In 1974 51% 

of men smoked as opposed to 26-28% in 1993 and then in 2003 down to 19% in the over 

50s. There have been decreases in mortality in cancer due to improved screening and 

treatment e.g. mortality from breast cancer has fallen 20% since 1989 when screening 

was introduced and the use of the drug tamoxifen as demonstrated in Figure 2 (Quinn and 

Babb, 2000; Forman, 2005).
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Figure 2 Breast cancer Incidence by age, England and Wales, 1971-1997*
Reproduced from Health Statistics Quarterly 08, Cancer Trends in England and Wales, 1950-1999  
page 42 (Quinn and Babb, 2000)

However more recently improvements in survival rates have been small as demonstrated 

in Table 1 where five-year age-standardised relative survival rates for patients diagnosed 

with the four most common cancers in men and in women during 1998-2001 are given. 

These account for around 50 per cent of all cancers in adults and provide a good 

indication of trends in cancer survival and support Forman's (2005) view that cancer 

incidence has remained constant

Table 1 Five-year relative survival (% ) for adult patients diagnosed during 1998-2001, 
major cancers, England
Cancer Differencet 
(% points)

1996-99 1998-2001
England and Wales England

Number of 
Patients

Five-year relative 
survival* (%)

Number of 
Patients

Five-year relative 
survival* (%)

Breast Women 125,093 77.5 132,292 79.9 (+2.4)

Colon Men 31,977 46.9 33,368 49.4 (+2.5)

Women 32,243 47.9 32,687 50.2 (+2.3)
Lung Men 67,862 5.8 67,502 6.3 (+0.5)

Women 39,455 6.4 41,774 7.5 (+1.1)
Prostate Men 73,921 64.8 88,802 70.8 (+6.0)

* Age-standardised (Office for National Statistics, 2005)
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In addition to demographic changes that affect cancer, there are geographical and 

socioeconomic inequalities in the incidence and outcomes of cancer which impact on the 

cancer burden. The differences due to socioeconomic status was starkly illustrated by the 

death rate in men in 1990 from lung cancer; five times higher in unskilled workers than in 

professionals (Department of Health, 2000b). The national statistics also reveal that areas 

associated with the highest socio-economic deprivation are linked to higher incidence and 

mortality from cancer (Office for National Statistics, 2005).

Geographic differences have been seen in the UK in cancers related to smoking and 

alcohol consumption. For example cancers of the larynx, lip, pharynx and lung are 

generally lower in the south and midlands of England and higher in the industrialised north 

of England and central Scotland areas associated with higher alcohol consumption and 

smoking (Office for National Statistics, 2005).

Cancer historically and in the future will have a significant impact on the nation's health, 

(the cancer survival rates in the UK lagged behind the rest of Europe in 2000). For these 

reasons, the Government made cancer care a priority for the NHS (Department of Health, 

2000a; Department of Health, 2000b).

1.2 Developments in Cancer Treatment

In 1761, Giovanni Margagni of Padua laid the foundations for the scientific study of cancer 

by carrying out autopsies and relating his findings to the cause death (American Cancer 

Society, 2002). John Hunter, a surgeon in the late 1700s, suggested that cancer may be 

cured by surgery (Norton and Esposito 2006). A century later, with the advent of 

anaesthetics, surgery began to flourish and operations such as radical mastectomies were 

developed. In the 19“̂ century, the invention of the microscope allowed further 

developments in the science of oncology, allowing microscopic pathology to be linked to 

disease cause and progression so that pathologists could check whether the tumour had 

been completely removed by the surgeon (Norton and Esposito 2006).

Treatments other than surgery developed further during the 19  ̂century. Thomas Beatson 

recognized the link between ovaries and milk production and found that removal of 

ovaries in women with advanced breast cancer helped to reduce the progression of the
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disease (Ciccarelli et aL, 2000). This was linked to hormonal therapy in cancer; by 

manipulating the hormones one could affect the cancers stimulated by hormones such as 

in breast, ovarian and prostate cancer.

Radiation was found to have a therapeutic role in cancer treatment at this time and is still 

used today. The therapeutic effect of radiation results from a radiotherapy beam directed 

at the site of the cancer and the resulting energy absorbed damaging the DNA of the cells 

thus diminishing or eradicating their ability to replicate (Davis et al 2001). Chemotherapy 

was developed later as a consequence of observations made of naval officers in World 

War II exposed to mustard gas, who suffered substantial bone marrow suppression. At the 

same time, the US army was studying a number of agents related to mustard gas, and 

discovered nitrogen mustard, which was found to be very active against lymphoma. From 

this drug a whole class of cytotoxic drugs, the alkylating agents, were developed 

(American Cancer Society, 2002), which are used for a wide range of cancers including 

myeloma, breast cancer, in bone marrow transplants and for auto immune disease such as 

systemic lupus erythematosus (Solimando et a! 2001)

Subsequently, the precursor to methotrexate, aminopterin was shown to have activity 

against childhood leukaemias. The researchers discovered that these drugs blocked 

different functions of cell growth and have resulted in a range of cytotoxic drugs 

(American Cancer Society, 2002). These discoveries have led to cures of childhood 

leukaemias, testicular cancer and Hodgkin's disease and the increased control, over ionger 

periods, of other cancers.

Treatments for cancers now include drugs to decrease the undesirable effects of 

chemotherapy and those that work via different mechanisms to attack cancer ceils. These 

changes use new combinations of drugs, for example substituting carbopiatin for cisplatin 

which requires less intensive treatment so that it can be given over a reduced infusion 

time, requiring less fluid and no electrolyte replacements or diuresis and reduces the 

treatment time for the patient (Solimando et a! 2001). Specialist administration devices 

are examples that allow patients to receive long-term infusions outside the hospital setting 

(Catania, 1999). The 5 HT3 antagonists (ondansetron and granisetron) have improved the 

control of chemotherapy induced nausea and vomiting, making it possible to treat more 

patients as outpatients and give chemotherapy as day case treatments.
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Along with these changes, there have been new anticancer drug developments so that It Is 

now possible to offer several different treatments and more treatment episodes than ever 

before. Grothey et al (2004) evaluated the results of 7 trials looking at the use of 

oxallplatin or Irlnotecan In combinations with fluorouracll and leucovorin, and found that 

the median survival of patients receiving fluorouracll and leucovorin (which was the 

standard treatment) was 11-13 months, with the addition of Irlnotecan or oxallplatin 

Increased to between 14.8 and 21 months. Grothey (2004) found that the studies with the 

highest percentage of patients who had access to all 3 cytotoxic drugs In the course of 

treatment demonstrated longer overall survival. It was more Important that all drugs were 

available; the order In which they were given was not addressed. The authors postulated 

that the second line treatment compensated for a less active first line treatment which 

meant that patients benefited from undergoing more than one line of treatment. The 

consequence of this was that for each additional line of treatment the patients would 

return to hospital for an additional 6  months of care with the consequent capacity Issues 

this would raise (Grothey eta!., 2004).

Further developments have been In targeted therapy, where drugs such as monoclonal 

antibodies are designed to guide chemotherapy medications directly to the tumour (Davis 

et al. 2001). These drugs have had a profound effect on fixed treatment course 

conventions; as demonstrated by trastuzumab In breast cancer. It Is unclear how long to 

treat patients with trastuzumab as the product license describes use of the drug until 

disease progression. However Emens (2005) suggested treatment should continue with 

additional drugs, even If the tumour progressed I.e. not a limited treatment course 

meaning that patients could potentially be on treatment for a number of years rather than 

a fixed number of months (Emens, 2005). This Is compared with chemotherapy which Is 

given for a fixed period e.g. six courses over three months and then stopped or stopped If 

the disease progresses while on treatment (North London Cancer Network Breast Cancer 

Tumour Board, 2004).

Improved understanding of cell biology has led to developments of biological agents that 

mimic natural signals that the body uses to regulate growth (American Cancer Society, 

2002). An example Is the use of Interferon alfa-2b which Is used In a large number of 

cancers Including hairy cell leukaemia, multiple myeloma and malignant melanoma
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(American Cancer Society, 2002). Rapid progress in cancer treatment through research 

and increased in cancer genetics and cell biology means that now it includes a number of 

other therapeutic options such as bone marrow transplants, autologous transplants, laser 

therapy, cryosurgery, hyperthermic perfusion therapy, gene therapy and vaccines 

(Bollinger and Rosenbaum 1997).

Rapid progress has opened up numerous treatment options for patients throughout their 

patient journey and has more patients receiving more treatment of a complex and 

specialist nature.

1.3 Government plans for cancer treatment

The changing demographic of an ageing population, increasing treatment options and 

modalities for cancer treatment together with lagging survival rates in the UK compared 

with the rest of Western Europe led the Government to prioritise cancer treatment and 

prevention as a target in the NHS (Department of Health, 2000b).

The previous Government began looking at cancer services at a national level in 1995 with 

the publication of a report entitled "A Policy Framework for Commissioning Cancer 

Services" now commonly referred to as the Caiman Hine report (Department of 

Health/Welsh Office, 1995). This report set out general principles governing the provision 

of cancer services and suggested the development of a "hub and spoke" service with 

cancer centres and cancer units working together. It also highlighted the lack of uniformity 

of quality of care, awareness of cancer symptoms and information provision. The report 

laid out the importance of cancer service providers being aware of patient and carers 

views and their psychological needs; emphasised the role of the primary care team as well 

as the value of incidence and outcome data collection was highlighted and lead to the 

development of the cancer registries. The information collected by these registries is now 

used in the epidemiological surveys carried out by the Office of National Statistics 

(Department of Health/Welsh Office, 1995).

The current Government published Clinical Governance: Quality in the New NHS followed 

by the NHS Plan (a plan for investment, a plan for reform) and the subsequent NHS 

Cancer Plan In 2000 (Department of Health, 1999; Department of Health, 2000a;
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Department of Health, 2000b). The themes behind these policies were the development of 

a modern NHS for the 21^ century with an emphasis on producing standards and 

excellence for all, where patients have equity of access to high quality health services 

throughout. The papers placed great importance on the patient being central to a 

responsive and rapidly developing service that would improve cancer care in order to 

reach the standards of care and mortality figures of the rest of Western Europe. Other 

themes included developing a cancer service for the future with the prominence of 

research and evidence based medicine; service developments which provided local 

services using multidisciplinary teams and the empowerment of patients by providing 

information and technology to allow them to make informed choices about their care 

(Department of Health, 1999; Department of Health, 2000a; Department of Health, 

2 0 0 0 b).

The National Institute of Health and Clinical Excellence (NICE) was put into place to 

facilitate the development of this modern NHS, to tackle inequalities brought about by 

postcode prescribing and to improve quality of care by issuing standard clinical guidelines. 

In addition to NICE, the Modernisation Agency, incorporating the Cancer Services 

Collaborative, was the organisation to support and facilitate the change. Further to this, 

the Government produced a set of national cancer standards against which each 

institution would be measured to tackle quality across the country (Department of Health, 

2004b).

Work to facilitate the change included a chemotherapy capacity planning model 

(Department of Health, 2005a), which was developed in recognition of the rapid and 

extensive expansion in chemotherapy services over the previous years and unplanned 

changes in service provision that had to evolve to cope. The aim was to plan for workforce 

and service developments to ensure capacity to deliver the cancer services required at the 

required standard. The work NICE first carried out in assessing drugs included a number 

of cancer chemotherapy drugs, however, in response to concerns raised by the 

pharmaceutical industry Mike Richards, the National Director for Cancer, commissioned an 

investigation into the uptake of NICE approved cancer drugs (Department of Health, 

2004a). The review revealed unacceptable variation in the uptake of these drugs across 

the country and cited staffing levels, capacity issues and lack of physical space as possible 

reasons for these variations.
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It is clear that cancer was a high priority in the Government's agenda for NHS reform but 

there were particular issues with capacity which made the changes difficult and slow. 

Cancer experts and charities called for urgent changes in the NHS to increase capacity as 

they predicted a 28% increase in cancer prevalence over the next 20  years which may 

result in patients being denied access treatment at the point of drug administration 

(O'Dowd, 2005). It is clear that in order to achieve the desired Government reforms, the 

NHS must look at ways of increasing capacity to administer cancer care treatments, use 

novel approaches to release the full potential of new technologies in administration 

devices, supportive care drugs and oral chemotherapies. This study uses multimethod 

analysis of the policies to understand the gaps between practice and policy to achieve 

these aims.

1.4 Developing models of cancer care

Currently cancer chemotherapy is provided predominantly through two models of care: 

inpatient care for intensive treatment particularly in haematology and day case outpatient 

treatments. Other models have included changes in drugs from intravenous to oral 

formulations of drugs and have led to some outpatient oral chemotherapy clinics, patient 

home treatments have been provided as isolated pockets of work but require formal 

evaluation (Hedley, 2000). Figure 3 describes current models of chemotherapy cancer 

care.

The NHS Plan's vision for the future of the health service was one designed around the 

patient, evaluating services from their perspective and the way they received the service 

i.e. what was convenient, what worked and how could it be improved. The report also 

stated that too much of the NHS is dictated by the needs of the system rather than needs 

of the patient (Department of Health, 2000a).
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Currently the predominant 
model used for administering 
cancer care treatments. This 

method underwent an 
expansion with the advent of 

5HT 3 antagonist anti
emetics which were so 
effective that it meant 

patients were able to have 
treatment as day cases 

rather than as In-patients

This work is using an orai formulation 
of a chemotherapy drug that was 

previously administered by intravenous 
injection. Current practice is to assess 
patients in out-patients but still ask the 
patients to go to the chemotherapy day 
unit and pharmacy to collect the drug.

Hospital 
Outpatient 

Chemotherapy

Ora
Chemotherapy

Patient

Home 
Chemotherapy 
Administration

In-patient 
Chemotherapy

Home chemotherapy and 
supportive care treatments 
have been used in the US, 
however in the UK the use 

has been sporadic and 
predominantly in the 

private sector.

This model is used when a pateint requires high intensity 
treatments such as a bone marrow transplant. This is being 
used only in very specialised settings as costly and more in

patients treatments are being moved to day case An example | 
is UGLH hospital where patients undergoing stem cell 

transplant now stay at a hotel local to the hospital and come 
in each day for treatment. This work is not part of this study.

Figure 3 Current models of cancer care

Understanding day case chemotherapy (Figure 4) from the perspective of the patient 

required the patient to travel to hospital, in some cases park their car (which could be 

difficult in inner city hospitals), and often bring a carer who had to take time away from 

their other commitments and work. Once in the hospital, they had to wait for their 

treatment to be prepared and /  or pathology results to be checked before the treatment 

could take place.

A survey in the North London Cancer Network of 21 Whittington Hospital oncology 

patients revealed 58% had to wait between 30 and 60 minutes before they started their 

chemotherapy; the patients highlighted a need for an improvement in waiting times and, 

although the staff were excellent, they wanted improvement in the environment by 

creating more space and privacy. These results were from a small sample of patients but 

the open questions revealed themes around waiting times and environment of 

overcrowding and privacy that were important to the patients (Oliver, 2004). At this time 

the patient was slotted into a system with minimal choice, so failing the aim to achieve 

patient centred care.
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The NHS Cancer Plan (Department of Health, 2000b) described that patient choice and 

information lead to patient empowerment, however this method of treatment provision 

was service rather than patient driven. In the future, the patient will be empowered to 

make choices; which could include their place of treatment, which could include the 

patients home, place of work or local GP practice; where trained chemotherapy nurses 

could administer chemotherapy or supportive care treatments to patients in a location of 

their choice (Sikora, 2004). This will introduce a level of choice and control for the patient 

as well as a reduction in travel for the patient and time waiting for treatment as the 

pathology tests and drug dispensing will be carried out before the nurse arrives at the 

chosen place of administration.
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Carer’s Pathway

Travels with patient to ttieir out
patient appointment using public 

transport or by car and 
negotiating a place to park. They 
may take time off work to do this.

Treatment pathway

Patient is diagnosed w ith ^  
cancer that requires I 

chemotherapy treatment J

Carer and
patient
travel
home

Travels with patient to their out
patient appointment using public 

transport or by car and 
negotiating a place to park. They 
may take time off work to do this.

Carer and 
patient 
travel 
home

pa tian t

Travels with patient to their out
patient appointment using public 

transport or by car and 
negotiating a place to park. They 
may take time off work to do this.

Patient
chooses to

treatment

pa tian t

Patient’s Pathway

Patient travels to their out
patient appointment using 
public transport or by car 
and negotiating a place to 

park.

Patient
travels
home

Patient
assessed by 

consultant and 
consented for 

treatment

pate int arrives a t\ 
the hospital day 

V case unit j

Patient travels to their out
patient appointment using 
public transport or by car 
and negotiating a place to 
_________park._________

Patient
travels
home

Patient travels to their out
patient appointment using 
public transport or by car 
and negotiating a place to

 _____

/ Patient is assessed by a specialist chemotherapy nurse and then their \
blood is taken. The staff and patient wait for the results to be returned

I from the pathology lab to ensure it is safe to administer the treatment J

treatment is confirmed as to go a heà^  
with pharmacy and the patient then waits for] 
the drugs to be dispensed and delivered to I 

the day case unit /Carer waits with patient

Treatment is 
administered to 

the patientCarer helps 
patient travel 

home

T raatm a nt

Patient waits sitting in a 
day case

Patient
travels
home

Figure 4 Patient and carer day case cancer care pathway-investigator developed

The perceptions and understanding of what these choices mean to patients, the feasibility 

of delivery and acceptability to patients and healthcare professionals in relation to the 

government agenda will be explored in this study.
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Ambulatory cancer care is care delivery that does not require the patient to spend time as 

an in-patient. In this thesis out-patient chemotherapy; home chemotherapy, one stop oral 

chemotherapy clinics and community chemotherapy are developed and evaluated. Figure 

5 describes the models of care and patient type explored and developed in this thesis; 

further details of these are given in Chapter 3.

Chemotherapy 
administered in the 
hospital day case 
chemosuite and is the 
current standard 
location for 
administration.

Patients are assessed prescribed 
and then treated with oral 

capecitabine for adjuvant or 
metastatic colorectal cancer all in 

one location in the hospital

One-Stop Oral 
Chemotherapy 

Clinic

Hospital
Outpatient

Chemotherapy

Patient
GP Practice 
Community 

Chemotherapy 
Adminstration

Home 
Chemotherapy 
Administration

Chemotherapy 
administered in the /  Community
patient's home by / Pharmacy
specialist nurses from 
a commercial company I Chemotherapy
or a hospital based \  Adminstration
team \  J

Chemotherapy administered to 
patients either in a GP Practice or 
Community Pharmacy treatment 
room by a hospital based team of 
chemotherapy nurses.

Figure 5 Models of care to be explored in this study

1.5 Patient and carer experiences

Over the last hundred years, diseases have evolved from fatal acute episodes to chronic 

illness. Death does not now automatically follow the experience of ill health (as illustrated 

by Figure 6) and patients now feel the need to make sense of their experience, learn from 

it and move forward.
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Figure 6 Age-standardised annual mortality rate, all causes of death combined, by sex, 
1902-2000
Reproduced from 20th Century Mortality Trends in England and Wales page 6 (Griffiths and Brook, 
2003)

The experience of illness is different for each individual and the narrative of each patient 

informs us of how they cope with diseases (Annandale, 1998). With a chronically ill 

patient, there is a need to make sense of their illness in terms of their place in the world 

and to be able to take personal control and responsibility for their health by giving them a 

sense of empowerment. Over time it is predicted that cancer will become a chronic illness 

that people will live with rather than being an acute illness, and that death will not be from 

the cancer but another morbidity, as is currently the case with prostate cancer (Sikora, 

2004). Cancer treatment has been moving in this direction with the advent of longer term 

treatments, such as the monoclonal antibody used in breast cancer, trastuzumab, and the 

availability of several different treatment options such as in colorectal cancer. The survival 

figures as seen in Table 1 (Section 1.1) have been used by epidemiologists as evidence to 

dispute this argument as the increase in survival has been very small and they argue 

cancer is still a long way from being a chronic disease (Forman, 2005). However changes 

such as longer and adjuvant treatments for example, adjuvant trastuzumab have had a
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profound impact on drug budgets, capacity and the cost to the patient (Piccart-Gebhart et 

ai, 2005). A patient who has undergone surgery must now face treatment to prevent 

recurrence, who would otherwise be trying to get back to a normal life, now has treatment 

extended from 6 months to 12 months with significant psychosocial implications.

These developments have taken place in parallel with changes in the way cancer is 

viewed; for example diagnosis was often linked with a sense of guilt and shame where 

there is emergence of a new candour and a wider discourse of hope. The effects of early 

diagnosis and treatment has also created the "remission society" where a patient is cured 

but with ever the possibly of relapse. These changes have lead to an understanding that, 

in order to cope with their illness, patients need to add a personal meaning to their 

experience, part of which is an impulsion for the individual to make choices and seek 

information. This is the recognition of "individual particularity" and means the patient 

perspective is key to understanding how best to deliver services (1998).

1.5.1 Patient Choice

The Government NHS Cancer Plan describes patient choice as one in which NHS users and 

carers should have a voice and control over what happens to them at each step in their 

care. The NHS Plan describes how a 21^ century NHS will provide services when people 

require them, tailored to their individual needs. To facilitate this good communication 

between healthcare professionals and patients is essential for the delivery of high quality 

care and the need to empower patients to enable them to be involved in decision making 

(Department of Health, 2000a; Department of Health, 2000b). There is increased evidence 

that patients want to be involved in decisions about their own treatment which may lead 

to greater rates of compliance, greater satisfaction with their healthcare and better 

outcomes (Annandale, 1998). In developing these new models of care and giving patients 

'choice', it is clear that patients' and carers' experiences must be explored as part of the 

process.

1.5.2 Patients’ experiences of differing home treatments

The literature has explored the experience of home treatments compared with hospital 

outpatient and inpatient treatments. An editorial on the models of home chemotherapy,
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stated that "overall these studies have shown some psychological benefit to patients and 

sometimes carers including parents" (Young and Kerr, 2001 page 809). In a study to 

evaluate where patients should receive treatment 199 patients were randomised to home 

or hospital treatment; 102 patients received home treatment and 97 were treated in acute 

Trusts (Wilson et aL, 2002). After two weeks 48 homecare patients and 35 hospital 

patients were asked to complete a satisfaction questionnaire and found a higher degree of 

satisfaction with their treatment from the patients treated at home. The evaluations also 

included interviews with patients and carers; patients at home felt they received a more 

personal service with better communication. The study did not include frail patients who 

were unable to complete the questionnaire and patients who had been subsequently 

admitted into hospital.

It would have been useful to make a direct comparison between hospitals and home and 

patients who may have been a less satisfied with the homecare as they eventually ended 

up in hospital. This study evaluated the views of the patients' carers who felt they were 

not put under extra strain or workload and that it reduced the stress of making hospital 

visits. The patients were in the room at the time of the interview, which may have 

inhibited the carers from voicing concerns and problems. Patients questioned the quality 

of medical care they received at home as the care was taken over by the patient's GP 

rather than the hospital consultant. It could have been useful to ask the GPs views on this 

and whether they were comfortable with this level of care or whether the patients should 

have remained under the care of the hospital physician. The other issue was the high 

number of patients randomised to hospital treatment who refused hospital treatment; 

home treatment patients may have had a bias against hospital.

A randomised controlled trial carried out by Borras et al. (2001), involved 87 colorectal 

cancer patients receiving either adjuvant or palliative chemotherapy. The patients received 

one cycle of chemotherapy at home and one cycle in hospital and then chose where to 

continue their treatment (Borras eta!., 2001). There was a higher overall satisfaction with 

the chemotherapy in the home group, but this was not statistically significant.

Further work to evaluate patients' experiences of home care has been carried out in the 

treatments for children with haemophilia (Yee at a!., 2002). In this study, prophylactic 

treatment of children with severe haemophilia at home was evaluated using semi
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structured interview; 38 children were commenced on prophylaxis treatment and the 

children's parents were trained in administering the treatment. Emerging themes included; 

parents valued the flexibility of training sessions to fit with family lives, the continuity and 

backup available, and that the training was much easier than they had anticipated. The 

families also described how administering the treatment at home meant that the children 

participated more in family life, missed less schoolwork and had an increased quality of life 

(Yee eta!., 2002).

Holdsworth et al. (1997) studied the economics of homecare in paediatric oncology 

patients where 44 children were given chemotherapy treatments at home, normally 

administered as in-patient regimens. Giving treatment at home cost less than in the 

hospital. However, the treatments administered in this study were out patient treatments. 

The authors suggested that this mode of treatment may improve quality of life and is an 

important area to be evaluated in this type of treatment provision (Holdsworth et a!., 

1997).

1.5.3 Evaluating patients’ and carers’ experiences

Another factor to be considered in cancer care is the anxiety which can cause disruption 

and be detrimental to a patient's quality of life (Stark and House, 2000). The natural 

history of anxiety in oncology is uncertain but phobias may arise in relation to hospital and 

treatment in particular. Anxiety may influence the number of symptoms that are recalled; 

causes of the anxiety in cancer are multifactorial and include diagnosis, investigation, 

progression, pain and treatment (Stark and House, 2000). The anxiety can contribute to 

anorexia, nausea, vomiting and fatigue in cancer patients and it has been demonstrated 

that psychotherapy can reduce these physical symptoms.

Making a change in their treatment (such as giving them a choice of location in the 

provision of care) may have some positive effect on anxiety and may have an important 

role when improving compliance and patient satisfaction; as reduced anxiety may make 

the improve the experience of treatment increasing patient satisfaction and increasing the 

likelihood of them retuning for subsequent treatments.
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The benefits of setting up homecare services includes stability, autonomy and a better 

quality of life in the context of treatment (Hayward, 2002). Home treatment can support 

the return to work or school life. Hayward's paper was a single case report. The author 

believed homecare had a positive effect on patient experience but formal evaluation was 

limited. In a recent study a combination of qualitative focus groups and quantitative 

research work were employed (von Plesson and Aslaksen, 2005) to look at the effects of 

the ambulatory service on palliative lung cancer patients and demonstrated the 

implementation of research into practice; the users as well as the providers of the services 

were sources of information and data. The data were analysed and used to develop ways 

of improving the service provision. The focus group in this study comprised 8 patients and 

6 spouses and was convened to discuss issues around waiting times, communication, 

impressions of the palliative care unit and any other problems not already highlighted. 

They developed a patient questionnaire to be completed before and after the service 

improvements were introduced. Because of the short life expectancy of the patients, the 

"before" survey comprised a different group to those surveyed "after" so there is not a 

true control, but this was a pragmatic alternative to not accessing patients' views. Some 

focus group work was also conducted with the palliative care unit staff using an external 

nurse facilitator to allow for open discussion. The findings brought about changes in 

working practice and helped to smooth out operational issues. A schematic of this change 

in process is illustrated below.

Patient registers 
at outpatient d iric

Patient receives 
cheinottterapy

Radiography 
at local lalwratory

aocd sampled 
at local lalwratory

aood sampled 
at local laboratory

Radiography 
at local laboratory

h aood analysed at I_ _
^  central laboratory |

Nurse retrieves blood 
test results from PC

Automatic printer

Nurse administers 
cltemotherapy

Pharmacy prepares 
ctiemottierapy

Nurse orders 
chemotherapy

Physician prescribes 
chemotherapy

—  Normal process - — Change of process step sequence — Simplification of process

Figure 7 Movement through outpatient ciinic for patient with iung cancer

Reproduced from "Improving the quality of palliative care for ambulatory patients with lung cancer" 

British Medical Journal (von Plesson and Aslaksen, 2005).

This was seen as a way of improving the service for patients and developing a better 

working environment for the staff.
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other ways to access users' views as to whether needs were met were carried out 

between Scotland and Kenya to compare developed and developing countries' 

perspectives (Murray eta!., 2003). The work conducted in Scotland comprised longitudinal 

study with qualitative interviews whereas the work conducted in Kenya was a cross 

sectional study with qualitative interviews. A total of 20 patients with operable lung cancer 

were interviewed in Scotland, compared with patients with a common advanced cancer in 

Kenya. In Scotland, the interviews were carried out every three months with the patients 

and carers in the home setting, taped and emergent themes coded and checked by two 

researchers. In Kenya the interviews were semi-structured using the local language by the 

interviewer (trained by the Scottish research team). The work was then translated and 

coded, key phrases were maintained in the local language, though it is unclear how these 

judgements were made. Within the Scottish patient group, 43 patient interviews and 24 

carer interviews were carried out and each patient had a World Health Organisation 

(WHO) score of 2. In Kenya 24 patients (were interviewed once only) plus 18 interviews 

with a mixture of spouses, carers, sons and daughters. These patients had a WHO score 

of 3 as they were much less mobile and able to self care than the Scottish group. The data 

were analysed and emergent themes fed back into the data collection and used as coding 

strategies.

This work tackled was complex; designing two different methods of data collection with 

other confounding factors such as cultural differences between the groups. Some themes 

emerged including the strong spiritual and religious beliefs giving support to the Kenyan 

patients who had very little access to other resources such as pain relief and physical care. 

This was in stark contrast to the Scottish patients whose experience of cancer care was 

very different despite having access to numerous services including good pain control 

drugs and advice, they still had a series of unmet needs; spiritual needs which were not 

met by family or the church. The effectiveness of using qualitative research methods to 

explore such complex issues was highlighted. Sensitivity to the situation and diagnosis of 

the patients was important in the approach to the patient and carer work being carried out 

in this study (Murray eta!., 2003).

In-depth interview studies have been also used when looking at information needs and 

information seeking behaviour of cancer patients (Leydon et a!., 2000). The first 24
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patients who were diagnosed with cancer within the previous 6 months were approached 

for recruitment and 17 consented to interview. The need for information for patients was 

regarded as essential; however, not ail the patients wanted all the information at the same 

time. Whilst this had been observed in clinical practice, the authors attempted to identify 

the differences, they divided the patients into three groups categorised by their 

overarching attitudes; Faith, Hope and Charity. The 'Faith' group represented patients who 

had faith in their doctors precluding them seeking extra information. 'Hope' represented 

patients who wanted to carry on life as normal which could be maintained by silence and 

avoidance of information particularly difficult or "dangerous". The patients within the 

'Charity' group recognised others needier than themselves and so did not want to use up 

information resource to preclude other patients accessing the information. These themes 

identified that patients have differing needs and broad policies such as "ail patients should 

receive information" does not address the needs of individual patients. However three 

themes from such a small group may not be generalisabie to the patient population; there 

is a need to further explore these themes, possibly using a survey/questionnaire. This 

method gave context and richness to data which could subsequently be used to in 

combination with quantitative work. It is important to recognise different requirements 

within a patient group (one size does not fit ail) and the need for using multiple methods 

to access different groups perspectives in differing ways when tackling complex issues.
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1.6 Healthcare professionals

The delivery of cancer care involves multidisciplinary teams as described in Table 2. This is 

not an exhaustive list but demonstrates the multidisciplinary nature of cancer care

Table 2 Cancer Multidisciplinary Team (Department of Health, 2004c)

Healthcare professional Role
Clinical radiologist In collaboration with the histopathologist aids 

in the diagnosis of cancer and monitors disease 
progression and response to treatments.

Histopathologist Provide the definitive cancer diagnosis through 
histological testing

Surgeon Removal of primary tumour or palliative 
surgery

Medical oncologist Manages the oncology patient through their 
chemotherapy and other anti cancer 
treatments

Clinical oncologist Management of oncology patient through 
radiotherapy treatment

Site Specific clinical nurse specialist Named nurse specialist guide patient through 
diagnosis and treatment.

Chemotherapy clinical nurse specialist Administers advice and guides the patient 
through their chemotherapy treatment and 
side effects of the treatment.

Oncology pharmacist Advise and guide on cancer drug treatments to 
professionals and patients

Radiotherapist Advise and administer radiotherapy treatment 
to patients

Palliative care nurse Provide support and symptom control for 
patients throughout their treatment but more 
particularly at the end of their journey.

General Practitioner Provide support to patient, refer the patient for 
diagnosis and treatment, treat and give 
support when at home.

District nurse Provide support and guidance at home

Newell et al (1998) studied perceptions and experiences from cancer patients' and medical 

oncologists perspectives in a cross sectional survey, which involved ascertaining perceived 

physical problems and psychosocial problems and compared them with the perceptions of 

the medical oncologists (Newell et aL, 1998). 204 patients and were approached in 'out

patients' for participation; 80% of those approached agreed to take part. The survey 

involved the patients answering a touch screen survey questionnaire which incorporated 

questions of demographics, the Hospital Anxiety Depression (HAD) score and Cancer 

Needs Questionnaire (CNQ), recognised survey tools. After the consultation 5 medical
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oncologists completed a questionnaire about their perceptions of the patients' needs 

producing a great variation in the results. Greatest sensitivity was shown in the medical 

oncologists' perceptions of the patients' physical needs with a much lower sensitivity to 

their psychosocial needs. This could be that the doctors were insensitive to the patients' 

psychological needs which needed to be addressed to improve care; or that a more 

multidisciplinary approach to the clinic may be needed where professional psychologists 

trained in these areas were also available to the clinic process to ensure all the aspects of 

the patients' care were addressed. There was also great variation between the doctors but 

this may have been influenced by the small number involved. There may have been 

benefit from work to describe the context of the clinics and patients to further inform the 

results. The findings demonstrate that a patient's and doctor's experiences of the same 

consultation are very different, and there is a need to evaluate the experiences of all 

involved in new models of ambulatory cancer care to provide health providers with an 

informed view and meaningful evaluations.

1.7 Summary

In summary, changes in cancer treatment, coupled with an ageing population means that 

increases in the incidence of cancer and complexities of treatment have had a huge impact 

on the delivery of care including the number of patients and the number of times each 

patient is treated in the out patient setting (Grothey et aL, 2004). As a consequence, 

chemotherapy units are working at maximum capacity throughout the NHS. The need to 

provide patients' with choice and equity of access to NHS services means new innovative 

ways of providing cancer services are essential and need to be evaluated. The government 

is making changes to try and tackle these issues and there is need to understand what 

these changes mean in practice from the perspectives of patient carers and healthcare 

professionals.
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Chapter 2

_______Research Questions, Aims and Objectives_______

Research Question

One of the key themes underpinning the development of the NHS is to explore novel ways 

of service delivery in the community to enhance convenience for patients and to ask is this 

possible with ambulatory chemotherapy? This study set out analyse the policies for these 

new ambulatory cancer developments through policy analysis and through and 

understanding of the perceptions of the patients, carers and healthcare professionals. This 

analysis was to identify the gaps between practise and policy when making these changes 

in service delivery.

The principal research questions:

i) What are the policy drivers for the development of new models of ambulatory 

care cancer care?

ii) What are perceptions of the patients and healthcare professionals of these 

developments to new models of ambulatory cancer care?

ill) Where are the gaps between practice and policy in the development of new

models of ambulatory cancer care?

No hypothesis will be tested within this study; instead work may produce hypotheses to 

describe a link between barriers to cancer care development and national drivers.

In order to answer these questions the study sought to evaluate the perceptions of the 

development of four new models of ambulatory cancer care, together with the current 

outpatient day case model. The evaluation focused on the identification of perceived 

barriers to these developments and explored possible mechanisms to overcome these 

barriers within the context of the organisational changes taking place within the NHS. It 

must be stressed that while the investigator was involved in the service developments, 

they were not involved in the service delivery, which minimised the biases involved.
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In order to achieve these aims the following objectives of the study were:

i) To appraise the national drivers for cancer care giving NHS organisational and

political context to the work.

ii) To evaluate the perspectives of healthcare professionals who would be

delivering the new services.

iii) To evaluate the perspectives of the patient and carers as users of the new

services and central to the development of any new service.

In order to meet the stated objectives, three studies were undertaken.
Table 3 Studies undertaken
study Aim Objectives

Appraisal of the 

national policy drivers 

for cancer care

To appraise the national policy 

drivers for cancer care with 

particular reference to ambulatory 

cancer care

To appraise the national drivers for cancer care 

To appraise the changes the national drivers for cancer 

care over the time of the study.

Evaluating the 

perspectives of 

healthcare 

professionals

To evaluate the perspectives of the 

healthcare professionals of the 

different models of ambulatory 

cancer care

To explore perceived advantages and disadvantages of 

the different models of care from the professionals' 

perspectives.

To identify blocks and barriers to the further 

development of the models of care from the 

professionals perspectives

To make recommendations for further implementation 

and changes from the evaluations.

Evaluating the 

perspectives of 

patients and carers

To evaluate the perspectives of the 

patients and carers of the different 

models of ambulatory cancer care.

To gain an insight into the patients' and carer's 

experiences of the different models of care.

To explore the perceived advantages and 

disadvantages of the different models of care from the 

patients' and carers' perspectives.

To identify perceived blocks and barriers to the further 

development of the models of care from the patient 

and carer perspectives.

To make recommendations for further implementation 

and changes from the evaluations.

The philosophical and theoretical frameworks underpinning the work and mixed method

approach are appraised in Chapter 3.
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Chapter 3 

Materials and Methods

3.1 Philosophical and Theoretical Approaches to the Evaluation

As described In Chapter 1, the evaluation of new models of care Is complex. Evaluating 

service developments In the health service could utilise several applications of philosophy 

and theory. Including positivism, functionalism, critical thinking, social constructivism and 

post-modernism. The application of these approaches In this main study are reviewed and 

appraised below.

3.1.1 Positivism

Positivism Is based on an approach that alms to discover general laws about relationships 

between phenomena, particularly cause and effect (Alderson, 1998). It Is used In theories 

that are open and subjected to tests to take away the elements of value judgement and 

make objective measurements (Bowling 2004). These studies require control of variables 

through experimental design or through statistical analysis of a large number of cases In 

survey research and employ quantitative techniques. Every attempt Is made to eliminate 

the effect of the observer to ensure reproducibility by others. This approach Is problematic 

when explicit and standardised procedures are not employed, such as participant 

observation, as It Is Impossible to know how to Interpret the data.

This positivist approach has been criticised In social science as It can often only provide 

superficial facts and does not Investigate the causes and meanings to the Individual that 

underlay the findings. Social science rejects the stimulus-response model and takes the 

Interactlonlst view that people Interpret stimuli and that human actions are based on, or 

are Influenced by, social meaning. That Is Influenced by Intentions, motives beliefs, rules 

and values. Additionally, these Interpretations of stimuli are constantly under revision as 

events unfold and shape the actions of the Individual. Different stimuli mean different 

things to different people. Within the Positivists' approach, language Is seen as a resource 

for discovering reality and science Is a way of relieving suffering (Seale, 1998). One study 

In this thesis Involved the evaluation of patients' and healthcare professionals' perceptions
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and required an understanding of the different perspectives of the various "stakeholders" 

within the service. A purely positivist approach to this work would mean the inherent 

values and beliefs could be lost, so therefore was not the approach of choice.

3.1.2 Functionalism

Another approach would be to view the work from a functionalist perspective. 

Functionalism defines society as a single organism where every part functions to the 

benefit of the other (Alderson, 1998). This method takes philosophical approach of that of 

John Dewey, a philosopher and psychologist from the early 20̂ *’ century, who linked the 

processes of enquiry and learning to Darwin's naturalistic approach, which links a 

pragmatic problem solving approach to learning and invention; where methods and ideas 

involved in overcoming a problem are embedded in the person's previous experience and 

learning. This approach has been criticised as unrealistic- people do not passively respond 

to their environment, nor do they all work at the same rate with the same aim in mind, to 

allow the 'organism' to function as a whole (Morgan 1997).

An example of a functionalist approach within the context of healthcare could be a patient 

being told that their treatment will be good for them and being told by the doctor how to 

take it, expecting them to passively follow orders. However, this does not reflect reality as 

the patient is not a passive partner in the doctor/patient relationship and this approach 

does not take into account the patient's view; i.e. do they consider themselves ill? Do they 

want to be seen as ill? Or do they want to take these treatments? And if so, will they take 

and use the treatment in the way that has been advocated for the best clinical response? 

(Alderson, 1998; Bowling 2004).

This concept that respondents are passive to their environments has been discussed in 

organisational change theory where the organisation is regarded as a living organism and 

biological rules are applied. They are described as living in a competitive environment, 

within the notion of the "survival of the fittest." Criticisms of this approach are 

underpinned by the element of choice: that people and organisations do not react 

passively to the pressures of the environment, but work coilaborativeiy and change in
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reaction to external pressures. These factors mean that the survival of the fittest is not 

relevant, it is, in fact, survival of those that "best fit" (Morgan 1997).

3.1.3 Critical Thinking

The functionalist and positivist approaches do not acknowledge the political context of 

research. Political theories were, acknowledged by the Frankfurt School, heavily influenced 

by the work of Marx and Engels, when developing Critical Thinking. This theory seeks to 

make sense of an experience as a collection of many factions competing for power and 

resource. This approach is seen as a way of making valid sense of people's experiences. 

Here, people outside the norm are not seen as social deviants but are a result of 

circumstances e.g. poverty. The sick and disabled are regarded as a valuable source of 

knowledge through their unique experience of adversity. Hammersley and Atkinson (2003) 

described the work of scientists as based on theoretical suppositions about the world, not 

on theoretical research but within the acceptable social and political norms of the time. 

Scientific revolution was not a gradual evolution but was punctuated by challenges to 

paradigms within the political context of accepted norms allowing new paradigms to 

emerge and replace the old; an example was Newtonian physics being replaced by 

relativity and quantum physics.

Critical Thinking acknowledged the political nature and science of society where values 

were themselves facts and an understanding of these gave a true understanding of the 

current social conditions, their past and future. These facts could then be used as a basis 

for action to transform the world and achieve human self-realization. Sarup (1992) 

describes how this philosophical approach was refuted later by existentialists such as 

Satre, who believed in the unique and isolated experience of an individual within a hostile 

and indifferent universe. Such philosophers stressed that the individual had freedom of 

choice rather than just passively responding to an external changing environment, unlike 

critical thinking where understanding of society and change would inevitably lead a better 

society. This study is being carried out within the context of the changing NHS which 

requires acknowledgment and understanding. The functionalist and critical thinking 

approaches do not acknowledge the individuals involved, whom may have a differing 

views and experiences which are important to the work.
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3.1.4 Social constructivism

Social constructivism proposes that no single view or truth is valid alone; instead a range 

of views can be valid in different ways. This approach recognises that there are no neutral 

or objective approaches, an acknowledged criticism of positivism (Alderson, 1998). It 

could be viewed that a hypothesis being tested in positivist research is developed by the 

researcher making value judgements and is not therefore not completely objective. This is 

recognised in some measure when designing studies where methods are derived to 

control confounding factors (Hammersley and Atkinson 2003). Other philosophical 

viewpoints look at the use of language as a way of individuals constructing identities by 

telling and retelling narratives about themselves as described by postmodernist movement 

(Seale, 1998). Social constructivism's philosophical viewpoint was adopted in this study: 

different perspectives were viewed as valid; and narratives were used to explore 

perspectives and perceptions.

3.1.5 Postmodernism

Foucault was one of the philosophers involved in the development of postmodernism; this 

theoretical framework considered elements of critical thinking without a political 

dimension. These were seen as becoming outmoded following changes in capitalism 

through the evolution of the early 20̂  ̂ century class structures to multinational 

corporations. In Marxist philosophy, society continually developed and improved through 

the ages. Postmodernist thinking was that power is not linked to the social and capitalist 

structures as in critical thinking instead but that links exist between knowledge and power, 

as expressed by Foucault. This approach discussed political power as well as the interplay 

between knowledge and power: where power is not exercised without knowledge and it is 

impossible for knowledge not to engender power. Further to this, postmodernism 

describes how complex differential power relationships extend to every aspect of our 

social, cultural and political lives involving all manner of (often contradictory) "subject 

positions". History, literature and story telling are seen to have important functions in 

postmodernism as they provide discourses of experiences by discussing them. Qualitative 

research techniques such as interviews are often used to evaluate such perceptions (Sarup 

1992). This approach considered that society was not necessarily developing and
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improving but instead was an amalgam of changing accepted norms and behaviours 

developed by laws and cultural acceptances (Sarup 1992). The overall view was that 

changes affect all aspects of society both for good and III.

3.1.6 Applying the theories and philosophies to this evaluation

Studies In this thesis were carried out during a time of huge change In the NHS. As 

described, the changes taking place within the NHS and within the organisations are 

driven by the Government to develop a modern fast-changing and responsive service. In 

organisational theory, this Is described as "organic", and could also be viewed In 

postmodernist terms where people and power relationships are different within different 

situations all Intertwined with power. In this context this could Include the development of 

Informed patients with power to negotiate and Influence their treatment and their position 

In society (Department of Health, 2000a; Department of Health, 2000b). A view from a 

range of healthcare professionals, patients and carers were Included throughout the 

evaluation.

In this thesis, the process of evaluation was further complicated. Not only did It Involve 

the perspectives of different Individuals, but the various evaluations were undertaken by 

the Researcher who was developing the services. There was of course, potential for bias In 

the research as the researcher had a vested Interest In the success of the new services, 

which could have potentially affected the ways views and Information were derived. In 

ethnography reflexlvlty In research Is advocated: there Is an understanding that all 

researchers Influence the observations and participant "effects" must be acknowledged. It 

Is also accepted that researcher effects cannot be removed, but Instead are minimised. 

Having a specific Ideology to frame the work was actively used, for example researching a 

question from a Marxist or Feminist perspective and using the research as an Instrument 

for change (Hammersley and Atkinson, 2003).

It should be noted research Is always affected by values and always has political 

consequence. There are advantages when a researcher Is embedded In the service as they 

have a deep understanding of the complex Issues Involved (Jarvis 1999). In this study, this
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meant the Researcher was required to take responsibility for their own values and the 

effects of their work. Being embedded within a culture of study has been used by 

anthropologists and also in sociological studies and was pioneered by the Chicago School 

of Sociology (Hammersley and Atkinson, 2003). Observations of behaviours by external 

researchers also has advantages in that the researcher does not have a vested interest in 

the service but it has been acknowledged that this type of observation can change 

behaviours and can lead to suspicion on behalf of those under observation; for example 

does the work have an impact on the permanence of their jobs? Both types of research 

have their difficulties and limitations; however understandings of these have to be 

acknowledged as part of the research and the learning process.

In social science, and increasingly in health service research, a mixed method approach 

has been increasingly adopted: using a combination of both qualitative and quantitative 

techniques (Hanson eta!., 2005; Moran-Ellis eta!., 2006; Petter and Gallivan, 2004). The 

different philosophies described (that are mirrored in society) mean that accessing 

information and data to meet the objectives required multiple methodologies. We argue 

that using postmodernist and constructionist theories to underpin complex multifaceted 

changing health services (in particular cancer care) will encourage a deeper understanding 

of the effects of these changes. Additionally, multiple methods provides context and 

understanding to the service development and provision described in this study (Morgan 

1997; Seale, 1998).

As individuals we constantly seek to make sense of our circumstance and so interpret 

rather than really perceive the world around us. In order to reflect this within the research 

context there is an argument put forward that "research is more a craft than a slavish 

adherence to methodological rules. No study conforms exactly to a standard methodology: 

each one calls for the researcher to adapt to the peculiarities of the setting" (Green, 2005; 

Miles and Huberman, 1994). Since the 1980s, scholars have been concerned that 

researchers were indiscriminately mixing research methods in ways that were not 

necessarily defensible (Hanson et aL, 2005). Arising from these concerns, frameworks of 

mixed method design were developed. These frameworks are not mutually exclusive as 

new ways of mixing methods are to be found in the literature; however they provide a 

guide for researchers (Greene etaL, 1989).
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3.2 Mixed Method Frameworks

Described below are some mixed methods frameworks that can be used in researching 

complex areas. They include complementarity, triangulation, development, initiation and 

expansion.

Table 4 Mixed Methods Frameworks

Framework Description Use in this study
Complementarity This research design uses mixed methods to provide 

additional richness and detail to better understand 
phenomenon. The strengths of one method are used 
to enhance the performance of another. (Petter and 
Gallivan, 2004).

This method has been described in a study of HIV 
patients who were asked to complete a diary. This 
diary had specific fields for the patients to complete 
but also had a space for narrative which gave a 
qualitative unstructured element to the research 
complementing the more quantitative data collection 
of the structured fields (Moran-Ellis etaL, 2006).

In this study the mixed method 
framework of complementarity was 
used where the qualitative data was 
used to complement the quantitative 
data by providing values in addition to 
factual data, thus adding to the 
understanding of the complex 
evaluation being studied

Triangulation A triangulation framework describes the combining of 
methods where the weaknesses of each method are 
countered by the strengths of another in order to 
achieve the goal of triangulation that of convergent 
validity and reduce bias (Petter and Gallivan, 2004).

In this study the multiple methods 
used to gain insight from all 
perspectives were then triangulated to 
identify gaps and tensions between 
practice and policy. This method 
countered the weakness of purely 
looking at developments from a single 
perspective but provided a more 
complete view and understanding.

Development This is where the results of one method (usually the 
secondary method) help the development of the 
primary study. An example of using this would be the 
use of a focus group to develop a questionnaire 
(Oppenheim, 1999; Petter and Gallivan, 2004).

In this study the different methods 
were applied to different groups for 
access rather than the development of 
an overall single method of study and 
no method was secondary to another.

Initiation This has the opposite goal to triangulation, i.e. its 
purpose is to uncover paradox and contradiction in 
order to give a new understanding to a problem 
helping reframe research questions. Mixed methods 
enable researchers gain new insights into information 
and reframe their understanding of the original 
problem (Petter and Gallivan, 2004).

In this study paradox and contradiction 
were possible findings.

However the purpose of the evaluation 
was open to other findings and 
therefore this framework was not 
adopted for this study

Expansion This framework can be used to expand both the scope 
and breadth of a problem by studying multiple 
phenomena with the aim of providing a more 
comprehensive solution or understanding of a problem 
(Greene at aL, 1989; Petter and Gallivan, 2004).

A consequence of the complementarity 
framework was an expansion of 
understanding within the evaluative 
study but was not the primary 
framework of mixed methodology.

In the Moran-Ellis et al (2006) paper all the different methods described are contested as 

a true framework but that they are all, in fact, all forms of mixed method integration that 

are integrated in different ways and at different points in the research process. They 

argue that as long as it is clear at what point this integration takes place integrated 

research can describe all mixed method research (Moran-Ellis et aL, 2006). It may 

therefore be possible to describe this work as either mixed method or integrated research.
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In this study we have described the methods as mixed method research. The various 

methods are used in this study are described in section 3.3.

3.3 Ethics Approval Process

Approval was sought and obtained via the Local Research and Ethics Committee. Initially 

the study was presented as a feasibility study where it was deemed to be and audit and 

received approval on this basis (Appendix 1).

Figure 11 shows the order of the studies were designed and conducted when the 

appropriate approval were sought and obtained. The studies took place 2003-2007, 

throughout the study period each sub-study was presented to the Local Ethics Committee 

(appendices 2, 3 and 4). Whilst this was a process and indeed more administrative and 

cumbersome than 1 ethics approval this was a response to the Trusts requirements.

Figure 8 Ethics Approval Process
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3.4 Methods

Mixed methods used for the evaluation of the development new models of cancer care

Framework developed 
used for patient and carers

Change in 
theme over 

time

Evaluating the 
perspectives of 

healthcare 
professionals

"Appraisal of th^  
national policy 

drivers for 
y cancer care ,

Evaluating the\ 
perspectives of 

patients and 
V carers /

Summary
findings Summary

findings
Summary
findings

Content
analysis

Interviews
Focus

Groups

Thematic
framework
Analysis

Thematic
framework

analysis

Interviews 
Focus groups 
Questionnaires

Triangulation of 
results comparing 
and contrasting 

summary findings.

them atic analysis  
to develop  
fram ew ork

Thematic
framework

analysis

Figure 9 Methods used In this study

The following sections of this chapter describe the materials used in this study and the 

multimethod research used to describe views and perspectives of the different models of 

care. These methods are a mixture of qualitative and quantitative measures giving 

differing perspectives of the work.
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3.4.1 Questionnaires

Questionnaires are one method for coilecting data for surveys. When designing 

questionnaires severai aspects have to be taken into consideration. Firstly, why is a 

questionnaire being used rather than another data collection technique? In this study the 

questionnaire was used as a way of accessing a large number of participants in order to 

obtain a broad cross section of views and ideas from the representatives of the 

populations being studied. Secondly, the method of participant selection must be clear as 

varies according to the population being sampled. Once these two questions have been 

addressed the development of the questionnaire must include considerations as to 

whether the questionnaire has a clear stated purpose, the length and duration of the 

questionnaire, the sequencing or modules of questions, types of questions i.e. open, 

closed or pre-coded, how will the questionnaire be completed and finally how and will 

anonymity and confidentiality be guaranteed. From these considerations it is clear that 

questionnaires can take many forms. In this study severai types of questionnaire were 

used (Oppenheim, 1999; Polgar and Thomas, 2000).

3.4.1.1 The GP Questionnaire

Postal questionnaires were used to access perspectives of both General Practitioners (GPs) 

and Macmillan Nurses to reach the wide geographical area in which the GPs and Macmillan 

Nurses worked. The geographical areas covered were identified by the referral patterns of 

the patients and included Camden, Islington and Haringey Primary Care Trusts. The postal 

questionnaire minimised the impact of the researcher's personal involvement in the service 

development, but the results were still potentially affected by the participants' views of the 

Whittington Hospital as an organisation.

It is widely acknowledged that postal questionnaires can have a low response rate which 

may introduce a bias in the results by only representing the views of a particularly 

motivated group within the sample accessed (Edwards et aL, 2002). The questionnaire 

was piloted to ensure face and content validity and then questionnaires sent to ail GPs 

working in the areas described on the national database and the Nurses from the PCTs. 

The questionnaire clearly stated a link to the funding body Macmillan Cancer Relief which 

was important as the charity has a positive reputation and could potentially increase the
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incentive for response and engagement in the subject. Other issues that may have 

affected response rate were that the researcher was not available to offer explanations, 

address misunderstandings or control the order in which questions are answered. Whilst 

the limitations of postal questionnaires have been acknowledged, it was still considered a 

useful method for accessing these large groups of professionals (Oppenheim, 1999).

The development of the GP questionnaire is represented diagrammatically in figure 9. This 

describes the piloting process, the failure of the questionnaire administered to the group 

and the move to a postal questionnaire as the method to obtain the GP views. The 

questionnaire was conducted in 2004/2005. The process of approval is described in 

section 3.3.

3.4.1.2 Nurse Questionnaire

A group administered questionnaire was used to access the perspectives of district nurses 

and Macmillan nurses from Barnet, Haringey, Camden and Islington Primary Care Trusts, 

all of whom refer patients for cancer treatment to the North London Cancer Network and 

Whittington Hospital. As postal and e mailing of questionnaires had resulted in a very poor 

response rate (2 returned out 58 sent), it was therefore, appropriate to organise a group 

meeting where views could be sought. The development of this is outlined in figure 10.

Following an explanation and a briefing (appendix 10) the nurses at the meeting were 

asked to complete the previous piloted questionnaire. This allowed for explanation to 

individuals as well as the opportunity to ensure completeness, which was not possible with 

the postal surveys. A disadvantage of this method was the potential for contamination by 

participants reading out questionnaires to one another, copying and talking which is 

known to often occur (Oppenheim, 1999). Despite these disadvantages, this method 

provided insight into the perspectives of a group of healthcare professionals that care for 

cancer patients in primary care, a key sector in the developments of cancer chemotherapy 

delivery.
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Figure 10 Development of the GP questionnaire
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Figure 11 Development of nurse questionnaire
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3.4.2 Focus groups

A focus group is a way of accessing different groups' perceptions and views (Samuels et 

aL, 2005). In this study focus groups were used to gain more in depth access to a number 

of the professional groups and complemented the quantitative survey data.

The focus groups were facilitated by the main investigator who introduced the service 

developments under discussion. Here, this approach differs from an interview as the group 

interact with one another with the potential to affect each other's responses. This method 

had the advantage of taking some control from the main investigator as they were not the 

central focus of the process thus reducing the conflict of the dual role of main investigator 

and service developer. The interactive qualities of the focus group gave insights into how 

and why the healthcare professionals thought the way they did and gave an 

understanding of their priorities. Focus groups are used in marketing and media research 

as a valuable way of exploring people's cultural values that may be more sensitive for 

people to discuss in a one to one interview. They have been used frequently in health 

service research and they provide rich data and insight and interpretations from the 

participants (Polgar and Thomas, 2000).

There were potential limitations to this technique. There may have been an inhibitory 

effect rather than a liberating effect on some participants as they become dominated by 

some individuals. In order to counteract this strong facilitation and a small enough group 

to allow all members to speak (6 to 12 participants) were used, whenever possible, as 

recommended by Samuels et al. (2005). Another limitation of focus groups can be the loss 

of extreme views as a group consensus is usually expressed and an element of 

confidentiality is also lost (Samuels etaL, 2005). An additional confounding factor may be 

if the members of the groups know each other, which may introduce dynamics that affect 

the behaviours, which subsequently affect the findings. With patient or carer groups this is 

less likely as their recruitment is based on being treated at the hospital, but with 

professionals, there maybe hierarchical issues that result in professional isolation if 

differences from the groups are expressed (Bowling, 2002). Throughout the study, the 

conduct of the groups (length and data recording) varied due to the practical constraints
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of carrying out research in the clinical setting. This was used for patient and professional 

groups as detailed in appendices 5 and 6 between 2004 and 2007.

3.4.3 Interviews

Interviews are recognised as time consuming and that the analysis can be difficult, 

however, despite these difficulties, they can provide rich qualitative data that draw out 

important themes other methods do not access (Bowling, 2002; Moran-Ellis et a!., 2006; 

Polgar and Thomas, 2000; Samuels eta!., 2005).

Interviews are usually classified into two broad categories; either structured or 

unstructured (Bowling, 2002). In the patient and carer study a structured interview 

schedule was based on the objectives of the study to explore the patients' views of the 

models of care and on the issues raised by the report "Tackling cancer: improving the 

patient journey" (National Audit Office, 2005). The interview schedule aimed to provide 

structure to the interview while being open enough to allow exploration with further 

questions to clarify points, follow up or gain further information. Structured interviews are 

controlled by the interviewer and have the potential to lose some perspectives that may 

be important to the interviewee. An additional measure to reduce lost data included asking 

the interviewee if there were any other aspects of their chemotherapy treatment 

experience they wanted to discuss.

These interviews were then transcribed and a sample of the transcripts checked and 

verified by a neutral and experienced researcher for accuracy. Recording also allowed 

external verification of the contents and analysis. In order to check whether this technique 

was inhibitory, the tape was switched off at the end of the interview and the subject asked 

if they had anything they wished to add. Contemporaneous notes were taken throughout 

these sections, analysed for any emerging themes and used to check the validity and 

complement the taped findings.

Structured interviews were also used in the study evaluating the perspectives of the 

healthcare professionals. The structure was based on the emergent themes in the 

developmental stages of the study as described in Section 3.5 Process of data analysis.
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All were taped and transcribed except for the telephone interview with the pharmacist and 

involved writing notes after the interview. This had problems as the items recoded are 

selected by the interviewer and may not cover all the same points with each interview. In 

work undertaken looking at patients' notes researchers have found that not always the 

same information is recorded for each patient. This method also has the disadvantage of 

no external verification process however, in this study several methods were used taking a 

pragmatic approach using techniques dependent on the situation. This was used for 

patients and professionals as detailed in appendices 7 and 8 between 2005 and 2007.

3.5 Process of Data Analysis

The focus and nominal group work was an initial part of the study and was structured 

using the mixed method development framework.

Analysis of focus group data can vary: here analysis of field notes were used and 

emergent themes developed using a grounded approach. The themes that emerged from 

this work were then used to develop the constructivist framework for analysis and formed 

the basis of the interview structure. The predominant method was thematic framework 

analysis: one designed from the emergent themes of the initial phase and the other from 

the predominant themes from the analysis of government policies in order to meet the 

objectives of this study.

The 'policy driver' thematic framework analysis and 'changes over time' from Chapter 4 

were triangulated with the healthcare professionals and patient and carer studies and 

presented in Chapter 7. More detail around the specifics for analysis of these is described 

in 4.2.

The thematic framework analysis approach involved five stages. These included 

familiarisation; identification of the thematic framework; indexing; charting and mapping; 

and interpretation (Pope et a/,2000). Familiarisation is described as immersion in the raw 

material, such as tapes, transcripts and study notes. The priori issues described in the 

aims and objectives of this study, developed as a consequence of the initial developmental 

work provided thematic frameworks for the analysis. Indexing was applied to the data
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using the framework. This was followed by charting which involved rearranging the data 

according to the appropriate part of the framework. Finally, the charts were used to define 

the concepts and to map the range of phenomena discovered (Pope etaL, 2000).

The main investigator, who conducted the interviews, also had been involved in the 

development of the service and may have affected the interviewee responses to the 

questions as they may have had a prior relationship with the main investigator. This was 

countered by the fact that the researcher's relationship with the interviewee may have 

made them more comfortable and more open to discussion around their experience. Not 

all the patients had been in contact with the researcher as part of their treatment, 

therefore those interviews added balance to the results. This contact was recorded as part 

of the analysis. The effects of the dual role of research and practitioner have been 

discussed in Section 3.1.6

3.6 Materials

The materials are described and discussed within the context of this study.

3.6.1 Department of Health

The Government has made the development of a modern 21^ century health service a 

priority in plans laid out in the NHS plan (Department of Health, 2000a). In the Cancer 

Plan produced in the same year one of the priorities the government recognised was to 

modernise cancer treatment so that the survival rates of patients in the UK matched those 

of the rest of Western Europe (Department of Health, 2000b). In the previous year the 

government had highlighted the importance of a high quality service placing the patient at 

the heart of treatments (Department of Health, 1999). In this study analysis of the 

government polices was undertaken in detail in Chapter 4.

3.6.2 North London Cancer Network

The cancer networks are organisational structures that were set up by the government to 

implement its Cancer Plan 2000 (Department of Health, 2000b). The North London Cancer 

Network consists of a number primary and secondary care organisations as listed in table 

5.
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Table 5 Organisations that make up the North London Cancer Network (2006)
Primary Care Trusts Secondary Care Trusts
Barnet Barnet and Chase Farm Hospital Trust
Enfield North Middlesex Hospital trust
Haringey Princess Alexandra Hospital Trust
Islington Royal Free Hospital Trust
Harlow University College London Hospitals Trust
Epping Whittington Hospital Trust
(The North London Cancer Network, 2006)

The North London Cancer Network has the dual aim of both preventing the incidence of 

cancer in the population by helping people to lead healthier lives and ensuring cancer 

patients have prompt access to high quality treatment and care.

The resident population the network serves is approximately 1.2 million and is summarised 

in Table 6:

Table 6 Resident population of the North London Cancer Network.
Borough Males Females Total

0-14 15-64 65+ 0-14 15-64 65+
Barnet 30603 100498 18688 29446 108520 26806 314561
Enfield 27571 87487 15653 26823 93977 22052 273563
Haringey 14313 80319 9018 14103 86600 12157 216510
Camden 15806 145546 9117 15459 75084 12099 273111
Islington 15523 60943 7742 15050 66286 10243 175787
TOTALS 103816 474793 60218 100881 430467 83357 1253532
Reproduced from the North London Cancer Network Website. (The North 
2006)

London Cancer Network,

The Network's primary catchment population is encompassed by the boundaries of the 

following primary care Trusts; Barnet, Camden, Islington, Enfield and Haringey. In the 

case of Barnet Primary Care Trust a significant number of non-surgical oncology patients 

are treated at Mount Vernon Hospital which is not part of the NLCN.

The Princess Alexandra Hospital serves a different area to other members for the network 

these are the neighbouring communities of north and west London, Hertfordshire and 

Essex.

For specialist services, the Network serves a much larger population extending beyond the 

London Region and in some instances a national service is provided. (The North London 

Cancer Network, 2006)

53



3.6.3 The Whittington Hospital NHS Trust

The Whittington hospital is a 470 bed teaching hospital which predominantly serves the 

populations of North Islington and West Haringey, a population of approximately 300,000. 

This population is very mixed both in socio-economic status and ethnic origin. Small 

numbers of patients from Barnet and Camden are also treated at the Whittington. (The 

Whittington Hospital, 2006)

3.6.3.1 The Whittington Hospital Cancer Unit

The Whittington Hospital Oncology Department is a designated cancer unit that diagnoses 

400 new cancers each year. The unit treats colorectal, breast and lung cancers as well as 

haematological malignancies (Ireland, 2005). Currently the facilities of the unit include an 

oncology, haematology ward located adjacent to an eight chair outpatient chemotherapy 

suite where patients are treated with chemotherapy and supportive care therapies. In 

January 2007 a new chemotherapy suite was opened in the new building which increased 

the number of treatment chairs to ten. As part of the new build the Whittington would be 

further developing its services to include an ambulatory centre (The Whittington Hospital, 

2006).

In 2004 the unit administered 2035 chemotherapy doses equating to 28 patient visits per 

week. The unit also saw an additional 12 patients per week for supportive care; symptom 

control and other palliative care treatments.

The patients that the Whittington serves are from a concentrated geographical area 

(Taylor, 2002; The Whittington Hospital, 2006) and the ambulatory care models discussed 

in this study were based on research carried out within the community the cancer unit 

serves.

3.6.4 Macmillan Cancer Support

Macmillan is a cancer charity that was established in 1911 and started with providing 

information and financial help to patients. Since this time it has expanded and provided 

financial support and pioneered new approaches to cancer care. The vision of Macmillan is 

described by the charity as being encapsulated in this statement:
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"Imagine a time when every person in the land has equal and ready access to the best 

information, treatment and care for cancer and unnecessary levels of fear are set aside" 

The corporate plan for Macmillan 2002-2006 included enabling people affected by cancer 

to have their treatment and care as when they wished.

Within the corporate plan there were a number of aims including the development of high 

quality care and practical support to all across the spectrum of cancer care, with particular 

emphasis on services in the community. Macmillan identified challenges to this aim 

including making services accessible to all and the development of patient centred services 

(Macmillan Cancer Relief, 2001).

This study involving the development of alternative models of chemotherapy and 

supportive care administration allowing the patient choice, with development around 

patient need, would help inform Macmillan in their work to reach their aim and was 

funded by the charity.

3.6.5 Patients and Carers

The patients that the Whittington Cancer Unit serves come predominantly from Islington 

and Haringey. These areas of London rank in the worst ten percent nationally in the Index 

of Multiple Deprivation which includes a wide range of income, health and other 

deprivation Indicators. Haringey and Islington have a transient population including 

refugees and asylum seekers which may go underreported as they have not registered for 

national statistics. For many communities in North London including Islington and 

Haringey English is a second language and routine screening is historically difficult to 

implement in these areas. (The North London Cancer Network, 2006; Office for National 

Statistics, 2006).

55



Chapter 4 

Appraisal of the national policy drivers for cancer care

The current government has produced a raft of policy documents to facilitate major health 

reforms; within which are included new models of ambulatory cancer care. Within 

organisational change theory, we can view this as the Government moving the NHS from a 

mechanistic to an organic organisation. The overall aims of the study were to analyse 

policy for these developments and to explore gaps between practice and policy.

4.1 Aims and Objectives

The aims of this study were to appraise the national policy drivers for cancer care with 

particular reference to ambulatory cancer care.

The objectives were:

1. To appraise national drivers for cancer care

2. To appraise the changes the national drivers for cancer care over the time of the 

study.

3. To focus on the impact of policy on ambulatory cancer care.

4.2 Method of Anaiysis

The analysis was undertaken manually to ensure the investigator was able to immerse 

themselves in the data and carried out in three phases.

Phase 1 consisted of a content analysis of 4 policies. The themes emerged through 

manual description and iteration and were developed into a thematic framework (Table 7), 

which was used for a thematic framework analysis (Miles and Huberman, 1994) in phase 

2, of the remaining policies listed in Table 8. The analysis was carried manually through 

immersion and familiarisation in the policy papers then by highlighting themes and 

bringing them together. Finally, phase 3 consisted of a manual analysis of the changes in 

themes over time and the results were presented as diagrams in section 4.3.3. The results 

of phase 3 were then triangulated in Chapter 7 with the results of analyses from the
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healthcare professionals and patient and carer studies. This comprised the multi-method 

research approach.

Figure 12 Study design

Study design for appraisal of the national policy drivers
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Key:

PI A Policy Framework for Commissioning Cancer Services EL(95)51 (commonly known as the Caiman Mine Report)
P2 Clinical Governance: Quality in the New NHS
P3 NHS Plan A plan for investment -  A plan for reform
P4 NHS Cancer Plan
P5 A Spoonful of sugar. Medicines Management in NHS Hospitals
P6 A Vision for Pharmacy in the New NHS
P7 Variations in Use of Cancer Drugs
P8 The NHS Improvement Plan. Putting People at the Heart of Public Services
P9 24:7 access to primary care
PIO The National Institute for Clinical Excellence Guidance on Cancer Services; Improving Supportive and Palliative Care

for Adults with Cancer 
P ll "Now I  feel tall" What a Patient Led NHS Feels Like
P12 Our Health, Our Care, Our Say : making it happen
P13 Implementing care closer to home- providing quality care for patients: A national framework for pharmacists with

special interests 
P14 Healthcare for London a Framework for Action

PIS Cancer Reform Strategy

The combined approach of using a complementarity framework minimised the reductionist 

effect of the content analysis, which is an acknowledged 'side effect' of applying themes 

and frameworks to data (Greenhaigh and Taylor, 1997).

To gain and overview of the national perspective, papers were identified that outlined the 

changes the current Government wanted to make to the NHS as a whole as well as those 

directly associated with cancer care. The Caiman Mine Report (1995) was also included 

because despite preceding the current Government, the changes to cancer care initiated 

by this report were used as the basis for development by the current administration.

The initial anaiysis resulted in themes which were then grouped for comparison and 

contrast (Bowling, 2004). The organisational change framework was applied to the 

changes in the NHS moving from a mechanistic to an organic organisation, and a 

postmodernist perspective of the changes and how they related to changes in knowledge 

and power (described in Chapter 3 section 3.1.6).

The policies above provided the context and framework within which new models for 

ambulatory care were developed
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4.3 Results

4.3.1 Phase 1 Content Analysis

The following 4 policies were analysed:

A Policy Framework for Commissioning Cancer Services EL (95)51 (Department of 

Health/Welsh Office, 1995) was chosen as this was where the development of the cancer 

centre and unit model was first developed and is central to cancer care organisation.

Clinical Governance: Quality in the New NHS this was chosen as this was the new 

Government's policy to drive quality in the NHS (Department of Health, 1999).

NHS Plan A plan for investment -  A plan for reform this paper was the general policy 

paper describing the current Government's view of the 'new' NHS (Department of Health, 

2000a).

NHS Cancer Plan was chosen as it represented the current Government's views on cancer 

services in the NHS its future direction and built on the previous government 1995 report 

described above (Department of Health, 2000b).

The results of the analysis produced the emergent themes and subthemes summarised in 

Table 7 and formed the thematic framework that was used to analyse the policies.
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Table 7 Thematic framework used for analysis of the policy papers

Themes Sub themes DescriDlOr
Developing modern 
visionary services

NHS cancer as a 
priority

Identifies cancer as a disease that needs to be tackled as a matter of priority for 
the NHS

21* century 
modern service

Describes developments in the NHS to equip the organisation for the future.

Standards and 
excellence for all

NICE The development or role of the National Institute for Health and Clinical 
Excellence in developing guidelines or tackling quality of care

Standards and 
quality

Describes ensuring quality for all patients in care and a reduction in the 
variability of care

Postcode
prescribing

Identified variations due to geographical locations in care availability and the 
mechanisms being introduced to tackle this problem.

Clinical governance Described means of ensuring safety and risk reduction to patients with quality 
assurance measures

Leadership Changes of service provision that needed organisation in specific ways with 
specified leadership.

Getting services to 
the patient

Local services This theme describes developments in provision of services locally to the patient.
Patient centred Patient specifically mentioned as being in the centre of the service provision 

decision process was coded as a sub theme.
Responsive Themes that described a service that could respond quickly to local need or 

patient need were coded as responsive.
Equity of access Where access to services through drug treatments, location or socio economic 

group was discussed; these were coded as equity of access.
Primary care This sub theme described changes or work directly linked to primary care 

changes, developments and interfaced with secondary care.
Empowering patients 
for new ways of 
delivery

Self care Patients being able to take on care themselves and management of disease 
these topics were coded as the sub them of self-care.

Information Information has been described as vital for patients both in terms of 
empowerment and choice. Information provision described in relation to patients 
was coded under this sub theme.

Choice Description of patient choice in terms of primary secondary and information was 
coded within this sub theme.

Dignity, security 
and independence

This sub theme described the ways that patients and carers should be treated.

Financial
management

Payment by results Changes in the finance of the NHS are linked to a new payment system called 
payment by results. This new system was coded in to this sub theme.

Funding Funding streams and allocated moneys for Government developments were 
mentioned in papers that were not linked to payment by results and were coded 
into this category.

Private sector Any work described work or funding associated with the private sector was 
coded into this sub theme.

Professional 
management 
(ensuring the 
workforce are ready 
to deliver patient 
care)

Capacity Sections that describe issues or methods to tackle the capacity of the NHS in 
provision of services or cancer services.

Pharmacists and 
pharmacy roles

Any developments within pharmacists' roles or pharmacy departments described 
in the papers analysed.

Multidisciplinary
working

Developments that included multidisciplinary working which may involve 
changing or overlapping roles were coded into this sub theme.

Developing cancer 
care for the future

Research The importance or relevance of research in new developments or cancer care 
were coded into this sub theme

New Models This sub theme was used to code any work that described new ways or working 
and service development.

Use of technology The use of new technology or technological developments within service 
provision was coded into this sub theme.
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4.3.2 Phase 2 Thematic Framework Analysis
Using the thematic framework developed the following policy documents were analysed 

using the methodology described in Chapter 3.

Table 8 The policy documents analysed
Year Policy title and publisher

1995 PI. A Policy Framework for Commissioning Cancer Services EL(95)51 (Department of Health/Welsh 
Office, 19951

1999 P2. Clinical Governance: Quality in the New NHS (Department of Health, 1999)
2000 P3. NHS Plan A plan for investment -  A plan for reform (Department of Health, 2000a) 

P4. NHS Cancer Plan (Department of Health, 2000b)
2001 P5. A Spoonful of sugar. Medicines Management in NHS Hospitals (Department of Health, 2001)
2003 P4. A Vision for Pharmacy in the New NHS (Department of Health, 2003)
2004 P7. Variations in Use of Cancer Drugs (Department of Health, 2004a)

P8. The NHS Improvement Plan. Putting People at the Heart of Public Services (Department of 
Health, 2004d)
P9. 24:7 access to primary care (Department of Health, 2004e)
PIO. The National Institute for Clinical Excellence Guidance on Cancer Services; Improving 
Supportive and Palliative Care for Adults with Cancer (Department of Health, 2004f)

2005 P ll. "Now I feel tall". What a Patient Led NHS Feels Like (Department of Health, 2005b)
2006 P12. Our Health, Our Care, Our Say : making it happen (Department of Health, 2006a)

P13. Implementing care closer to home- providing guality care for patients: A national framework for 
pharmacists with special interests (Department of Health, 2006b)

2007 P14. Healthcare for London a Framework for Action (NHS London, 2007) 
P15. Cancer Reform Strategy (Department of Health, 2007)

The results of the analysis of each policy were tabulated against each theme and 

subtheme an example of one analysis is shown in Table 9. Summaries of the findings of 

this analysis of each of the policies in phase 2 are below.

4.3.2.1 Summary of the Policy Framework for Commissioning Cancer 
Services (P1)

This policy framework preceded the current government and was an important start of the 

re-organisation of cancer care within England and Wales. The restructuring of care around 

centres and units and making consultant jobs site specific specialists was a move toward 

increasing quality and equity of care nationally. The themes of patient centred care and 

making information available for both carers and patients were very strong in this paper 

and were carried through by the current government into the Cancer Plan 2000. The 

multidisciplinary team working described in this report was also developed by the current 

government and all new cases of cancer have now to be discussed at Multidisciplinary 

Department Meetings which are required to be attended by medical oncologists, clinical 

oncologists, histophathologists, imaging consultants, CNS for the specialist site being 

discussed, palliative care and monitored for attendance as part of the governments quality 

standards (Department of Health, 2004c).
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Table 9 NHS Cancer Plan (P4)
Themes Sub Themes NHS Cancer Plan

Developing modem 
visionary services

NHS cancer 
priority

Plans for the development of cancer care in the NHS as a clinical priority. 200,000 cancers diagnosed and 120,000 cancer deaths each year 
which translated to 1 in 3 people developing cancer and 1 in 4 people dying of cancer. The Government was also concerned as cancer 
survival rates in the UK lagged behind the rest of Europe.

21** century
modem
service

One of the main aims of the paper was to deliver the fastest improving cancer service in Europe, as cancer treatment was recognised as 
lagging behind in England and Wales.
Targets were set by 2010 the UK 5 year survival rates would compare with the best in Europe and that the deaths in under 75s would be 
cut by one fifth.
The purpose of the plan was to develop smoking cessation programmes, reduce waiting times for diagnosis and treatment and increase 
investment in hospice and palliative care. The Government believed that the desired outcomes of these developments would lead to 
guaranteed effective treatment and care which in turn would lead to lower death rates, improved prospects for survival and improved 
quality of life for those affected by cancer. To meet these challenges has proved both difficult and as a consequence the North London 
Cancer Network (NLCN) has employed project managers using the funds from the Cancer Services Collaborative (CSC) to help facilitate 
these targets.

Standards and 
excellence for ail

NICE A transparent and evidence based process to tackle post code prescribing, particularly a problem in high cost cancer drugs, NICE 
commissioned comprehensive advice on the effectiveness of chemotherapy drugs and a guidance package on the organisation of cancer 
services.

Standards and 
quality

As a way of benchmarking services to measure improvements and quality against CHI reviews of cancer services would be used to provide 
independent assessment of the current state of cancer services. Once this benchmarking process was completed a new consistent peer 
review process needed to take place, national standards for cancer units and centres were in place and are in process for primary care. 
These standards were seen as a way of making patients confident in the quality of cancer care they received at every level. Peer review 
was promoted in the plan as a valuable way of improving and developing the quality of cancer services.
In primary care quali^ standards were addressed by the plan using the development of Primary Care Trust (PCT) cancer leads alongside 
Macmillan GP facilitators whose roles included the promotion of Continued Professional Development (CPD) relating to cancer within PCTs. 
To complement these developments the plan emphasised the use of an evidence-based framework for the configuration of services, high 
quality care and effective drugs and technologies using NICE.

Post code 
prescribing

In the cancer plan it stated that cancer patients were frustrated by the postcode lottery and that it was unacceptable that access to new 
drugs has depended on where a patient lived. This was tackled by the implementation of NICE, which was welcomed, but due to the 
process being slow to respond to new treatments this led to the phenomenon of NICE blight. This is where new treatments that have not 
been evaluated by NICE were not be funded by PCTs but considered on a case by case basis leading to a return to the Post code lottery. 
(Conaty and Lonergan, 2006).

Clinical
governance

A number of clinical governance issues were identified including the principle of patient confidence in the quality of cancer care at every 
level, primary care out of hours cancer care provision. This review was to be led by Macmillan Cancer Relief.
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Getting Services to 
the Patients

Local services Recognition of the importance of providing a iocai service geared to locai population needs was evident in the paper. At a local level cancer 
networks would be expected to take into account of the views of patients and carers when planning services. Within this iocai agenda 
primary care professionals were very important in local cancer service provision. It  was recognised that people with cancer spent much 
more of their time living in their own home rather than in hospital or hospice and that GPs, District Nurses, social services, home nursing 
service and community palliative care teams provided essential support for patients and their families at different times.
For the home/community chemotherapy to be successful in this study it required engagement with primary healthcare professionals.
To help facilitate this iocai agenda the cancer networks appointed a lead clinician for cancer for each PCT with dedicated time to contribute 
to the development of cancer networks and to raise the standards of cancer care within the PCT.

Patient
centred

The paper looked at the treatment from the perspective of the patient and concluded that cancer patients were to be given high priority 
through good communication with healthcare professionals including dear information about their conditions.
DiPEX a new database of individual patient experiences that contains patient interviews, videos and written materials.
The plan champions the principles of palliative care i.e. holistic and patient centred care and how this should be applied across all 
conditions and in ail settings.

Responsive Targets set in this paper were to increase the responsiveness of the service to patient need; a 2 week wait for diagnosis for urgent 
suspected cancer; a 2 months maximum wait from urgent referral to beginning of treatment and 1 month from diagnosis to treatment. 
This was recognised as requiring an organisational change and so the NHS modernisation agency and CSC were identified as the agencies 
to support the waiting times initiative.

Equity of 
access

The poor are far more likely to get cancer than the rich and their chances of survival are also lower. In 1990 death from lung cancer in 
men was five times higher in unskilled workers than in professionals. Other areas of inequalities occur between ethnicity and age. In 
response to this the Government specified that the cancer plan would tackle inequalities, by ensuring all were guaranteed fast diagnosis 
and treatment.

Primary care Primary care was seen as playing an important role in a number of areas of the cancer plan development; cancer GPs to help promote 
early detection and fast referral. Primary care plays a central role in the newly established networks in planning and commissioning 
provision of cancer services. Personal Medical Services (PMS) contracts rewarded primary healthcare workers for services tailored to the 
needs of the local community.

Empowering 
patients for new 
ways of deiivery

Information Information is vital in the development of cancer services. Information collection of outcome measures, incidence and planning are 
essential. This document described the importance of the development of datasets to meet the needs of clinicians, cancer registries and 
managers. This work was to be underpinned by the LIS (iocai information strategy) i.e. the electronic record development and 
implementation.
The cancer plan strategy for information for patients:
As patients remember one tenth of what they are told face-to-face, this must be backed up with high quality information; which underpins 
the high priority placed on patients and carers. Cancer patients augment this requirement and carers today expect modern approaches to 
receiving information. Despite these developments were groups of patients with specialist needs are not always met, including ethnic 
minorities and people with learning disabilities.
The cancer plan strategy for the use of new technologies in information:
As well as the developments in electronic patient records and databases, the Government paper recognised the potential of new 
technologies for patients. In this way it developed DiPEX a funded new database of individual patient experiences, which included patient 
interviews, videos and written material.
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Choice Patient choice over where to die is important in cancer care and developments included working in partnership with the voluntary sector to 
expand palliative care and tackle inequalities, enabling patients to live and die in the place of their choice whenever possible.
Nicholson Perry and Burgess describôj how patients could feel ill equipped to deal with the information given them and in making 
decisions, the provision of information to patients is clearly evident but how this information is used needs further investigation (Nicholson 
Perry and Burgess 2003).

Dignity 
security and 
independence

Cancer is a disease of the older person; the elderly were identified as a specific group who needed to be treated with humanity and 
respect as discussed in the NHS plan.

Financial
management

Funding Funding which had been allocated to facilitate the implementation of the cancer plan, including working in partnership with voluntary 
services e.g. Macmillan with the New Opportunities Fund to extend the range and accessibility of cancer services right across the country. 
Money allocated included £570 million by 2003/4 towards resources, leadership and better systems for planning cancer care, fully 
integrated into the wider planning process, £3 million from the Department of Health (DH) and Macmillan Cancer Relief would be available 
each year to fund the appointment of a lead clinician for cancer within each PCT. £2 million was available for additional training and 
support in the general principles of palliative care for District Nurses (DNs) and other community based nurses. Training was successful; 
this study found that district nurses now felt knowledgeable in the areas of palliative care but did not feel this confidence in chemotherapy 
(Chapter 5).

Private sector Working with outside agencies was further enforced in this paper. The scope for public private partnerships with service providers and 
industry (pathology and imaging) should be explored more fully as partnerships offered new ways to organise services providing access to 
latest technology and experience.
Patricia Oakley in the cancer network leadership course 2005 described this as an important element of healthcare development; the 
smaller contained movements of work of specific surgical operations will expand. This is supported by the interest of commercial 
companies in this study as they see this as an area that has the potential to be provided by the private sector.

Professional 
management 
(ensuring the 
workforce are 
ready to deliver 
patient care)

Pharmacists 
and pharmacy 
roles

The paper recognised the role of oncology pharmacists for the preparation and advice as chemotherapy treatments being used more 
widely and more complex. This was followôl by creation of a number of oncology pharmacist roles within trusts to meet the cancer 
standards.

Muitidiscipiina 
ry working

To further develop these services the paper looked to offer opportunities for staff to use skills and talents to the full by extending the role 
of radiographers, nurses and other staff. The Government cited outdated demarcations between staff and inadequate investment in 
training and development as the main ways that NHS staffs' ability to deliver top quality care had been hampered.

Developing cancer 
care for the future

Research Research into all aspects of cancer is essential if the burden of the disease is to be reduced as quickly as possible, and for the benefit of 
future generations to develop better ways of detecting and treating cancer and to improve cancer care. The government paper described 
the development of the National Cancer Research Institute, to support cancer research in areas of high priority, which it identified as 
epidemiology, prevention, screening, genetics, primary care, supportive care and palliative care, genetics and pharmacoqenomics.

New models In order to meet the targets and changes in care described in the cancer plan services needed to be streamlined and new approaches to 
make best use of the skills in the cancer workforce. The one-stop chemotherapy clinic in this study run by pharmacists and nurses met 
these objectives of the plan.

Use of 
technology

This is taken under the umbrella of NICE
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The paper described moving treatment as close to home as was safe and that despite 

cancer care being a secondary care provided service that the primary care team had a 

very important role in the patients care.

The overall aims of the paper were to provide cancer units for the common cancers, 

cancer centres to provide specialist radiotherapy, develop networks of expertise and to 

make primary care a focus of care.

4.3.2.2 Summary Clinical Governance: Quality in the New NHS (P2)

The overriding theme of this paper was to provide a framework to drive quality reform in 

healthcare and to address issues of equity, and how patient and carer involvement will 

drive and shape changes in the NHS. This paper mentioned the National Institute for 

Health and Clinical Excellence for the first time, a Quango set up to drive clinical 

excellence through evidence based decision making whilst acknowledging that in order to 

achieve quality services the NHS required the capacity to provide with appropriate 

numbers of staffing and facilities.

The suggested mechanism for this process is outlined in Figure 10.

regulation .Ifalong Learning

Commission for Health Improvement 
National Patient and User Survey

Figure 13 What a quality framework meant for patients (Department of 
Health, 1999)
Reproduced from Clinical Governance: Quality in the New NHS page 5 (Department of Health 1999)
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4.3.2.3 Summary of the NHS Plan A plan for investment -  A plan for reform 
(P3)

This paper outlined major reforms to the health service and identified cancer as a priority 

and one which needed to be addressed for the NHS to reach the government's goal of 

providing a modern service fit for the 21^ century. Changes in the service revolved around 

a change in emphasis- an NHS based around the patient and one to drive change making 

a flexible service responsive to the patients' needs and demands. In order to achieve these 

goals, flexible working was described where traditional professional barriers were to be 

broken down and the use of the private sector for aspects of healthcare was proposed.

Equity of access was highlighted as important, together with the promotion of health 

prevention such as healthy eating and access to GPs for all socio economic groups. The 

development of NICE was also discussed as a way of removing the post code lottery 

attached to the availability of high cost drugs which was particularly prevalent in cancer 

care prior to the creation of NICE.

4.3.2.4 Summary of the NHS Cancer Plan (P4)

The NHS Cancer Plan described the plans laid out to provide a cancer service fit for the 

21^ century and comparable to the rest of Western Europe. The plan described 

preventative measures such as smoking cessation work and early detection in primary 

care; the use of clinical governance to ensure standards of cancer care were maintained 

across the country and a future service that was flexible and responsive to its local 

population. It also identified the importance of primary care and patient choice.

Benchmarking using CHI reviews of services was discussed and the development of a 

consistent peer review process put into place. The aim of this was to increase public 

confidence in cancer service provision and a mechanism to improve quality of service 

provision.

NICE was to be used to tackle the post code lottery stopping the access of patients to 

drugs being dependent on where the patient lived. This was welcomed, however due to
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the slow and unresponsive nature of the process there were time lags between new 

treatments and NICE decisions leading to phenomenon called NICE blight. This is where 

new drug treatments not yet evaluated by NICE were not funded by PCTs but considered 

on a case by case basis continuing with the post code lottery (Conaty and Lonergan, 

2006).

The role of the oncology pharmacist was formally recognised in this paper, the presence of 

which was integral and measured through the peer review process (Department of Health, 

2004b).

4.3.2.5 Summary of a Spoonful of Sugar. Medicines Management in NHS 
Hospitals (P5)

This paper lobbied for funding to develop the roles of pharmacists within secondary care. 

It described the ever increasing use of drugs to manage patient disease and how 

important good management of medicines could help reduce patient admission and 

facilitate empowerment of patients in managing their own disease. The paper called for 

the expansion of the role of pharmacists to independent prescriber. However at the time 

of publication there was no course available for supplementary prescribing pharmacists to 

convert to independent prescribers: the education centres had not kept pace with the 

legislation.

The paper also described the blurring of the interface between primary and secondary 

care and the need to develop joint working relationships.

4.3.2.6 Summary of a Vision for Pharmacy in the New NHS (P6)

The vision of pharmacy in the new NHS was one in which more services would be 

available to the patient. Pharmacies were seen as accessible for patients and therefore 

had the potential to be developed further through PCTs commissioning enhanced services. 

These included administration of flu vaccines, working alongside GPs in large practice and 

provision of palliative care medicines. Pharmacies were seen as areas that could provide 

access to medicines in deprived areas and out of hours provision.
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Part of this study was to develop pharmacies as outreach locations for ambulatory 

chemotherapy administration the outreach service was set up ready for patients but then 

issues for the Whittington Hospital Cancer Unit around funding mechanisms meant that 

the patient experience could not be explored. The perceptions of professionals and 

patients of the appropriateness of pharmacies as locations for this type of service are 

discussed in Chapter 5 and 6.

4.3.2.7 Summary of Improving Supportive Care and Palliative Care for Adults 
with Cancer (P7)

The paper acknowledged that palliative care was broader than cancer. Due to the high 

number of cancer deaths per year in the UK the government placed this guidance within 

the remit of cancer networks. The policy described how all healthcare professionals should 

be trained so that they could all offer basic levels of palliative care for patients making 

specialist services available for more complex interventions. The identified skills needed to 

be available in both the secondary and primary care settings via a multiprofessional team.

Information was key for this group of patients and sign posting to services and support 

would be needed throughout the patient journey. Finally the choice of a place to die was a 

priority as 50% of patients wished to die at home when in reality only 20% of patients 

were able to. The guidance aimed to make it possible for more patients to die at home 

through increased healthcare professional knowledge and skills, increased collaboration 

with the voluntary sector and availability of 24 hours a day 7 days a week support and 

specialist service provision.

4.3.2.8 Summary of Variations in Use of Cancer Drugs (P8)

The work was carried out by National Director for Cancer response to concerns raised by 

the pharmaceutical Industry around the variation in uptake and use of new cancer drugs 

approved by NICE. The paper concluded that variations were not necessarily associated 

with costs but with capacity and space for administration and preparation, and 

recommended the development of a capacity planning model for chemotherapy which has 

been undertaken by the modernisation agency. The capacity planning tool kit 'C-PORT 

has been rolled out nationally and this audit continues to be carried out on a biannual 

basis.
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This thesis explored the delivery of oral chemotherapy and ambulatory cancer care 

through alternative locations within primary care and the important implications in creating 

new capacity.

4.3.2.S Summary of the NHS Improvement Plan. Putting People at the Heart of 
Public Services (P9)

The plan to place people at the centre of services was linked to choice and funding. 

Patients were given choice in where they had their treatment and control in what their 

local hospital provided. This was linked to a new funding scheme of payment by results 

(PbR) where money followed the patient wherever they chose to use the services. This 

meant Trusts would vie for patients to choose them. By offering the choices in location the 

developments proposed in this thesis had the potential to produce financial as well as 

quality gains for the Trust but this was not explored in this study. The paper also 

discussed the provision of 15% of services through the private sector. This meant that 

some of the patient money would therefore leave the NHS. The National Audit Office 

described how this in additional to the instability created by PbR had the potential to have 

a destabilising effect on the health economy (National Audit Office and Audit Commission, 

2004).

4.3.2.10 Summary of 24:7 access to primary care (PIG)

This work discussed provision of unscheduled care for patients and was reviewed as 

patients within the ambulatory settings discussed in this study may have needed to access 

unscheduled care between treatments. PCTs and primary care were seen as taking the 

lead on the provision of robust systems for unscheduled care. The paper described the 

increased use of pharmacies as places for advice and help. These patients may have had 

needs that required more specialist help from secondary care outside of normal working 

hours and it was important to assess professionals and patient perspectives about what 

and who they would need to access for advice and help out of hours.
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4.3.2.11 Summary of ‘Now I feel tall’ What a patient-led NHS feels like (P ll)

This paper drew together the work of the government's previous policies tying together 

aspects of a truly patient led NHS. The five domains were described to define the 

emotional experience of a patient when they used the NHS. These domains were access 

and waiting; safe, high-quality co-ordinated care; better information, more choice; 

building closer relationships and a clean, comfortable, friendly environment. The 

government then developed the theme of driving up the standards using public service 

agreements (PSAs) with the overall aim to link local developments with the government 

agenda. This link between local and national drivers was important; the main aim of a PCT 

was to address the local population needs but with a link to the overall aims of the 

government.

4.3.2.12 Summary Our health, our care, our say: a new direction for 
community services (PI2)

This paper described the shift of care from hospital to the community and closer 

integration with social care. The authors recognised that patients wanted independence 

and convenience. Inequalities of health were highlighted and moving location of care a 

primary factor in tackling this issue. The use of the independent sector or voluntary 

services as possible ways of providing primary care services in localities poorly served at 

the moment were considered. There was an open discussion around the reduced funding 

that would occur from 2008 and that value for money was essential to run the NHS. To 

effect this reduction in spending it was the PCTs responsibility to provide rapid and 

responsive services by investing in, for example, community palliative care and day to day 

care to prevent the need of emergency care and costly in-patient stays.

Pharmacies were identified as services that had the potential for expansion through non

medical prescribing, repeat prescription services, information and health promotion taking 

advantage of their accessibility to the public.

A consequence of devolving social care to local authorities led to inequalities of provision 

as there were no national standards and in health with outcomes such as post code
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prescribing, this would be a difficult issue to tackle, but the move to decentralise the 

health service in order to make it accountable to the local population would have the 

consequence of local variation. This caused very bad publicity for the government around 

access for treatments particularly in emotive cases such as cancer drugs.

4.3.2.13 Summary Implementing care closer to home-providing convenient 
quality care for patients (PI3)

This paper concentrated on the development of pharmacist competencies and contractual 

arrangements needed to develop enhanced services within community and primary care 

pharmacies to provide access to healthcare. The paper described how the funding of these 

developments must be within the existing resource suggesting it had identified these 

developments as cheaper or cost neutral, moving care from secondary to primary care. 

Cancer was not identified as an area where these services could be developed, instead, 

the care of diseases such as diabetes. As described in the Chapter 1, cancer care is 

changing to a more chronic disease people living for long periods of time with cancer and 

being treated with longer term oral treatments such as imatinib and dasatinib which have 

the potential to be moved to community pharmacy. This study explored the potential of 

using the physical space in pharmacies, the perceptions of patients and professionals of 

this model are discussed in Chapters 5 and 6.

4.3.2.14 Summary of Healthcare for London a Framework for Action (PI4)

This framework looked at the future of London and influencing factors in healthcare 

provision such as the increase population over the next 15 years. Current service provision 

could not be sustained and, in line with Our health. Our Care, Our Say (Department of 

Health, 2006c), the feasibility of moving treatment closer to home was evaluated. 

Inequalities of healthcare provision in London and poor primary care infrastructure were 

described and the development of polyclinics was put forward as possible solutions. They 

were seen as locations that could ensure GP provision in the right locations for patients, 

provide outreach services (including ambulatory cancer care) and urgent care so that A&E 

usage by Londoners was reduced.

The re-organisation of the health system where the polyclinics sat across primary and 

secondary care sectors with the secondary care sectors having a more specialist and
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academic role supporting services and developments in the community where it is 

accessible to patients.

4.3.2.15 Summary Cancer Reform Strategy (PIS)

Building on the Cancer Plan (DH 2000) the reform strategy considered new areas of 

challenge such as inequalities in cancer outcomes and support for cancer survivors. There 

were numerous cost pressures for cancer as the population ages and new and expensive 

drugs treatments are potentially available. The Government confirmed continued support 

to fund cancer treatments but looked to commissioning to ensure value for money and 

reduce in-patient cancer stays to release funding for up and coming funding needs. For 

the first time there was an acknowledgement that patients may have a passive role in 

their care rather than always assuming all patients want to make all choices in their care. 

Finally, there was a plea for understanding to inform patients of all the treatment choices 

there are available, but that not all will be funded by the NHS if they are not value for 

money.

4.3.3 Phase 3 Analysis of the changes in themes over time

The analysis of the papers provided a deep understanding of the major themes. As the 

study took place during a time of change in the NHS the changes in the results of the 

thematic framework analyses of each of the policies (as illustrated in Table 9) were 

analysed for changes in each theme over time. The analysis of each theme is presented 

diagrammatically below, the results of the phase 2 analysis are placed against the time

line of the policy publications. The findings of this analysis are presented in Table 10.
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Sub Theme 
MHS cancer priority

Identifies cancer as a disease 
that needs to be tackled as a 
matter of priority for the NHSI

Prior to this labour 
government cancer seen as 
a heavy economic burden 
and that there are major 
variation in of outcome 

nationally

J \
1/

New government highlights 
poor survival statistics 

compared with Western

120.00 death p>er annum 
from cancer

No mention of cancer in subsequer 
policy more generic discussion about 

_____________long-term illnesses

Audit of drug use by National 
Lead for Cancer identifying 

still variation nationally in this 
case in NICE approved 

cancer drugs

mentioned

Cancer survival statistics "x. 
have not fallen as quickly as 
hoped in the cancer plan new 

priority to address 
inequalities of outcomes and 

looking at screening early 
detection research and the 

issues around funding of now

Cancer priority changed from iooking at consistency of outcome to improved survivai and now more recently has come back to looking at inequalities of outcome

^ Sub-them e  
21** century modern  

service
Describes developments in 
the NHS to equip the 
organisation for the future.

Future of the service one 
which provides uniformity of 

treatment throughout the 
country

/A  new service under the new^ 
government which is high 
quality, responsive and 
individually tailored to the 
purpose run by a flexible 
multidisciplinary workforce. 
Developed with investment in 
buildings, staff and 

\Wchnology

A new service based on 
quality measures using 

waiting times to diagnosis 
and treatment

Movement from a sickness 
service to a health service 

convenient and personlised

Improvement access in the 
community using community 

pharmacies.

Promote health and 
wellbeing with increase 
capacity in primary care 
moving treatments out of 

hospitals to more convenien

Patient involvement and 
choice based on surveys

T' ^
Need to get value for money 
from the health service as no 

longer receive the large 
investments of the last 10 

years. Current NHS service 
unsustainable so changes 

necessary for the future

Still require a flexible 
workforce and Increased 
need tackle inequalities. 
New targets which will 

inclusive outcomes as well as 
waiting times and will need 

greater data collection. 
Commissioning new lever to 
get value for money for the 

NHS.

Movement from an emphasis on waiting times targets, responsive and developing infrastructure with building and staff through investment to one providing a financially
sustainable service through commissioning and providing value for money through movement of care to the primary care sector with outcomes as well as waiting times as

targets.

A Policy 
Framework for 
Commissioning 

Cancer Services

1 9 9 9  
Clinical 

Governance: 
Quality in the New

NHS Plan A plan 
for investment — A 
plan for reform

NHS Cancer Plan

A Spoonful of 
sugar. Medicines 
Management in 
NHS Hospitals

2003 
A Vision for 

Pharmacy In the 
New NHS

2006 
Now I feel tall ' 

What a Patient-led 
NHS feels like

Improving Supportive Caro and Palliative 
Care for Adults with Cancer 
Variations in Use of Cancer Drugs 
The NHS Improvement Plan. Putting 
People at the Heart of Public Services 
24:7 access to primary care

2007
Healthcare for London a 
Framework for Action 
Cancer Reform Strategy

2006
Our health, our care, our say: a new direction for 
community services.
Implementing care closer to home-providing 
convenient quality care for patients. A national 
framework for Pharmacists with Specialist 
Interests

Figure 14 Theme: Developing modern visionary services
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Sub-Theme
NICE

The development or role of 
the National Institute for 

Health and Clinical Excellence 
in deveioping guidelines or 

tackling quality of care

NICE established in 
1999 by the New 

Labour Government to 
improve the use of 

evidence based 
, treatments .

NICE promoted as a 
transparent process to 
review cost effective 

treatments and tackle 
postcode prescribing, 
using evidence based 

assessments

V_____________^

Not discussed

Despite the work of 
NICE a national audit 
uncovered a variation 
in drug usage across 
England and Wales

Not discussed

Development of NICE in 
using Single technology 

Appraisal to speed up the 
process and a need for 
drugs to be assessed in 

parallel to licensing of the 
drugs Vital for cancer as 

50% of drugs in 
development are for

\   ,

Sub-theme 
Postcode Prescribing

Identified variations due to 
geographical locations in care 

availability and the 
mechanisms being introduced 

to tackle this problem.

The response time of 
NICE between a launch of 
a drug and decision lead 

to case by case 
consideration i.e. postcode 

prescribing for these 
drugs, known as NICE 

blight.'
Not discussed

Variations in NICE drugs 
usage in cancer found 

not to be due to financial 
constraints but due to 

issues around capacity 
and clinical practise.

Patients frustrated by 
postcode lottery of drug 
funding and continued 

in non-NICE drugs

X-

Postcode prescribing N 
argument widened to a 

discussion around 
variations in healthcare 

funding where the 
poorest areas with the ^  

poorest health outcomes 
have the lowest 

V^nvestments in healthcare^

A recognition that there 
were issues around Non- 
NICE drugs and that good 

practise guidelines 
required for PCTs to 

improve the quality of 
decision making on 

individual cases. 
Echo of the previous 

papers around inequality 
of cancer funding

In order to tackle postcode prescribing the organisation of NICE developed this also looked at clinical guidelines. Over time it has become clear the organisation could 
respond quickly enough to new clinical and drug developments. This was of particular concern to cancer as 50% of new drugs are for cancer. The inequality in drug 

availability has given way to a wider argument around inequality in health and cancer care funding as in the overall strategy of the government moving from tackling cancel 
_________________________________________________________________________________________survival to inequality of outcome.____________________________________________________________________________

1995 
A Policy 

Framework for 
Commissioning 
Cancer Services

Governance: 
Quality in the New 

NHS

NHS Plan A plan 
for Investment — A 
plan for reform

NHS Cancer Plan

A Spoonful of 
sugar. Medicines 
Management in 
NHS Hospitals

2003 
A Vision for 

Pharmacy in the 
New NHS

Now I fool tall.* 
What a Pationt-lod 

NHS fools like

Improving Supportive Caro and Palliative 
Care for Adults with Cancer 
Variations in Use of Cancer Drugs 
The NHS Improvement Plan. Putting 
People at the Heart of Public Services 
24:7 access to primary care

2007
Healthcare for London a 
Framework for Action 
Cancer Reform Strategy

Our health, our care, our say: a new direction for 
community services.
Implementing care closer to home-providing 
convenient quality care for patients. A national 
framework for Pharmacists with Specialist 
Interests

Figure 15 Theme: Standards and excellence for all (a)
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Sub-Theme 
Standards and 

quality
Describes ensuring quality for

Prior to current ^  
government cancer 

services needed reform 
to ensure uniformity of 

outcome and care 
nationally.

Importance placed on 
CHI in benchmarking 

services against national 
standards to increase 

patient confidence

Sub-theme 
Clinical governance

Described means of ensuring 
safety and risk reduction to 
patients with quality 
assurance measures

Sub-Theme
Leadership

Changes of service provision 
that needed organisation in 
specific ways with specified 

leadership.

The New Labour 
Government describes 

quality of care as the driving 
force for the development of 

health services 
Data and information is key 
to benchmarking services. 

Governance requires 
the identification of 

accountable leaders

National standards for 
quality piloted through 
Cancer standards and 
reviewed by the CHI. 

These standards are to 
ensure the safety and 
protection of patients. 

Waiting times taken as 
a quality indicator

Pharmacists important 
in patient safety and 

quality of care through 
medicines 

management in____

Development of skills 
across all health sectors 
ensuring quality 24 hour 
palliative care provision. 
Localised but based on a 

National Framework.
Leadership and 

accountability placed with 
directors and non executive 

V^irectors of Trust and PCTs^

Target for the 
government that by 

2008 the NHS will be a 
high quality service.

hospitals To ensure quality services 
through introduction of 
Continued Professional 

development (CPD) and the 
provision of treatment rooms 

on pharmacy premises.

Healthcare commission 
formally CHI to 
combine with 

Commission for social 
care and carry out 

National Accreditation ' ^
Development of 

relationships across 
health system 

interfaces between 
specialists e.g. 

consultant pharmacists 
and pharmacists with 
specialist interests to 
support work moving 
from secondary and 

primary care ^

/Evidence that it is sa fe \ 
to provide care outside 
hospital is strong. Use 
professionals to lead 
pathways to define 

what is the right place, 
right equipment, right 

skills for different 
sections of the pathway 

care
Safety and quality are 
important dimensions 
in patients experience 

^ _________of care_________^

Commissioning ^  
services that improve 
quality of care very 

difficult to implement 
successfully as 

complex to compare 
with new technologies. 

To be addressed by 
good data collection 

e.g. chemotherapy and 
radiotherapy minimum 

_________data sets_________

^  Complex treatments 
should remain in 
centres. Hub and 
spoke model for 

treatments outside 
centres. 

Acknowledgement of 
failure of this 

demonstrated by the 
poor implementation of 

^ _________I.O.G.s_________.X

Failure to bring about 
changes in the past 
due to a top down 

approach. Changes 
now advocated from 

NHS workers 
themselves and Clinical 

Champions

Quality and governance is bound into national frameworks and standards with very little emphasis on localisation. Local developments are still required to fit Into national 
frameworks. Quality is described as a driver in 1999 but 2007 the government acknowledges that this is difficult to measure and commission and that more sophisticated

data is needed to make decisions between quality service development or funding new technologies.

1995 
A Policy 

Framework for 
Commissioning 
Cancer Services

1999 
Clinical 

Governance: 
Quality in the New 

NHS

NHS Plan A plan 
for investment — A 
plan for reform

NHS Cancer Plan

2001 
A Spoonful of 

sugar. Medicines 
Management in 
NHS Hospitals

A Vision for 
Pharmacy in the

Now I feel tall ' 
What a Patient-led 

NHS feels like

2004
Improving Supportive Care and Palliative 
Care for Adults with Cancer 
Variations in Use of Cancer Drugs 
The NHS Improvement Plan. Putting 
People at the Heart of Public Services 
24:7 access to primary care

2007
Healthcare for London a 
Framework for Action 
Cancer Reform Strategy

Our health, our care, our say: a new direction for 
community services.
Implementing care closer to home-providing 
convenient quality care for patients. A national 
framework for Pharmacists with Specialist 
Interests

Figure 16 Theme: Standards and excellence for all (b)
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Sub-Theme 
Patient centred

Patient specifically mentioned 
as being In the centre of the 
service provision decision 
process was coded as a sub

Patients and 
carers views are 

identified as being 
of equal value to 

those of 
professionals

Patients 
must be 

represented 
on decision 

making 
groups

Cancer patients made^ 
a priority and cared for 

in a holistic manner 
with high quality 

information

A new NHS vision by the 
new Government placed 
the patient at the centre 

of the service 
encouraging an 

organisational change to 
give the patient a voice

^  Patients not ^  
regarded as 

passive recipients 
of care but people 
who take control of 

their own 
V medication >

Patients at the centre 
of care and 

represented on groups 
included those from 

ethnic minorities.

Patients should be at 
the centre of a web of

The government 
needed to understand 
what was important to 

patients and counteract 
the view that nothing 

changes

/Patients involved in the\ 
decision making 

process of how care is 
commissioned and 

Increase awareness of 
how to care for 

themselves.

Patolnts views are recognised as important and a move to make them the centre of service design is dIscussAd. This connues bUAwW) an 1
services are commissioned. This is seen as a way of creating an understanding of funding decisions and may tackle dissatisfaction with the NHS. There is also a move toward 

taking more responsibility in their own care and in their own health. The continued discussion of patient centred care in the documents suggested that the perception is that this
not been achieved.

Sub-theme 
Responsive

Themes that described a 
service that could respond 
quickly to local need or 
patient need were coded_a
responsive. /  Clinical governance

would act as drivers for

1
The new NHS 
will be tailored 

to meet 
individual 

needs______

Not discussed

change to a quick and 
convenient service for 

patients

Target waiting 
times for Trust 
used as a lever 

to increase NHS 
responsiveness

Palliative care work 
suggested patients 
needed access to 

different types of care 
and support from the
NHS at key points in __________________

''-------thsir journey The NHS improvement

Responsiveness to 
inequalities and issues in 
healthcare highlighted by 
local forums and patient 

surveys used as a 
measure of POT 

performance_______

plan placed 2008 as the 
target for when the NHS 

will be a service fully 
responsive to the 

population it serves.

Responsiveness 
important as people’s 
expectations of the 

NHS have increased

^/Targets as levers to ensure^ 
responsiveness are to be 

extended in cancer to 
include measuring time of 

referral from GP, 
Consultant and screening 

results to cancer care. ^

Responsiveness to patients needs and expectations are seen as measures of a quality service, i no target wans ana referral timM i
place have been extended in cancer to include all ways patients are referred in to cancer services and suggests patients may have fallen through holes in the target 

system. Surveys such as the cancer patient journey audit carried out have had little effect on change and so the government has made responsiveness to surveys ant 
________________________________________________________other patient consultations as measu

1995 
A Policy 

Framework for 
Commissioning 
Cancer Services

1999 
Clinical 

Governance: 
Quality in the New

2000 
NHS Plan A plan 
for investment — A 
plan for reform

NHS Cancer Plan

2001 
A Spoonful of 

sugar Medicines 
Management in 
NHS Hospitals

A Vision for 
Pharmacy in the 

New NHS

Now I feel tall ' 
What a Patient-led 

NHS feels like

2004
Improving Supportive Care and Palliative 
Care for Adults with Cancer 
Variations in Use of Cancer Drugs 
The NHS Improvement Plan Putting 
People at the Heart of Public Services 
24:7 access to primary care

Healthcare for London a 
Framework for Action 
Cancer Reform Strategy

2006
Our health, our care, our say: a new direction for 
community services.
Implementing care closer to home-providing 
convenient quality care for patients. A national 
framework for Pharmacists with Specialist 
Interests

Figure 17 Theme: Getting services to the patients (a)
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Sub-Theme 
Equity of access

Where access to services 
through drug treatments, 
location or socio economic 

group was discussed: these 
were coded as equity of

I

Sub-theme 
Local Services

This theme describes 
developments in provision of 
services locally to the patientI Sub-theme 

Primary Care
This sub theme described 
changes or work directly 
linked to primary care 
changes, developments and 
Interfaced with secondary

The New Labour 
government highlights 
variations in quality of 

care and quality 
measures used as a 

way of driving 
improvements

Care for the chronically ill ^ 
needs to take place closer to 

home.
Public Service agreements 

put into place to ensure local 
changes fitted with the 

government’s national goals 
. for the NHS ,

^ A l l patients should have^ 
access to uniformly high 

care both in hospitals and 
the community and any 

service should be as 
close to home as is 

compatible with safety.

/Primary care services are\ 
essential in the provision 
of prevention, screening 
and diagnosis of cancer.

Primary care could 
facilitate rehabilitation of 
cancer patients close to 

\ ____________home.____________

Provision of primary care 
to be increased in 

deprived areas through 
the development of 

multipurpose GP 
practises with visiting 

consultants from hospitals 
working in these locations 

in the cornmunity ^

Pharmacies places that 
could improve access 

to healthcare expertise 
and premises for local 

people.
A new pharmacy 
contract allowed 

additional' or local' 
service provision 

reflecting the local 
communities they 

sejryfi.

2008 would be the year 
when the NHS that 

provided fair access for 
all.

24 hour access to 
primary care ensured 

through the 
modernisation agency 

and performance 
management

Primary care needed to 
develop screening, 

prevention and 
diagnosis services in 

deprived areas.

Importance of the NHS ethos'N  ̂
‘free at the point of delivery 
and accessible to all' was 

emphasised.
NICE reduced the effect of the 

postcode lottery to some 
extent, however capacity and 

clinical practice still contributed 
to variations in access to 

-------------------------drugs.______________...,

^Reform  to community^ 
services promoted care 

closer to home 
described as the pillar' 

to support improved 
community care as 
local care was often 

better and location of 
care affected access to 
^___________c a r e ___________̂

/Investm ent in primary 
care would outstrip 
secondary care and 

would tackle 
inequalities through 
improved screening, 

diagnostics, prevention 
and intermediate care.

 \
Increased use of 

primary care 
professionals e.g.

PhwSI would create a 
need for a referral 

mechanism to more 
specialist units e.g. 
Doctors, hospitals.

Make cancer care as 
local as possible but 

within the local network 
strategies and network 

strategy.

Localise where 
possible, centralise 
where necessary. 

Routine care should be 
as local as possible

^  Polyclinics would ^  
provide diagnostics, 

screening and training 
of GPs in recognising 

cancer and as essential 
in providing 

intermediate care 
between hospital and 

GP.

Private investment into 
primary care to provide 
primary care in areas of 

deprivation

The move to provide treatment closer to home is supported throughout the policy documents. In 2004 there Is major move to netorm and p#WM# impetus for moving , 
as the changes such as multipurpose clinics and primary care access in deprived areas had not come about. This is backed by a change in funding to act as a lever for) 

changes. Inequalities of care are discussed and the work of NICE as acknowledged but that other factors than finance affect access to treatments including service 
capacity. Cancer treatment acknowledges the move in other papers to bring treatment closer to home but suggests this should be within the context of 1.0 Gs which hi 

_____________________included the opposite such as centralising of surgical expertise. The cancer focus is that of moving patients from inpcttients to ambulatoiy..

1995 
A Policy 

Framework for 
Commissioning 
Cancer Services

1999 
Clinical 

Governance: 
Quality in the New 

NHS

2000 
NHS Plan A plan 
for investment — A 
plan for reform

NHS Cancer Plan

2001 
A Spoonful of 

sugar. Medicines 
Management in 
NHS Hospitals

2003 
A Vision for 

Pharmacy in the 
New NHS

2005 
"Now I feel tall ' 

What a Patient-led 
NHS feels like

2004
Improving Supportive Care and Palliative 
Care for Adults with Cancer 
Variations in Use of Cancer Drugs 
The NHS Improvement Plan. Putting 
People at the Heart of Public Services 
24:7 access to primary care

2007
Healthcare for London a 
Framework for Action 
Cancer Reform Strategy

2006
Our health, our care, our say: a new direction for 
community services.
Implementing care closer to home-providing 
convenient quality care for patients. A national 
framework for Pharmacists with Specialist 
Interests

Figure 18 Theme: Getting services to the patients (b)
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Sub-Theme 
Self Care

Patients being able to take 
on care themselves and 
management of disease 

these topics were coded as 
the sub them of self-care.

These themes do not 
feature until the NHS 

plan

Sub-theme 
Dignity , Security 

ana Independence
This sub theme described the 
ways that patients and carers 
should tie treated.

/f-lome was Identified as\ 
the frontline of 

healthcare. 
Patients needed an 

Increased awareness 
of symptoms and how 
to access treatments 
through pharmacies 
and self treatment to 
reduce GP and A&E 

use.

Patients were not 
passive recipients of 

care and must be 
treated with respect.

Rehabilitation 
services were 

not always 
available to help 

patient live 
independently.

The patient was 
Identified as central to 

the NHS and to be 
treated with dignity and 

respect

Patients needed 
access to peer support 
and self help groups to 

provide advice and 
Information helping with 

treatment decision 
making, financial 

issues and employment 
law.

Patients' emotional 
needs as Important 

as physical care and 
required treatment 
provided honestly 
with respect and 

dignity.

When patients were III 
felt vulnerable and 

when In contact with 
the NHS negative 

emotions were 
stronger particularly 

around reduced 
communication, 

Isolation and poor 
Information.

Patients wanted to feel 
special

Care was less effective 
If patients were not In 

control. There would be 
an Important shift of 

treatment to home and 
more Independence for 

patients with a 
emphasis on keeping 

well.

50% patient did not 
know how to manage 
their own conditions 
and did not use their 

medications as 
Intended.

People should be In 
control and responsible 
for their own health and 
become expert In their 

own disease 
management.

There would need to be 
an Increased public 

awareness of risk and 
early symptoms for

V

Cancer patients face 
financial hardship and 

need advice and 
support on how to 
access benefits

/ I  he success of cance?V 
treatment has meant 
that there will need to 
be a new emphasis on 

supporting cancer 
survivors and the 

psychological effects of 
diagnosis. ^

The themes of self care and treating patient with dignity have changed from one based on treating patients appropriately and making them central to the service 
which empowers patients to take control of their own care. The shift Is one of the government moving responsibility of care form the NHS to the patient and from a 

“sickness service" to a “health service” with advice on how to keep well and how to self care through pharmacies. An Increased public awareness of symptoms Is also
advocated as a means of facilitating self care but also earlier referral to aid earlier diagnosis.
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Sub Theme 
Information

Information has been 
described as vital for patients 

both In terms of 
empowerment and choice. 

Information provision 
described in relation to 

patients was coded under 
this sub theme.

Benchmarking of 
services essential so 
patients could make 

true comparisons and 
informed choices about 

their place of care

Sub-Theme
Choice

Description of patient choice 
in terms of primary 
secondary and information 
was coded within this sub

"Expert Patients" 
Patients empowered by 
information to become 

expert enabling them to 
demand, question and 

make informed 
choices.

By 2005 Choose and 
book" to be in place.

Patients remember 
only one tenth of what 
is said to them at face- 
to-face meetings and 

need high quality 
information to support 

consultations.

In palliative care 50% '' 
patients would like the 
choice to die at home 
but only 20% of patients 

are able to do so

Themes not discussed

Patients should be 
supplied detailed 

information on their 
treatments but not all 

received the 
information they 

needed.

The patient journey 
must be mapped to 
identify key points in 

the journey when 
information should be 

“sign posted."

^ n  order for patients td ^
exercise choice over 

complementary 
therapies there should 

be provision of high 
quality information to 

support informed
V ________choice._________̂
Information is essential for 
patients to make choices 

about treatments and where 
they can receive treatments 
more quickly and with more 

support.
2005 patients will choose 
between 4 or 5 providers, y

/fhe  quality of'à' 
patient’s 

experience 
linked to how 

they are 
communicated 
with and the 

quality of 
information 

provided 
influencing 

how confident 
and in control 

they feel. ,

A new 
development 

called the Expert 
Patient 

Programme to 
develop 

"information 
prescriptions" for 

long-term 
conditions to 

sign post ways 
of accessing 

wider provision 
of care including 

choice of GP.

Information is key to 
aiding patient in making 

informed choices, 
including quality of care 

and outcomes. 
Cancer charities to join 

together to produce 
high quality information 

that is adaptable to 
local services.

/^ome patients may noî 
wish to choose and 

wish to remain passive 
recipients of care

Pharmacists 
are ideally 
placed to 

promote better 
health with 
information 

and guidance.

Patients must be made 
aware of all treatment 

options available 
including these not 

funded by the NHS e.g. 
new drugs

Experts patients supported 
by information 

prescriptions and access 
to personal care guidelines 
enabling audit of their own 
care. Provision of choice 

and information will reduce 
patient dissatisfaction with 

care.

Benchmarking as ways of aiding choice were described Ini 999 and this is still being proposed in 2007. TTil» dwmy may b* comp|lM#y or accessing
understanding outcome and quality information in the NHS. Choice aided by information continues to be important but additionally there is a move to sign posting pat 
to different sorts of information as it is recognised the large quantities available and that patients required different information at different points in their journey. This , 
follows the trend in self care where patients can make decisions about what information they would like to access. There has always been an assumption that patient t 

to make choice and it is not until 2007 that this is recognised as not always the case and that some patient wish to remain passive recipients of care and this must f 
_____________________________________________________________________________________________acknowtedoed too._____________________________________________________________
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Sub-Theme 
Payment by results 

(PbR)
Changes in the finance of the 

NriS are linked to a new 
payment system caiied 

payment by resuits. This new 
system was coded In to this 

sub theme.

Funding or PbR w
not discussed until

the new abour
government

In order for the 
quality agenda 

of the 
government to 
be carried out 
there was a 

willingness to 
invest In staff.

buildings, 
equipment and 

Information 
technology 

(IT.)

Sub-theni 
Funding

Funding streams and 
allocated moneys for 
Government developments 
were mentioned In papers 
that were not linked to 
payment by results and were 
coded into this category.

r  \
Funding needed 

transforming to one 
which was transparent 

and based on efficiency 
and equity 

  /

Funding is identified for the 
impiementation of the cancer 

pian and is quoted as 
£S70miilion by 2003.

This is to fund workforce/ 
capacity, leadership and 

systems.

A new method of \  
funding described 

called PbR with a full 
implementation date of 
2008. This date slipped 

for chemotherapy.
PbR believed to 

support patient choice 
making It a key driver 

for funding by attaching 
the money to the 

_̂_________patient_________y

y  Changes to 
community 

contracts meant 
POTs could 
commission 

required local 
V  services y

At this point the 
POTs held 80% 

of the NHS 
budget________ y

Not discussed

y  I o enable the shift in^ 
care from secondary to 
primary care there is a 
recognition that there 
needs to be a change 
In PbR/ tariff. Which 

needed unbundling so 
that the type of care Is 
paid for rather than the 

V ,  location of care. .V

Funding Is described 
as slowing down. 

Instead commissioning 
described as a lever 

for change.

7' A move to Integrate ^  
health and social care, 
except for the funding 
as the principles of the 
NHS do not tie In with 
co-payment, means 

testing and Individual 
budgets as used in 

'------------social care._______V

Commissioning using PbR 
Is a key lever for change In 

bringing policy to reality. 
PbR drives organisations 
but had little Impact on 
teams. Publication of 

performance and outcomes 
were suggested as 

alternative team motivators.

Funding continued to slow 
down with an additional 

movement of funding from 
secondary to primary care.

At this point the ^  
POTs held 85% 

of the NHS 
budgetV ________ V

The cancer reform strategy 
called for review of PbR due 

to Its shortfalls which 
dislncentlved change and 

removed motivation to take 
on complex care 

/fund ing in cancer confine' 
to research. The funding of 

cost effective drugs 
promised but primarily 

through cost saving 
changes in clinical practice 
to reduce the need of in

patient care of cancer 
patients

f is a moveiTm{îàTly the~goverrimërït describes funding of workforce, equipment and buildings but this then changes to commissioning of care from witnin a fixM  resource. i 
funds from secondary to primary care to match the government aspirations of moving care out into the community.
The payment method developed has introduced transparency but is a crude averaging tool and does not have the sophistication to motivate staff and incentivise change. The 
bluntness of the method is reflected in the failure to implement it in a complex area such as chemotherapy. The changes described recognise changes needed in this area and 
continued issues around the new funding processes put in place by the government___________________________________________________________________________________.. ._____
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Sub-Theme 
Private sector

Any work described work or 
funding associated with the 

private sector was coded Into 
this sub theme.

The use of the private 
sector was described as 

a new culture in the NHS. 
For it to be successful it 

was recognised high 
standards would have to 
be maintained, value for 
money and a culture of 
concordance with a free 
exchange of information 

and clinical pathways

Private sector not 
mentioned in the 

Caiman Mine Pat

Not discussed

The private sector by 
providing pathology 

and imaging services 
allowed access to the 

latest technology
\_____________ V

Issues around the use 
of NICE approved 

cancer drugs led to an 
understanding and 

encouragement of a 
working relationship 

between NICE and the 
pharmaceutical 

industry. Joint work 
such as the variations 
in drug usage audits 

initiated and the 
germination of the 
collaboration that 

develop the capacity 
planning tool CPORTV_____________y

''^Diagnostic services ir i^  
the private sector used 

to alleviate delays in 
PET CTs become 
acceptable. A new 

government target of 
15% of procedures to 

be provided by the 
private sector.

Private sector would be 
used to address 

inequalities such as 
primary care provision 

in deprived areas.

/T/Vorking in partnership^ 
with the private sector 
was seen as vital to 

bring about changes by 
creating capacity and 

possibly improving 
value for money. ^

In cancer partnership^ 
working between the 

NHS with the 
development of the 

Pharmaceutical 
Oncology Industry 

Partnership supported 
the NHS developed a 
free capacity planning 

'ytool for chemotherapy^

Networks were charged 
with working with PCTs 
commissioning cancer 

care and ensuring 
plurality of provision

The initial discussions are around a change of culture in involving the private sector The work started with diagnostics and surgical procedufes^but now has moved to 
addressing inequalities through provision of primary care services in poorer areas of under provision. There have been concerns raised about these changes in particulai 
by GPs. However GP practices and pharmacies could be considered as private enterprises themselves but have been part of the NHS culture for so long do not seem to 
represent the same t h r e a t . _____________________________________________________________________________________________________________
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Sub-Theme
Capacity

Sections that describe Issues 
or methods to tackle the 

capacity of the NHS In 
provision of services or 

cancer services.

Multidisciplinary 
working identified an 
essential element for 

successful cancer 
services that reached 

across specialities 
professions and 

sectors

/  Quality and clinical  ̂
governance are 

recognised as directly 
affected by capacity 

The first work that the 
new government 
carried out was 

assessment of baseline 
capacity and capability 

of services. >

i X

Sub-Theme
Multidisciplinary

working
Developments that Included 
multidisciplinary working 
which may Involve changing 
or overlapping roles were 
coded Into this sub theme.

The breakdown of 
barriers between 
professions was 

identified and the need 
to get the right people 
with the right skills to 

_ deliver quality care J

The extended roles for 
professionals was an 

opportunity to use 
people’s skills and 
talents to the full.

 -,
Failures of services 
were seen as due to 

demarcation between 
staff and a lack of 

training reducing ability 
to deliver quality care

/Training of all staff wh8\ 
treat palliative care 

patients in core skills to 
increase quality of care 
and release capacity of 

the more specialist 
 practitioners ^

Variations in new 
cancer drugs were not 
only due to financial 
constraints but more 

complex reasons 
including capacity for 

production and 
administration.

^Meed to develop skills^ 
in the workforce to 
bridge hospital and 

community care, 
alongside improved 

capacity through 
building in poorer areas 
and the development of 
pharmacy and nursing 

clinics.

N
Home delivery of care 
would have important 

implications for the 
workforce.

/ fo r  the changes in c a r^  
envisaged through 

movement to primary 
care staff would need 

to take on new skills to 
create the capacity to 

'Vjmplement the changey

Pharmacy expertise to 
be explored as a 

means of increasing 
the capacity of the 

primary care workforce.

Integrating primary 
care e.g. pharmacist 

and GPs working 
together would 

increase the 
opportunity for 
seamless care

Professional barriers 
were identified as a 
possible blocks to 

change. Primary and 
secondary care needed 

to work together.X

/" The prime minister
recognised the potential of 

multidisciplinary working and 
extended roles by "making 
better use of the skills and 

expertise of those working in 
V ___________the NHS"____________J

In cancer care the 
workforce had been 

extended and therefore 
would increase 

capacity for care. The 
CNS was seen as a 
vital component in 

producing high quality 
patient experience of

>------------ X
Multidisciplinary 

meetings in cancer care 
have increased the 

quality of patient care 
but have funding 

implications

In cancer care the role of multidisciplinary working is identified as vital. This has now been demonstrated through Increased quality of care using multidisciplinary team meetings. This t 
however has presented funding and capacity issues around attendance of multiple meetings for some professionals and the administration of such meetings.
The policies also discussed the development of extended roles and how these can increase capacity and improve patient care. The extended role theme has changed form professional 
boundaries only but with emphasis on sector boundaries discussing the importance of working in roles and In multidisciplinary teams that cross primary and secondary care sectors.
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Sub-Theme 
Pharmacists and 
pharmacy roles

Any developments within 
pharmacists' roles or

Not discussed

The NHS plan 
discussed the planned 

changes to the 
pharmacist community 

contract where they 
would be paid for 

overall services rather 
than prescriptions 

charges. This was seen 
as including services 

such as repeat 
prescribing , 

anticoagulation clinics 
and smoking cessation 

clinics.

^  In cancer care there 
was a need for more 

pharmacists to produce 
chemotherapy and 

advise on the 
treatments as they 

V^ecame more complex^

In broader terms than 
cancer the role of 

clinical pharmacist was 
key in the new NHS 
where they worked 

proactively as part of 
the clinical team, 

taking on extended 
roles including 

supplementary and 
independent 
prescribing

V____________ ^

Pharmacists were a 
profession well placed 
to take the lead in the 

implementation of 
information strategies 

across cancer 
networks.

The pharmacist role also 
was to be extended in the 
community within the new 

NHS; improving patient 
access to prescription 

only medicines through 
supplementary and 

independent prescribing.

Pharmacies provided 
access to healthcare 
outside normal hours 

for patients so 
improving access to 

treatments and advice, 
particularly in deprived

Pharmacists were an ̂  
important group that 

serve communities that 
do not access other 

healthcare services, in 
particular deprived 

area.

I he patient expenence in a  ̂
pharmacy was different to that in 
other settings as patients did not 

perceive themselves as necessarily 
ill when they visited a pharmacy 

making them well placed to support 
the “health agenda" improving health 

awareness.
In this way the pharmacist was also 
seen as an excellent point to raise 

awareness of cancer symptoms and 
as a point of referral to GPs to 

support the drive for earlier
V . diagnosis.

 ̂ Pharmacist potentially had an 
important economic role for the 
future NHS through medicines 

management. It is estimated 15% 
of admissions are caused by 

patients taking their medicines 
incorrectly

The role of the pharmacist in secondary care as specialist is recognised particularly in cancer as a driver for safety and as a way of increasing capacity to care for pa#kots 
Over the years the role of the pharmacist has greater prominence in particular community pharmacy which is seen as a gateway for patients into healthcare and provide 
access to patients in ways GPs and other primary care services have not been able to do
The pharmacist is also seen as an untapped resource in terms of expertise and the changes in contract have been made to try and facilitate this again increasing the 
capacity of primary care to take on the shift of care the government has been driving strongly from 2004. ____
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Sub-Theme
Research

Included in the quality drive for 
the new NHS the new labour 
government described how 

essential it was to use evidence 
based care. To facilitate this 
there was a streamlining of 

ethics submissions to increase 
the speed and recruitment to 

trials

I y  Reduction in the ^  
burden of cancer care 
had to be supported by 

research and the 
government therefore 
made cancer research 

a high priority ^

Not discusse

Despite the work 
identified for research 
in the previous policies 

the government 
recognised there were 
still gaps in research in 

particular between 
different methods of 
service provision and 

their outcomes.

Not discussed

In order for London health research 
to reach international standards a 

academic restructuring was 
advocated Academic Health Service 

Centres which acted as major 
research centres with links to primary 

care establishments such as 
_____________polyclinics._______________

Although in cancer there was a 
tripling of cancer patients entering 

trials there are still gaps in the 
evidence base for treatments in 

different racial groups and patients 
with disabilities.

Research was identified early by the new labour government in supporting quality of care providing evictenoe baaed care. The peseroh in cancer tW  Mcreased 
substantially but the work is still identified as not covering all areas such as service redesign and racial differences. The city of London is identified as the home to a 
number of internationally acclaimed academic institutions but still not translating this into healthcare research. The suggested reorganisation underlies the importance the 
government continues to place on research and evidence based care whilst acknowledging there are still gasp in knowftedae

^  T h # »  m n r l A l  r t A l l e d

Sub-Theme 
New Models

This sub theme was used to 
code any work that described 

new ways or working and 
service development.

Caiman Hine 
introduced the hub and 
spoke model of cancer 
and has remained an 
important principle in 

cancer care

The government discussed 
the importance of making 

services based around 
convenience for patients and 
how this could be improved.

V ________________________________________ ^

/^The cancer plan built on the'N̂  
Caiman Hine hub and spoke 

model with a streamlining 
organisational model called 

Cancer Networks responsible 
for the cancer care for 

population of 1-2 million.

Community 
pharmacies were 

sources of 
innovative service 
delivery supported 

by the new 
pharmacy service

The model called 
Liverpool Care for the 

Dying Patient was 
rolled out nationally 

supported by funding. . 
The uptake of the use of' 

new novel new oral drugs 
instead of traditional 

intravenous drugs was not

TPatient choice perceived as a trigge^Lord Darzi recognised

contracts.

and leaver for innovation and driver 
for quality. Technology available in 

the 21®' century was perceived 
would facilitate novel ways of 

delivering care outside of hospitals. 
These changes combined with the 

using differing professionals in 
different ways within care pathways 

found to be due to their V^would enable and facilitate chang 
potential to release

/s V
leT

the infrastructure of 
London could not 

support the outreach 
services the 

government wanted 
and required 

infrastructure changes.

capacity.
This is despite capacity 
affecting uptake of new 

intravenous drugs.

One of the governments^ 
main aims was to provide 

safe effective care in 
settings people wanted J

In cancer care there were 
advantages to patients having 

treatment locally and economic 
advantages to treat people 

outside hospital avoiding A&E 
and inpatient admissions.

New models were originally around organisation of secondary care and the need for convenient services. This then becomes more pm#ar|p#w# aroufW ### movement oi 
care outside hospital into primary care. This move described is supported by the themes of finance, technology and patient choice but there is a recognition of the 
problems of infrastructure to support these changes particularly in relation to London and is supported by the findings of this study.
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Sub-Theme  
Use o f Technology

The use of new technology or 
technological developments 
within service provision was 
coded into this sub theme.

The government 
launched the electronic 

health record project 
which would enable 

transfer of information 
between healthcare 

providers and be 
available to patients

The future was seen as 
including electronic 

prescribing and 
electronic patient 

record supporting the 
eiectronic transfer of 

prescriptions from GPs 
to pharmacies 
smoothing care 

pathways.

New technologies had an 
important financial, 

capacity and clinicai 
impact . In response to this 
the government developed 

NICE to assess new 
technologies using 

evidence based processe^

Paliiative care required multiple 
providers and the electronic 

transfer of information in a timely 
way supported by technology 
and seen as vital in improving 

palliative care for patients. 
Technology was also seen as 

vital in providing patient 
information through websites, 

CD roms and audio tapes.

^  The government  ̂
discussed the project of 

developing a “Heaith 
Space” on the internet 
for patients to see their 

records and record 
V, their preferences. ^

For unpianned 
emergency services 

technology was a way 
of linking NHS direct 

directly to the provider 
the patient would need 

. too access

Technology would promote 
the health agenda and 

reduction of risk of ill health 
through the provision of 

services such as the an on
line “ Health Check" 

providing advice on e.g. diet. 
Other technologies included 

the use of telephones for 
nurse triage and the use of 

IT to book appointments and 
as an information iink for 

out-of hours case 
management.

New developments and^ 
advances in 

technologies may 
cause increased 

demands on the NHS 
e.g. new drugs but 
others may change 
models of provision 

which would decrease 
pressure e.g. minimally 

invasive surgery

In cancer the pressures 
envisaged by new 

drugs was countered 
by the national roll out 
of laproscopic surgery 
training for colorectal 

cancer. This was seen 
as a technological 

advance that would 
reduce in-patient stays 
and consequently free 

resource to pay for 
increased drug cost 

pressures.

New technology at the beginning of the government rested around information technology. This was seen as vastly Improving the Information flow that would make 
developments and movement of patients between sectors smooth and seamless. This has proved costly and highly complex and so has not yet been fully realised. Otl- 
technologies discussed are new drugs and the potential for cost and capacity pressures these represent and are of particular importance In cancer as of the new drugs in 
the pipeline 50% are cancer drugs. To counter these pressures work around developing less invasive surgery techniques and new models with telephone triage to keep^ 
people out of hospital is discussed in detail as funding for the NHS Is to slow from 2008.
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Figure 26 Theme: developing cancer care for the future (b)
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4.4 Summary and Discussion

The final results of the 3 phase analysis of the policies describing the changes in each of 

themes and subthemes over time and are presented in Table 10. These results in this 

table will be triangulated against the summary findings of the healthcare professionals, 

patients and carer's perspectives studies in Chapter 7. Any gaps between practice and 

policy are identified and discussed in Chapter 8.

4.4.1 Limitations of the study

Content analysis has a potential reductionist effect. To counter this, a thematic framework 

analysis was used rather than a quantitative content analysis technique. The themes were 

developed from 4 key policies which produced the framework this may have meant that 

the analysis was deductive.

The change being driven by the policies analysed in this chapter give an understanding of 

the context within which the new models of cancer care were developed. It is clear from 

phase 3 of this analysis that this context was changing throughout the study. The 

following chapters evaluate the perceptions of these changes for ambulatory cancer care 

from the healthcare professional and patient and carers' perspective. The results of these 

studies are further are triangulated in Chapter 7 drawing out any tensions and gaps 

between practice and policy as described in Chapter 3.
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Table 10 Summary of changes in themes over time

Themes Sub themes Summaiv of changes in themes over time
Developing 
modern visionary 
services

NHS cancer as a 
priority

Cancer priority changed from looking at consistency of outcome to improved 
survival and now more recently has come back to looking at inequalities of 
outcome

21^ century 
modern service

Movement from an emphasis on waiting times targets, responsive and 
infrastructure development (buildings and staff) through investment to one 
providing a financially sustainable service through commissioning and providing 
value for money through movement of care to the primary care sector with 
outcomes as well as waiting times as targets.____________________________

Standards and 
excellence for all

NICE NICE developed to tackle postcode prescribing and evidence based guidelines. The 
organisation could not respond quickly enough to clinical and drug developments. 
This would be an issue for cancer as 50% of new drugs are for cancer.__________

Postcode
prescribing

The inequality in drug availability gave way to a wider argument around inequality 
in health and cancer care funding and from tackling cancer survival to inequality of 
outcome.

Standards and 
quality_______
Clinical governance 
Leadership

Quality and governance bound into national frameworks and standards with little 
emphasis on localisation. Local developments were still required to fit into national 
frameworks. Quality was described as a driver in 1999 but in 2007 the Government 
acknowledged this was difficult to measure and commission and that more 
sophisticated data were required to make decisions between quality service 
development or funding new technologies.__________________________________

Getting services to 
the patient

Patient centred Patient's views were recognised as important and central to service redesign. This 
continued to be viewed as important but with added involvement in how services 
are commissioned. This was seen as a way of creating an understanding around 
funding decisions and tackling dissatisfaction with the NHS. There was also a move 
toward patients taking more responsibility for their own care and their own health. 
The continued discussion of patient centred care in the documents suggested that 
the perception is that this has not been achieved.____________________________

Responsive The move to provide treatment closer to home was supported throughout the 
policy documents. In 2004 there was a policy drive for reform as changes such as 
multipurpose clinics and primary care access in deprived areas had not come 
about. Changes in funding were to act as levers for change.__________________

Local services
Equity of access
Primary care

Inequalities of care were discussed. The work of NICE was acknowledged but other 
factors besides finance affected access to treatment Such as capacity. Within 
cancer there was acknowledgement of policy drivers to bring treatment closer to 
home but in cancer it should be within the context of Improving Outcomes 
Guidance (I.O.Gs) which often had an opposite effect e.g. centralising of surgical 
expertise. The cancer focus was to move patients from inpatients to ambulatory.

Empowering 
patients for new 
ways of delivery

Self care
Dignity, security 
and independence

The themes of self care and treating patients with dignity changed from treating 
patients appropriately and making them central to the service to empowering 
patients to that of one in which the patients took control of their own care. The 
shift was the government moving responsibility of care from the NHS to the patient 
i.e.from a "sickness service" to a "health service" with advice on how to keep well 
and how to self care through pharmacies. An increased public awareness of 
symptoms was advocated as a means of facilitating self care and support earlier 
referral and earlier diagnosis_____________________________________________

Information
Choice

Benchmarking as ways of aiding choice were described in 1999 and this continued 
to be proposed in 2007. This delay may have been due to the complexity of 
accessing and understanding outcome and quality information in the NHS.
Choice aided by information continued to be important but in addition was a move 
to sign post patients to different sorts of information. This was in recognition of the 
large quantities available and that patients required different information at 
different points in their journey. This supported the trend in self care where 
patients made decisions about what information they wanted to access. There has 
always been an assumption that patient wish to make choice and it is not until 
2007 that this was acknowledged as not always the case and that some patient 
wished to remain passive recipients of care.
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Themes Sub themes Summary of changes in themes over time
Financial
management

Payment by results 
Funding

Initially the government described funding of workforce, equipment and buildings 
but this then changed to commissioning of care from within a fixed resource. There 
would be a movement of funds from secondary to primary care to match the 
government aspirations of moving care out into the community.
The payment method developed was to introduce transparency but as a crude 
averaging tool and did not have the sophistication to motivate staff and incentivise 
change. The bluntness of the method was reflected in the failed implementlon 
chemotherapy. The changes described recognised changes needed in this area and 
continued issues around the new funding processes put in place by the 
government.__________________________________________________________

Private sector The initial discussions were around a change of culture involving the private sector. 
Tbe work started with diagnostics and surgical procedures but moved to 
addressing inequalities through provision of primary care services in poorer areas 
with under provision. There were concerns about the changes, in particular by GPs. 
However GP practices and pharmacies could be considered as private enterprises 
themselves but have been part of the NHS culture for so long do not seem to 
represent the same threat.______________________________________________

Professional 
management 
(ensuring the 
workforce are 
ready to deliver 
patient care)

Capacity
Multidisciplinary
working

In cancer care the role of multidisciplinary working was identified as vital and 
demonstrated through increased quality of care using multidisciplinary team 
meetings. This created funding and capacity issues around attendance of multiple 
meetings for some professionals and meeting administration.
Development of extended roles and how these could increase capacity and 
improve patient care were discussed. The theme around the extended role 
changed from professional boundaries only to cross sector boundaries._________

Pharmacists and 
pharmacy roles

The role of the pharmacist in secondary care as specialist is recognised particularly 
in cancer as a driver for safety and as a way of increasing capacity to care for 
patients. Over the years the role of the pharmacist had greater prominence, in 
particular community pharmacy. This role was seen as providing access into 
healthcare in ways GPs and other primary care services had not been able to do. 
The pharmacist was seen as an untapped resource of expertise. Changes in 
contract were to try and utilise this expertise increasing the capacity of primary 
care supporting the shift of care out of hospitals.____________________________

Developing cancer 
care for the future

Research Research was identified early by the new labour government as supporting quality 
care by providing evidence based care. Research in cancer increased substantially 
but did not cover all areas such as service redesign and racial differences. London 
was home to a number of internationally acclaimed academic institutions but this 
was not translating this into healthcare research.____________________________

New Models New models were originally around organisation of secondary care and the need 
for convenient services. This then became more prescriptive around the movement 
of care outside hospital into primary care. This move described was supported by 
the themes of finance, technology and patient choice but there was recognition of 
the problems of infrastructure to support these changes particularly in relation to 
London and was supported by the findings of this study.______________________

Use of technology Initially new technology policy was concentrated information technology. This was 
seen as vastly improving the information flow that would make developments and 
movement of patients between sectors smooth and seamless. This proved costly 
and highly complex and so has not yet been fully realised. Other technologies 
discussed were high cost new drugs and their potential pressures on capacity. To 
counter these cost and capacity pressures, work around developing less invasive 
surgery techniques and new models to keep people out of hospital were discussed.



Chapter 5

Evaluating the Perspectives of Healthcare Professionals

Analysis of the developments in models of care need to take into account the perspectives 

of the different professional groups involved in the delivery of patient care. A summary of 

healthcare professionals involved in cancer care is found in the table below. Different 

methods were used to gain the views of different groups, dependent on access and 

numbers within the group involved, included interviews, focus groups and surveys. 

Postmodernist and social constructivist frameworks of understanding were applied to 

provide a theoretical perspective.

Table 11 The multidisciplinary team involved in a patient's cancer care

Healthcare professional Role within the team
Clinical radiologist In collaboration with the histopathologist aids in the diagnosis of cancer 

and monitors disease progression and response to treatments.
Histopatholoqist Provide the definitive cancer diagnosis through histological testing
Surgeon Removal of primary tumour or palliative surgery
Medical oncologist Manages the oncology patient through their chemotherapy and other anti 

cancer treatments
Clinical oncologist Management of oncology patient through radiotherapy treatment
Site Specific clinical nurse specialist Named nurse specialist guide patient through diagnosis and treatment.
Chemotherapy clinical nurse specialist Administers advice and guides the patient through their chemotherapy 

treatment and side effects of the treatment.
Oncology pharmacist Advise and guide on cancer drug treatments to professionals and patients
Radiotherapist Advise and administer radiotherapy treatment to patients
Palliative care nurse Provide support and symptom control for patients throughout their 

treatment but more particularly at the end of their journey.
General Practitioner Provide support to patient, refer the patient for diagnosis and treatment, 

treat and give support when at home.
District nurse Provide support and guidance at home
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5.1 Aims and Objectives

The aim of study was to compare and contrast the perceptions, experiences of the 

different models of care from the perspectives of members of the multidisciplinary cancer 

care team.

The following objectives were operationalised.

• To explore perceived advantages and disadvantages of the different models of care 

from the professionals perspectives.

• To identify blocks and barriers to the further development of the models of care 

from the professionals perspectives.

• To make recommendations for further implementation and changes from the 

evaluations.

5.2 Sample Recruitment

As previously described, the care of a cancer patient Is provided by different members of 

the healthcare team. Not all team members were included in this evaluation because they 

were not regularly involved in the delivery of chemotherapy. For example, the clinical 

radiologist and histopathologist are involved in diagnosis (not treatment) and were 

therefore excluded, where as the surgeon was excluded as chemotherapy usually occurs 

around surgery and the clinical oncologist and radiotherapist were not involved as the 

models of care evaluated here did not include radiotherapy.

Whilst it would have been useful to conduct multidisciplinary focus groups and 

unidisciplinary interviews in a formal way, these were too difficult to organise. The study 

accessed data through existing meetings, fora and professional boards to fully evaluate 

the perspectives of healthcare professionals who were, involved in delivering the new 

models of cancer care and took advantage of these "captive audiences".
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5.3 Methods
The study was divided into two phases as outlined in the figure below. A developmental 

phase followed by a thematic analysis phase.

Study design for evaluation of the perspectives of the healthcare professional

Com m ercial 
H om e C are  
Com pany

M ultid isc ip lina ry
TeamPharmacists Nurses

Telephone 
Interviews 

Focus groups
Developm ental
phase

Focus groups Focus groups Focus groups

Initial work 
them atic analysis 

to develop  
fram ew ork

M ultid isc ip lina ry
c tie m o th e ra p yGP Nurses

Them atic
-Analysis
Phase

Q uestionnaire Questionnaire Interviews

Them atic
Fram ew ork

Analysis

Summary
findings

Figure 27 Study design for the evaluation of the perspectives of the healthcare 

professionals

The different methods and applications to these studies are described in Chapter 3.
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5.4 Plan for analysis

The focus and nominal group work was an Initial part of the study and was structured 

using the mixed method framework of development. As described in Chapter 3 analysis of 

field notes were used and emergent themes developed using a grounded approach. The 

themes that emerged from this work were then used to develop the constructivist 

framework for the thematic framework analysis and the basis of the interview structure. 

The predominant analysis method used was a thematic framework analyses: One 

designed from the emergent themes of the initial phase. The results of this work were 

then triangulated with the findings of the thematic framework analysis and change of time 

study as described in Chapter 4. The results of this further analysis are discussed and 

presented in Chapter 7.

The different groups that were accessed in this study, the methods used for data 

collection, the sampling technique, the recruitment and analysis methods used are 

summarised in Table 12.
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Table 12 Summary table of the evaluations of the perspectives of the healthcare professionals
Profesisional Groutt Method used SamW# Recruitment Afiatvtls

Pharmacists Oncology
Pharmacists

Focus Group 
(North London 
Cancer Network 
Pharmacy 
Tumour Board)

Convenience
sample

Oncology pharmacists working in: adult haematology, adult oncology 
and paediatric oncology and haematology. Production pharmacists 
involved in the manufacture and supply of chemotherapy.

Grounded approach 
identifying emergent 
themes.

Community
Pharmacists

Structured
interview
(telephone
interview)

Convenience
sample

One community pharmacist whose premises were already being used 
for extended practice.

Grounded approach 
identifying emergent 
themes

Commercial 
home care 
company

Commercial home 
care company Project 
manager, trials co
ordinator, Macmillan 
Cancer Care 
Pharmacist, Lead 
Clinician for Cancer 
Whittington Hospital

Focus Group Convenience
sample

Director of Clinical care of the commercial homecare company. Clinical 
Trials Manager, Macmillan Ambulatory Cancer Care Pharmacist 
Whittington Hospital (investigator) and the Project Manager of the 
commercial homecare company.

Grounded approach 
identifying emergent 
themes

Nurses District Nurses Focus Group 
(monthly 
management 
meeting)

Convenience
sample

Islington District Nurses Grounded approach 
identifying emergent 
themes

Group
Administered
Questionnaire

Convenience
sample

District nurse from Barnet, Islington, Haringey and Camden Primary 
Care Trusts

Descriptive statistics 
Framework analysis

Macmillan Nurses Postal
Questionnaire

Purposive
sampling

Macmillan Nurses from Islington, Camden and Haringey Primary Care 
Trusts

Descriptive statistics 
Framework analysis

Chemotherapy 
Clinical Nurse 
Specialist

Structured
Interview

Purposive
sampling

Nurses in the Whittington hospital who give chemotherapy to patients 
in the hospital at home and in the community.

Framework analysis.

General
Practitioners

General Practitioners 
with practices in 
Islington, Camden 
and Haringey

Postal
Questionnaire

Purposive
sampling

General Practitioners with practices in Islington, Camden and Haringey 
and may refer patients to the Whittington.

Descriptive statistics 
And framework analysis

Consultants Consultants treating 
patients within the 
Whittington Hospital

Interview Purposive
sampling

Consultants treating patients within the Whittington Hospital and 
treating the patients who have experienced the models of care

Framework analysis.

Multidisciplin 
ary Group

The network
chemotherapy
workshop

Focus Group
(annual
workshop)

Convenience
sample

Nurse practitioners, lead nurses, clinical nurse specialists (CNS) and 
pharmacists

Framework analysis
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5.5 Analysis, results and discussion of developmental phase of 
study

The following studies described were been used to develop the framework for the analysis 

for the questionnaires and interviews.

5.5.1. Exploring the perspectives of pharmacists of the modeis of 
ambuiatory cancer care

5.5.1.1 Pharmacy Group meeting

5.5.1.1.1 Sample

The North London Cancer Network pharmacy group meets quarterly to discuss pharmacy 

related issues within the network and come up with solutions. The group consists of 

oncology pharmacists working in: adult haematology, adult oncology and paediatric 

oncology and haematology; as well as production pharmacists involved in the manufacture 

and supply of chemotherapy. Pharmacists working in the area of oncology were asked to 

participate in a focus group to discuss issues related to the ambulatory care project. This 

was a convenience sample that did not generate a random group of respondents, but is a 

technique often used in qualitative research to explore complex issues.

The pharmacist group meeting was a way of accessing the pharmacists involved in cancer 

care within the cancer network in the secondary and tertiary healthcare setting. The 

results of this project would be used to inform the further development of ambulatory 

cancer care within the network and all members of the group would be affected, making 

their contributions highly relevant.

The main investigator gave a presentation and then hosted a discussion around the set 

objectives set. The presentation took place as an agenda item within a usual group 

meeting.

5.5.1.1.2 Recruitment

Within the North London Cancer Network there are 5 production pharmacists, 7 

oncology/haematology pharmacists, 1 paediatric oncology pharmacist and 1 network lead
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pharmacist. All were invited to the meeting, and the following attended: 1 network lead 

pharmacist, 1 paediatric oncology pharmacist, 3 oncology pharmacists and 2 production 

pharmacists.

5.5.1.1.3 Presentation

The presentation provided the background to the project describing the government 

moves to patient centred care to be accessed at a local level. The partnership between the 

Whittington NHS Trust and Macmillan Cancer Relief was described with the progress of the 

project and plans for the future. The update involved the running of the one-stop oral 

chemotherapy clinic and the chemotherapy support drop in clinic and the completed 

feasibility home chemotherapy project using Healthcare at Home. Plans for the future 

included provision of ambulatory cancer care within GP surgeries and treatment rooms of 

some pharmacies.

5.5.1.1.4 Data Collection

The focus group was not taped, as the group chair did not agree to this, instead field 

notes were made after the meeting and checked by an independent oncology pharmacist 

who was present at the meeting for accuracy.

5.5.1.1.5 Results

The data were analysed for emergent themes using a grounded approach as shown in the 

table below.

Table 13 Pharmacist group meeting themes
Themes Sub Themes
Pharmacy sites as places for 
administration of chemotherapy

Risk management of giving treatments in these locations were of concern.
Information and training of the pharmacists running the pharmacies where the 
treatment was given
Paediatric oncology shared care ethos could be developed into this model
Community Pharmacy Network a possible further development of this work.

GP sites as locations for administration of 
chemotherapy

What will the GPs feel is their duty of care for patients who are being treated in 
their practice who are not patients from their practise?
Patient may find being treated in a medical environment more acceptable than 
in a pharmacy environment.

Modelling Study involves pilots can the work be modelled to the scale of the network?
Clinical trials Will patients be able to access clinical trials if being treated in alternative 

locations?
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Theme 1: Pharmacy sites as places for administration of chemotherapy

A number of themes arose about using Pharmacy sites as places for administration of 

chemotherapy, including concerns around the issues of chemotherapy administration in 

pharmacy treatment rooms; risk management and information and training. Possible 

benefits identified were within some paediatric oncology and pharmacies acting as a 

ready-made network.

Risk management

Initially there were concerns that pharmacists would be asked to administer the 

chemotherapy and that it was not appropriate. Concerns about risk and the legal position 

related to clinical governance if a patient had an anaphylactic reaction or extravasation.

"Where do we stand in relation to risk in giving patients chemotherapy in a pharmacy or GP 

practice?" (Pharmacist 3)

These risks are not different from those when giving chemotherapy at home. However the 

concept of giving the treatment in pharmacies or GP practices was a new one and may 

have explained the increased concern.

Information and training

The issue of information requirements for patients was raised and that patients may have 

an expectation that the pharmacist in the community location could provide information. A 

suggestion was that training these individuals would be a way forward.

"You may need to carry out some education o f the patients on expectations and the pharmacist 

providing the premises as patients may expect information from the pharmacist in the community." 

(Pharmacist 3)

There is a need to acknowledgement that community pharmacists have different expertise 

and therefore may require more training and access to oncology pharmacists for 

information and support is important and will be an issue that needs to be addressed as 

part of the service developments in primary care as proposed by the government.
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Paediatric oncology

Another theme around locations for chemotherapy administration included paediatric 

oncology. The group acknowledged that paediatric cancer care had already moved to 

shared care where patients were treated at centres and then for maintenance treatment in 

locai units. It was felt that the parents would prefer for the treatment to remain within a 

hospital centre as the clinical background may provide a sense of security. It was felt, 

however that adolescents might prefer to have their treatment in a iess clinicai setting and 

a more convenient iocation.

"Paediatric chemotherapy and supportive care shared care work has been underway for sometime. 
The parents of young chiidren may feei happier in a hospital environment but the adolescents may 

weii wish to have their chemo somewhere more convenient and iess hospitalized" (PYvarmdiCx  ̂2)

This currentiy, is not an aspect being expiored or deveioped within the project but in the 

Improving outcomes of chiidren and young peopie with cancer guidance, in which one of 

the key aims is to bring coordinated care as ciose to the patients home as possible 

(Department of Health, 2005c).

Networks

An advantage that was highlighted by using pharmacies was that they couid be viewed as 

a ready-made network. If appropriateiy set up, there would be locations available in ali 

areas across the country for any patient who needed treatment.

"Maybe abie to set up a national network of pharmacies where couid provide the chemo in the future 

for the big centre p5f/e/7£s"(pharmacist 7)

In iight of the government's agenda to increase private sector involvement localise care 

and make pharmacies a place for patients to access a range of health services this may be 

a way forward to assess as part of the work on completion of the project in transferring 

the work form pilot to network level (Department of Health, 2003; Department of Health, 

2004d).
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Theme 2: GP sites as locations for administration

Concerns around GP practices as locations for chemotherapy administration were around 

the duty of care: pharmacists were concerned that GPs may not want to have patients 

who were not part of their GP practice to be treated in their location.

The discussion revolved around the outreach team being involved in the care not the GP. 

The concept of "duty of care" was discussed and the issues raised included the scenario 

of a patient having an anaphylactic reaction on GP premises would the GP be expected 

and feel they must become involved in the emergency care and therefore would they be 

less ready to allow this work to happen on their premises.

..............however if  a patient has an anaphyiaxis reaction it wouid be very difficuit for the GP to
ignore" (Pharmacists)

"There wouid be issues with the GP having a duty of care if  a patient is acuteiy Hi on their premises." 

(Pharmacist 2)

"Additionaiiy the GPs may not wish to have patients not part of their practice to be treated on their 

pre/n/5e5"(Pharmacist 1)

These were important issues and had the potential to make the developments of the 

community model of care difficult especially as there were no suggestions of how to 

overcome these barriers.

One benefit of using GP practices over pharmacies as locations was that the patient might 

feel more comfortable in a GP practice as it was a doctor's setting than a pharmacy 

setting. This question was explored within the 2 patient focus groups.

Patients perceptions maybe that a GP wouid be a better piace than a pharmacy as they have a 

security of a doctor so patients may prefer a GP practice even though we are setting it up not to have 

GP support {phdkrmacAst 3 with vigorous agreement from pharmacist 2)

It was an important theme to explore, as the governments agenda of making pharmacies 

a place for patients to access different health services may not correlate with the patient 

view.
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Theme 3: Modelling 
Scale of Work

The issue of the scale of the work was raised and how this would be managed. The work 

was to be defined as "small pilots" and part of the evaluation process of this work is 

whether it can be transferred to a network scale. This issue is discussed further in Chapter 

8.

Theme 4: Clinical Trials

Other concerns included patients in these settings may not have access to clinical trials. 

This was tackled at a network level. The North London Clinical Trials Network carried out 

some work to streamline the implementation process of cancer clinical trials across the 

North London Cancer Network. As part of the initial review work, the trials were assessed 

by the relevant site-specific tumour board followed by the generic boards i.e. the 

diagnostics, pathology and chemotherapy boards identifying questions, omissions or 

difficulties with the protocol, any workload implications and suitable sites including home 

for the trials to take place.

5 .5 .I.I.6 . Limitations o f the network pharmacist focus group

The network pharmacists group provided access to a specialist group of pharmacists with 

experience of oncology and chemotherapy and as such were an important group of 

professionals to include. The limitations to this focus group included a lack of time as it 

was integrated into another meeting, which meant that some issues could not be explored 

deeply. Finally the meeting was not recorded and notes were made retrospectively and 

checked by a member of the meeting. This meant that over interpretation or omission was 

possible though, minimised by analysing the data in the context of the overall study and 

the other data collected.

Due to the difficulties in getting this group of professionals together, the main investigator 

accepted the compromises that these methods of working produced to gain some insight 

into the group's views. The group focused was predominantly on the community model. 

This may be because home treatment as a model of ambulatory care is more established
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as safe and feasible whereas the community model was very new and raised the most 

concerns.

5.5.1.2 Pharmacist interview

5.5.1.2.1 Sample

The ambulatory cancer care research project was run in parallel to the service 

development project which included a project steering group to guide its development. 

This group consists of representatives from Macmillan, primary and secondary care and 

one of the members of the project steering group was a representative of a patient group 

called Cancer Life. The steering group meeting in June 2005 discussed moving the service 

development project to pilot chemotherapy and /or supportive care drug administration in 

the community. The original proposal had centred on GP practices and health centres as 

sites for the administration. The Cancer Life patient representative proposed that the use 

of pharmacies should be explored. The representative had worked closely with a local 

pharmacy in provision of Cancer Life information and had noted the additional services the 

premises was providing. This pharmacist was chosen as his premises were already being 

used for extended practice was telephoned to arrange an interview.

5.5.1.2.2 Recruitment

A telephone interview took place at 10 am with the pharmacist's consent. The main 

investigator introduced the purpose of the interview and asked about the premises and 

whether the pharmacist could see any advantages, disadvantages or barriers to using the 

premises for the administration of ambulatory cancer care.

5 .5 .1 .23  Data Collection

The interview was recorded retrospectively using field notes made during the interview as 

it was not possible to record the interview. This method of data collection is discussed 

more fully in Chapter 3.
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5.5.1.2,4 Results

The initial part of the interview involved factual questions about the pharmacist's 

premises, which were described as a retail environment at the front of the premises and 

treatment rooms at the back. The treatment rooms were described as no different from a 

doctor's room and felt "clinical". The next stage of the interview involved exploring the 

pharmacist's views around the administering of chemotherapy to patients in his premises 

in these treatment rooms. Themes that developed from the interview:

Theme 1: Chemotherapy regarded as serious treatment

The pharmacist regarded cancer chemotherapy as serious treatment and enquired 

whether the people who were administering the treatments would be properly trained. A 

team of specialist healthcare professionals who would come to his premises would 

administer the chemotherapy. Reflecting on this information the pharmacist felt that the 

work was no different from other work carried out on his premises including nurses 

injecting drugs in the treatment rooms.

Theme 2: The standard, quality and capacity of the facility

Another theme that evolved was how long a patient would be using the facility. This is an 

important question. The time available for the rooms would impact upon capacity and cost 

as they were used for several purposes. This issue may have wider implications as within 

section 3c of the Cancer Quality Measures (Department of Health, 2004b) it states that the 

room should only be used for this purpose on the days when chemotherapy is being given. 

This will be an issue to be developed an explored as part of the service development of 

the community model using sessional bookings of rooms for cancer treatments only to 

address this issue.

Theme 3: Adequately trained staff administered the treatment

In comparison to the oncology pharmacists, the main issues that emerged from 

community pharmacist's perspective were that the facilities were sufficient and that he felt 

comfortable with running a service from his premises if there were adequately trained
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staff coming to carry out the work. He did not raise the concern about not being able to 

answer questions, and was much more ready to accept such a development in service 

provision.

Theme 4: Patient acceptability

The pharmacist's view on patient acceptability was explored but he felt he could not 

answer the question on patients' behalf. However following the interview the pharmacist 

discussed with a client the community ambulatory cancer care development, asking the 

client how they would feel about having their treatment in a pharmacy treatment room; he 

also showed them the rooms. This client was not a regular in the pharmacy and did not 

have a relationship with the pharmacist prior to this visit. The response was very positive 

as the patient had been receiving cancer treatment for 20 years and would have preferred 

not to have to travel all the way into the centre of London, for each treatment as this took 

up a whole day. The pharmacy room was described as preferential to a hospital or a GP 

surgery and when asked about the environment being clinical enough the patient said the 

"/es5 clinical the better". They also suggested a television would be useful as it was a long

time to sit in a room without anything to look at.

5.5.1.2.5 Limitations o f the pharmacist interview

The interview was brief as the pharmacist was in his dispensary, it was also not tape 

recorded which meant that the interviewer was not able to explore issues in any great 

depth and had to make retrospective records. To explore this more fully, a visit to the site 

could be made to photograph the treatment rooms to relate what the client saw to their 

reactions which may give a clearer picture and investigate the pharmacist views further 

with an in depth interview. This was not possible due to the time and resource constraints 

of the study but would be of interest in further study.
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5.5.2 Exploring the perspectives of a commercial homecare company of the
home chemotherapy model of ambulatory cancer care

One arm of the study involved the provision of home chemotherapy using a private 

company. The Whittington Hospital Cancer Unit worked in collaboration with a private 

company who provided nurses to administer chemotherapy to patients at home. The 

hospital team and main investigator recruited patients who wished to have their treatment 

at home; their care was managed through the clinical team while the administration of the 

treatment was carried out by the nursing team of the commercial company. Once the 30 

patients had been recruited, a focus group took place to explore the experiences of the 

company of working with the Trust. In addition, the company wanted to know whether 

the Trust wished to continue the relationship and to discuss the viability of continuing this 

service, to explore any problems encountered by the company and what they perceived 

the future of the project to be.

5.5.2.1 Sample and Recruitment

The meeting was held at the Whittington Hospital NHS Trust and took the form of a focus 

group discussion looking back over the project, exploring experiences and considering 

possibilities for ways forward. The convenience sample selected included 2 representatives 

of the Trust (one was the main investigator) and 3 from the commercial company. 4 

people were recruited: the Director of Clinical Care of the company, the Clinical Trials 

Manager of the company, the Macmillan Ambulatory Cancer Care Pharmacist Whittington 

Hospital (main investigator) and the Project Manager for the company. The trust Nurse 

Consultant, Lead Clinician for Cancer was not able to attend. Other nurses who had 

worked for the commercial company were not accessible as the company was not willing 

to free them from their work.

5.5.2.2 Data Collection

The discussion was not tape recorded, as there was some reluctance from the company 

who doubted the Trust would automatically continue the relationship with the company. 

The results were recorded retrospectively by the investigator and reported back to the 

Whittington Hospital Cancer Board. A poster was developed in collaboration with a 

commercial homecare company that reflected the results of the discussion and verified 

that the company agreed with the findings described in this study.
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5 .5 .2 3  Results

During the meeting some difficulties arose between the Whittington Hospital NHS Trust 

and the commercial company which consequently made some issues difficult to explore 

deeply. The options were left open in this discussion and it was made clear that the 

Whittington Cancer Board had to make the final decision, part of that was the commercial 

considerations of running such a service with the company. The Director's concerns were 

that the Trust may have wanted to move to hospital team and stated:

" The trust may believe that by giving a nurse a mobile phone and a car that they can run tiiis service 

and in fact it requires a team of nurse who are senior and experienced and can work individuaiiy abie 

to cope with œnnuiation and reaction problems. "

A neutral investigator may have been a more effective facilitator for such a discussion, but 

this would have not have been possible due to commercial confidentiality. The themes 

that merged from the discussion were economic considerations for the work, 

communication and practical logistics of working providing the service within the location 

the Trust serves.

Theme 1: Economic Considerations for the commerciai homecare company

After the initial difficult stage, the discussion moved to the company's perspective of the 

commercial arrangements of the work and the healthcare at home's experiences and 

perspectives of the relationship with the Trust and the Trust patients. The commercial 

arrangements were specific for the feasibility study and had been a fixed price per day 

whether 1 visit or several visits. The Trust's assessment was that this was flawed as they 

felt it would encourage the company to spread the work across days to ensure they 

received the maximum money back rather than provide the service on the day the patient 

would prefer. The company acknowledged this but stated this had not been done.

From the company's perspective the way they worked with the Whittington Hospital NHS 

trust was not commercially viable as it did not fit their model of working. The work they 

were asked to do was more logistically complex than their standard model and Involved 

longer more complex regimens and additional visits to the Trust site for collection of drugs 

and completion of notes, which reduced the capacity of their nurses from 3-4 patient visits
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per day to one. The economic issues were huge for the commercial company, as they 

were working for other agencies such as private healthcare providers as well as the 

Whittington and if they could treat two other patients as well as treating the Whittington 

patient in the same amount of time they would be earning the company extra income. 

The company stated they would not be carrying such a loss leader again and no Trust with 

whom they had used such a model had followed up with a contract.

This work was prior to the use of adjuvant trastuzumab which with its huge impact on 

capacity has meant a large number of trusts now use this commercial company to provide 

the treatment at home.

The company's discussions then moved onto what future commercial arrangements could 

be. This was described, as being is dependant on what the Trust required and included:

■ A sliding scale of costs dependent on volume of work. Increasing the volume of

work to include services such as home antibiotics were suggested as a mechanism 

to reduce costs per visit.

■ The capacity of one nurse per day which the Trust organisation could use in

whatever way we wanted i.e. several blood tests or 1 home administration.

The experience of the project manager who managed the nurses and administered the 

chemotherapy at home herself was explored. Overall the project manager had a very 

positive view of the project and stated that this was work the company liked to do. The 

project manager enjoyed developing working relationships with the Trust and said that 

they and their colleagues found the patients interesting and challenging.

Theme 2: The Logistics

The first logistical challenge included paperwork, such as completion of medical notes. 

This had proved difficult to organise as required an additional visit to the hospital once 

treatment was completed. Once at the trust, the medical notes often proved difficult to 

access. In the eyes of the company this requirement of contemporaneous note completion 

by the Trust was felt had not been made clear at the beginning of the study.
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The nurses worked individually In people's homes and gave treatment alone, so It was felt 

Important to explore how the nurse had felt about their personal safety. The company's 

personnel did not feel this was an Issue as safety was assessed at the Initial visit and the 

company had a safety system.

Another Important logistical problem was parking In the area near patient homes and 

around the hospital, which was very difficult when collecting chemotherapy or dropping off 

notes and chemotherapy flow charts, as the Whittington Hospital NHS Trust serves a 

densely populated area of London. This Issue Is, however, faced by all community 

healthcare workers within the area and Is overcome by the use of emergency nursing car 

badges.

Theme 3: Communication within the project

An Important Issue had been communication as It was not always clear who had 

responsibility for the different aspects of the patient's chemotherapy journey. The 

company's project leader suggested that the communication problems could have been 

avoided had all the hospital chemotherapy nurses and the company's personnel met 

before starting, and used the opportunity to clarify responsibility for blood tests, booking, 

prescriptions and medical notes storage. The company found It challenging to ensure all 

the required Information could reach the patient notes In a timely way which compounded 

this communication Issue. The problem was addressed through feedback meetings 

between the Trusts and the commercial company, but this broke down when the company 

used agency staff who were not aware of the additional trip to the Trust required to 

complete the medical notes. The Trust viewed the problems with medical notes 

completion as a clinical governance Issue and had asked for this to be agreed as part of 

the Initial study set up.
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5.5.3 Exploring the perspectives of nurses of the modeis of ambuiatory
cancer care

5.5.3.1 District Nurses Group Meeting

The cancer ambulatory cancer care project involved moving chemotherapy administration 

from the hospital setting into primary care. In the proposed models, teams from 

commercial companies or a hospital team of cancer chemotherapy specialists administered 

the treatment in new locations. However, after the treatment these professionals returned 

to the hospital. District nurses are a valuable resource for contact and communication with 

the patients in primary care and were viewed as a possible future resource for the 

administration of chemotherapy to patients in their homes.

5.53.1.1 Sample

As previously described in Chapter 3 the Whittington Hospital NHS trust serves Islington 

and Haringey primary care trusts (PCTs). In order to gain the perspectives of district 

nurses, a questionnaire had been sent out to the teams of both PCTs but the response 

rate was very low. The district nurse team leader was consulted in an attempt to increase 

the response rate and the questionnaires were distributed to the Enfield and Haringey 

team via e-mail; but the response rate remained poor.

Because the input of this group of professionals was important an alternative focus group 

method was used. The group work took place as an agenda item in the monthly 

management meeting with a slot for 30 minutes. A presentation described the project, 

progress and plans for the future, and was followed by a question and answer discussion 

and then questionnaires were distributed for completion outside the meeting to be 

returned to the main investigator.
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5.5.3.1.2 Recruitment

All of the 12 district nurse Islington team leaders attended plus the Macmillan Palliative 

Care team leader.

5.5.3.1.3 Data Collection

This focus group had some difficulties: on arrival there were technical problems and the 

presentation had to be given without visual aids. The first model discussed was 

community chemotherapy where the administration of chemotherapy to patients will occur 

in GP practices, health centres or pharmacy treatment rooms. The second model discussed 

was provision of home chemotherapy using a hospital-based team or commercial 

company.

The results of the meeting were recorded using retrospective field notes by the main 

investigator. The group did not wish to be recorded. The Macmillan Palliative Care Team 

Leader who was also present at the meeting verified the notes as accurate.

5.5.3.1.4 Results
The emergent themes of the focus group are tabulated below:

Table 14 District nurse group themes
Themes 1[ Sublkemes

Perceived Problems
Communication Communication between multidisciplinary teams that will be involved will 

be complex and have large numbers
The patients will need to know who to identify in what situation
Communication when patient becomes un well

Location of chemotherapy administration Community chemotherapy had same problems as hospital chemotherapy
Patients perceptions of pharmacies or GPs may have an effect on success 
of community chemotherapy

Cost Ambulatory models represent cost to an already economically stretched 
service

Benefits
Moving treatment out of hospital Home treatment the preferred option for patients

Pharmacies and GPs may be of benefit to patients
Solutions

Communication Follow the palliative care models of communication.
Location of chemotherapy Location of community chemotherapy that has easy transport links e.g. on 

a bus route.
District nurse could administer some chemotherapy to patients at home
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Perceived Problems
The perceived problems were contained within three main themes: communication, 

location of administration and cost.

Communication
Communication was seen as very Important. There needed to be clear contact pathways 

with named individuals and responsibilities, If the patient were treated at their GP or 

pharmacy they would be In contact with a lot of different members of the team and may 

find It confusing.

Contact pathways were mentioned by three of the members, as patients may need a 

pathway describing who to contact and how.

One nurse stated:

" the patient is the key and you need to make sure they know who to contact for what informatiorf 

" The homecare patients we have had, we have not been toid about. The community team isnt 

aiways aware that sending ietters to the GPs is not enough need to iook at ways of communicating 

with other members of the team."

Another area around communication Included how to treat a patient who became unwell. 

Perceived potential problems Included treatment given to unstable patients outside the 

hospital; eligibility was Important they needed to be stable patients to reduce problems If 

the patients became III. A pathway was Identified as Important, It should mirror those used 

In the palliative care model which Indicates how to treat patients who become III and who 

to contact 24 hours a day.

Location of Chemotherapy Administration
Some members of the group did not feel that the community chemotherapy model was of 

any benefit to patients.

The Islington training lead stated:
giving the patients the treatments in the GP practices or pharmacies seems no different from 

hospitai as the issue, if  you are unweii, is getting out of the house. I  think home wouid be preferred 

by the patients."
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This sentiment met with strong agreement from the group and there were negative 

feelings about administration of chemotherapy in pharmacies by most of the group. 

Statements included:

"Patients'perceptions of pharmacy may need to change before it can be done as they perceive them 

as œmmerciai centres rather than professionai groups, uniike in Europe where the perception of 

pharmacists is very different "

"The patients may not iike it in pharmacy as there maybe peopie they know there and they may not 

want them to know they have cancer. "

"Pharmacy may be open on a Saturday but usuaiiy not the reguiar pharmacist and who wouid they 

contact as 24 hour cover?"

Cost
There are increasing pressures on all parts of the NHS and concerns about the costs of 

this service development could have been predicted in discussions. However cost was only 

raised by one nurse.

" The cost of hiring GP rooms wiii add to costs of care."

Perceived Benefits

The two areas that emerged from the discussions on the benefits of this work were giving 

patients their treatment at home and, even with the earlier discussion, around pharmacies 

as a location for treatment. The group's consensus was that it was a positive step to move 

the treatment out of hospitals, many even thought that patients would like to have 

treatment at home.

One nurse felt that patients may not want to be seen going into a pharmacy for cancer 

treatment, as it would mean a loss of confidentiality while another felt that this may not 

be the case; as people go to pharmacies for blood pressure checking, advice and for the 

treatment of minor ailments, it may mean the patients may feel they appear to be also 

visiting for minor treatments. This was the same nurse who said that the pharmacies in 

Europe have a much more professional image with patients than in this country. This
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would require further research to investigate whether the perceptions of pharmacy 

differed across European nations.

Solutions suggested by the group 

Solutions to the problems of Communication

Palliative care in the community has developed successful methods of communication and 

it was suggested following this model may be useful as a template for further work in this 

area. This was qualified by the caveat that

'We have all worked together for a long time so we just know who to œntacf'

The work carried out by the Macmillan GP facilitator role was considered a model which 

listed the members of the different teams, their availability and what drugs should be used 

and was considered as one that could be expanded to chemotherapy 

One nurse stated that

"Palliative care Is different in that they use drugs we are all familiar with. Chemotherapy is very 

different and we may need a pharmacist on-call as we are not familiar with the effects of the drugs. "

Suggested solutions to problems associated with location of chemotherapy 
administration

If the project was to go ahead with the pharmacy as part of the study, it would be useful 

to choose pharmacies on bus routes, as if this was not the case, it may not make it any 

easier for the patient, than getting to hospital.

Home chemotherapy was seen as having the greatest benefit, some of the group were 

interested in supporting this development by taking on the administration themselves. One 

nurse said that they had given 5-fluorouracil to a patient at home and flushed lines. 

Approximately half the group felt they were comfortable with administering chemotherapy 

at home themselves, while others were silent.
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5 .53 .1 ,5  Limitations o f the work

Limitations of the study included; gathering information, as the focus group was within a 

monthly management meeting, in which the investigator was allotted thirty minutes. The 

group was large, (13), which meant there were some members of the group who did not 

participate in the discussion. Originally a questionnaire had been sent to all the district 

nurses in Islington; however it had been unsuccessful in reaching a number of nurses as 

they were a quickly changing workforce and move bases frequently. Information about 

where different groups meet was difficult to access. Whilst the district nurse manager was 

a member of the steering group, she was never able to attend a meeting. The main 

investigator had suggested a meeting may be a better way of canvassing opinion. 

Problems with the presentation and the time limit may have affected the depth of 

information possible to gain, however it provided data on this group of healthcare 

professionals' perspectives.

5.5.4 Exploring the perspectives of muitidiscipiinary groups of the modeis of 
ambuiatory cancer care

5.5.4.1 Network Chemotherapy Workshop

5.5.4.1.1 Sampie

The North London Cancer Network runs an annual chemotherapy workshop as a forum for 

sharing good practice and ideas across the network. In this study the focus group involved 

the Nurse Consultant and Macmillan Ambulatory Cancer Care Pharmacist (main 

investigator) from the Whittington both presenting work on pharmacy/nurse led clinics and 

looking at developments within other trusts using these experiences.

5.5.4.1.2 Aims and Objectives

The aim of the focus group was to explore the perceptions of the development and 

running of the one-stop oral chemotherapy clinics. The objectives were to increase 

awareness of the clinics, to explore the perceived problems and benefits of these clinics, 

the perceived blocks to these developments and to identify possible solutions to these 

barriers and ways forward.
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5 .5A .13  Recruitment

Pharmacists, chemotherapy clinical nurse specialists, medical oncology consultants, lead 

cancer nurses, haematology clinical nurse specialists and paediatric haematology nurses, 

attended the workshop. Following the presentation and a question and answer session, 

the workshop was split into separate workshop groups. Present at the workshop were 2 

nurse practitioners, 3 lead nurses, 3 clinical nurse specialists (CNS) and 2 pharmacists.

53.4 .1 ,4  Data collection

The main investigator asked the group to specifically discuss the objectives of the study 

and recorded the suggestions made. The results were then presented written summaries 

of the discussion to the group to gain consensus and agreement.

5.5.4.1.5 Results
The data and emergent themes are presented in Table 15.

5.5.4.1.6 Limitations o f the network chemotherapy workshop

The group felt that such working and development roles in this way for nurses and 

pharmacists was desirable but that time available and physical space to run these clinics 

were major blocks to the development of such roles. These required workforce planning 

and primary care trust buy-in to be resolved.

The pharmacists had less experience of working in the outpatient setting than the nurses 

which meant that their suggestions and questions were reflective and checked 

understanding and development whereas the nursing concerns were around deskilling 

other professionals and taking on extended roles within already busy jobs.

Awareness of this work was very low prior to the presentation; there were concerns about 

taking on further work on top of current extended work and roles. The workshop was very 

short which led to concise discussion, when some of the themes warranted further 

exploration. Tackling medical confidence in the clinic and deskilling of other members of 

the oncology team could have been explored further to reach a consensus and plan on 

how to implement the solutions suggested.
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Table 15 Network Chemotherapy Workshop Data
Suggested developments by members of the group were

In patient pre-chemotherapy assessment clinics
Nurse/pharmacist oral chemotherapy clinics
Joint pharmacist and nurse clinics chemotherapy toxicity clinics
Paediatric maintenance therapy clinics jointly running with a nurse and pharmacist
Out patient pre-assessment clinics
Outreach chemotherapy and pre chemotherapy assessment clinics.
Perceived benefits of the models of care described.

The European working time directive has reduced doctors working hours and so the same doctors are not always 
available; using nurses/pharmacists may increase patient continuity of care.
Reduce the pressures on chemotherapy day case suites by moving some of the work carried out to separate clinics.
Reduce waiting times for patients
Career development for nurses and allied healthcare professionals by extending their roles.
Improve the patient journey
Share professionals skills with multidisciplinary working as advocated in the shared clinics.
Perceived Barriers Solutions

Space and capacity Space and capacity for clinics could be solved with outreach 
clinics but would mean removing an individual from a busy Trust 
for long periods.

Maintaining continuity of service as a new 
development which is down to an individual can 
lead to problems when covering holiday and 
sickness

This could be prevented by ensuring changes and developments 
are carried using team approaches.

Risks of deskilling other professionals are important 
as was raised by a medical oncologist in a question 
and answer session run before the workshop.

The solution was felt to be sharing roles with other professionals 
e.g. senior house officers (SHOs) and specialist registrars (SpRs) 
within clinics. The Drop in clinic it felt may de-skill the 
chemotherapy clinical nurse specialist but could be overcome if 
they shared session times within the clinic, by sharing roles this 
could be addressed.

Medical confidence in these clinics may be low. This could be addressed by defining parameters of responsibility 
and action very clearly. Clinical Management plans address this 
issue as they have clear lines of responsibility and clinical 
situations when the patient should be referred to a doctor.

Patients may not want to see a nurse or pharmacist 
but a doctor

This is very important as patients must be given the choice and 
this element must be part of the process of developing a new 
service so that systems are in place to ensure doctors are 
available to the patient.

Patient admissions systems can present a problem 
as some trusts non-medics cannot admit a patient 
if assessed in clinic and thought to need of 
inpatient care.

This was felt could be addressed individually through each Trust 
and was a system problem that could be solved.

The numbers of NHS initiatives are high and it may 
be a problem to ask individuals to develop their 
roles further if feeling stretched already.

While note taking was used as a way of recording people's input, taping of the discussion 

would have led to more detailed and rich results enabling a much deeper analysis. Another 

option would have been to use a topic guide to record thoughts and ideas as another way 

of collecting more complete data.

On completion of the workshop there was a feedback to all the members present which 

was an effective way of ensuring consensus on the conclusions drawn by the group and 

checking the understanding of the facilitator on the issues raised and discussed.
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Participants were experienced professionals in their field, and a number knew each other, 

which meant that the workshop flowed well and people were confident in airing their 

views and ideas within the group. There was good participation by all the members of the 

group and no dominance by any individual.

5.5.5 Summary of the resultant emergent themes of the developmental 
phase of the study

Table 16 is a summary of the resultant emergent themes from the developmental phase of 

the study. The subthemes are described in detail and attributed to the different groups 

used in the developmental phase of this study.
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Table 16 Summary of the resultant emergent themes of the developmental phase

Theme Sub theme Data
Advantages of the 
m odel/s of cancer 
care experienced

Improve patient care Improve patient care. DN; CW; PH
Extended roles Developing the new models of care may lead to the developing of new roles for healthcare professionals DN;CW;PH
Location Pharmacies may be an attractive option for patients having their treatments. OP; PP; DN

Taking chemotherapy treatments away from hospital locations was perceived as an advantage to patients. DN
Community pharmacists have the potential to be a ready made network of locations and would be advantageous if could be used for
patients who have to travel a long way into the tertiary hospital for treatments. PP
Patients may prefer to have their treatment in the community so the models of care would provide a choice for these patients. DN; PP;
OP
The medical environment of a GP surgery as a location for the community chemotherapy may be more acceptable to patients. DN; OP; PP

Disadvantages of 
the m odel/s of 
cancer care 
experienced

Training There was concern that extending roles may reduce the training of medical staff and this may then become a barrier to other professionals 
developing into this role and from the perspective of clinicians may impair the ability of future oncologists due their reduced training 
opportunities. CW; DN; PH

Clinical Trials Patients may not have the same access to clinical trials if receiving their treatments outside the hospital setting. OP; PP
Cost The assumption was that the cost of a homecare service would be higher than that of the current outpatient model and would therefore 

not be sustainable. DN
Communication The patient journey would more complex than one in which their treatment was in hospital and any increase in complexity of systems for 

recording information and communicating between professionals and patients undergoing care in the new models of treatment. DN; PH
Location Patient perceptions of community locations such as pharmacies may not be positive and therefore may not be a service development the 

patients really want. OP; DN
The blocks and 
barriers to the  
further
development of 
different models 
of cancer care.

Training In order for the new models of care to be feasible there may be training issues for healthcare professionals. The professionals needed 
assurance that training of healthcare workers involved was adeguate. OP; PP; DN; CW

Extended roles Developing the new models of care may lead to the development of new roles for healthcare professionals, however the professional 
groups' experiences and perceptions were that finding space and capacity within their own roles and the organisations was very difficult 
and would make some developments very difficult to achieve.
There were concerns as to how the other multidisciplinary team members would respond to any new extended roles and could act as 
barriers to the developments. CW

Transferability of 
work.

The work is on a small pilot scale and there was concern as to whether it would be possible to transfer the experiences and findings of this 
work to a network level. OP; PP

Cost A barrier to the development of the models is finding a way of funding ambulatory services, which were perceived to be higher than the 
current models. PH; DN
The time to give the treatments would create higher nursing costs in addition to the cost of hiring sites in which to administer the 
community chemotherapy. CP

Location Pharmacies were not perceived as the appropriate location by some of the professionals as places for chemotherapy administration as they 
did not perceive them to be "clinical" environments. DN; OP; PP
The locations of treatment would need to meet appropriate standards and these were perceived as potential barriers to the development of 
the community chemotherapy arm of the project. CP
Chemotherapy is perceived as a serious treatment that should only be given in hospitals. CP
If the treatment was located within a GP practice there maybe issues around if the patient became ill that the GP would have a duty of 
care to that patient and feel they have to treatment then but would be uncomfortable with this aspect if they were not patients form their 
own practice. If this was the case the GPs may only wish to have patients treated from their own practice within these settings, which
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would not be viable, as the average practise would not have enough cancer patients and therefore act as a barrier to development OP
Recommendations 
for further 
implementation or 
improvement of 
the models of 
cancer care 
provided.

Extended roles In order enable the development of new roles the recommendations that were made by the professional groups included clear training 
programmes development and clear referral systems put into place to create confidence in the working practices between the professional 
groups. CW
The groups also recommended clear systems to be set up to facilitate the work of the professional group. CW

Communication The patient journey within the new models of care would increase the complexity recording information and communicating between 
professionals and patients however this complexity has been tackled in community palliative care where patients also move between the 
primary and secondary care sectors. The work carried out on improving this using Macmillan palliative care models of communication were 
perceived as models to emulate and would enable such new innovative models of care to be successful. DN

Location If the chemotherapy is administered by suitable trained people chemotherapy can regarded as not different as any other Parenteral 
treatment and given in locations outside hospital. CP

Key:
PP=production pharmacist 

0P= oncology pharmacist 

CP=community pharmacist 

DN=district nurse 

PH=private homecare company 

CW=chemotherapy workshop.
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The professionals' perspectives thematic framework was developed from this work which 

was then used to operationalise the further objectives of those of Chapter 6: exploring the 

patients and carers perspectives.

5.6 Thematic analysis of healthcare professionals’ perspectives

As described in Chapter 3 (Section 3.4), there are many views of reality, each valid in 

different ways. The analysis of the healthcare professionals surveys and interviews in this 

chapter is from a constructivist perspective (Alderson, 1998). The thematic framework was 

developed from the developmental phase as described in the previous part of this chapter 

(Table 17). In Chapter 7 the results are further analysed when they are triangulated 

against the findings of Chapter 4.

Table 17 Healthcare professionals' thematic framework

Theme Definition
Perceptions of the advantages of the 
model/s of cancer care experienced

The perceived qualities of the model of cancer care service 
that improved the patient experience of their treatment.

Perceptions of the disadvantages of 
the model/s of cancer care 
experienced

The perceived qualities of the model of cancer care service 
that reduced the patient experience of their treatment.

The blocks and barriers to the further 
development of different models of 
cancer care.

The issues that the healthcare professionals believed made 
the models of cancer care not function as well as they could 
or mean that the model of care did not meet patient need.

Recommendations for further 
implementation or improvement of the 
models of cancer care provided.

What aspects of the treatment given that could be improved 
from the healthcare professionals' perspective or should be 
pursued when looking toward development and further 
implementation.

The following studies were analysed using the developed framework: the GP 

questionnaire, the Macmillan District nurse postal questionnaire and a group administered 

district nurse questionnaire plus interviews with the Whittington hospital cancer unit 

chemotherapy multidisciplinary team.
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5.6.1 Exploring the perspectives of Générai Practitioners of the modeis of 
ambuiatory cancer care using a thematic framework

5.6.1.1 Sample

As described In Chapter 3 the Whittington Hospital NHS Trust serves patients from 

Islington, Camden and Haringey PCTs. In order to access the perceptions of the GPs who 

refer their patients to the Whittington and the North London Cancer Network for cancer 

treatment questionnaires were sent to those with addresses in Islington, Camden and 

Haringey.

5.6.1.2 Recruitment

298 questionnaires were sent out. Of these 5 GPs were no longer at the address, 2 GPs 

had left the practices and 62 questionnaires were returned a return rate of 21%. The 

response rate is below average, may introduce bias into the results and may only be 

representative of those GPs who have strong opinions about chemotherapy service 

provision. However, it is important to analyse these views as they will provide some 

insight into some views from primary care an area of care where this kind of service 

development will have an important impact, whilst remembering they are not 

generalisable.

Split by PCI:
125 were sent to GPs in Camden and 21 were returned (17%).

119 were sent to GPs in Haringey and 26 returned (22%).

54 were sent to GPS in Islington and 15 returned (28%).

Practise types:
8/62 (13%) returned questionnaires were from single handed practices.

51/62 (82%) returned questionnaires were from group practices.

3/62 (5%) returned were unspecified.

G P demographics.
26/62 (42 %) male

35/62 (56.4 %) female

1/62 (1.6 %) unspecified

Mean age: 46.6 years (range 31-69 years)
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(14/62 (22.5%) did not specify age.) Age calculated using the questionnaires returned 

specifying age.

5 .6 .1 3  Data Collection

The descriptive data were analysed and coded according to the thematic framework 

developed in the first stage of this study. The findings are described below:

5.6.1.4 Results 

Perceived advantages of the model/s of cancer care

The responses of the GPs to the questionnaires asking their views on the advantages of 

home chemotherapy indicated a strongly felt conviction that patient would benefit from 

the convenience of home treatment, through a reduction in transport and the opportunity 

for the patients to be in their own surroundings with friends and family close by. The fact 

that patients had the comfort of home was seen as reassuring and may have psychological 

benefits to the patients.

I  think homecare would be great for certain patients psychoiogicaiiy 

Better being Hi in your "own home"-toiiet/bed etc. GPNIO

By keeping patients out of hospital it was felt that this reduced the risk of patients' 

exposure to infection and MRSA.

Home chemotherapy wiii improve my patient's treatment experience as less hassle for patients and 

less chance of picking up infection than in hospitai GPS2

Other advantages were improved overall treatment of patients as it was perceived would 

be increasingly compliant with treatment and would suffer fewer side effects having their 

treatment at home. Having a team specifically to give chemotherapy was also seen as 

enabling continuity of care having the same person dealing with the patient each time.

The government has developed palliative care in the community, consequently there had 

been a number of developments including: training GPs and district nurses, providing 

contacts and leads within primary care (as described in the district nurse focus group).
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which has increased understanding of the needs of patients. This work was underpinned 

by the NICE guidance 'Improving supportive and palliative care for adults with cancer' 

(Department of Health, 2004f). GPs saw the work in moving chemotherapy out of the 

hospital as a way of building on the good practices developed from these palliative care 

changes.

Further evolution of excellent palliative care In the community GP 122 
Chance to repHcate al the good features o f palliative care GPN19

Perceived disadvantages of the model/s of cancer care

The greatest disadvantage highlighted by the GPs was dealing with unwanted drug 

reactions. There was concern around responsiveness to an acute reaction such as 

anaphylaxis.

Would hope a dedicated hospital hotline be available to deal with unexpected reactions to treatment 

GP 83
I  have concerns about my patients receiving chemotherapy at home around lack of support when 

things go wrong. GP N il

Other concerns included the burden on family members around taking responsibility for 

the patient at home, particularly if there were complications and isolated patients not 

having the social Interaction with other cancer patients as they would in hospitals. It was 

suggested that these patients may find hospitals a supportive and reassuring environment, 

as chemotherapy treatments are often perceived as frightening.

Financial considerations were raised, questioning whether there was an associated cost 

with moving treatments outside the hospital; or the opposite, where models may reduce 

costs and free hospital beds. Information supplied by the questionnaires also discussed 

the use of commercial companies to provide these services to patients at home. The cost 

of such services evoked some cynicism, this was despite the fact that GPs are private 

contractors to the NHS; it would appear that the GPs made a distinction between their 

own enterprises and those of other private contractors.

A commercial company must be expensive, not cost effective In long term GP 108
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Clinical responsibility was seen as an issue, there were concerns around whose 

responsibility it was to monitor the patients, particularly as they felt GPs and district 

nurses did not have the knowledge or skills to support patients or advise the patients 

appropriately. By moving the treatment out the hospital, the GPs thought this would mean 

that patients would assume that GPs should be their first port of call for advice and that 

the level and quality of monitoring would be compromised. The associated increase in 

workload with this postulated change in behavior was seen as a disadvantage of new 

models of ambulatory care from the GPs' perspectives.

I f  the patient beœmes unweii who is the patient to contact first GP or oncoiogy department? GPN22 

There maybe side effects afterwards or during treatment that the GP wiii have to deai with GP57 

GP may eventuaiiy be asked to prescribe and bear costs
District nurse maybe asked to do bioods etc pre treatment i.e. Increase workload on community 
resources GP108

Moving treatment outside the hospitals was identified by many GPs as reducing the risk of 

exposure to infection; however other GPs expressed concern that home treatment 

increased the risk of infection particularly with poor home conditions or pets in the home. 

This may be a concern for the GPs surveyed as Islington and Haringey rank in the worst 

ten percent in the Index of Multiple Deprivation a measure which includes income, health 

and other deprivation factors (Office for National Statistics, 2006) and so home conditions 

would be an important issue.

Perceived blocks and barriers to the further development of different modeis of 
cancer care.

Knowledge and skills of the community team were identified as blocks to the development 

of ambulatory cancer care. The GPs felt they were ill equipped to deal with complications 

and were concerned about access to the ambulatory team from the hospital for advice.

I  don't know much about chemotherapy drugs.
Homecare/community chemotherapy-It is a good idea but I  fear I  have neither the expertise nor time 
to do any of this. GPN9
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I  have concerns about my patients receiving chemotherapy at home as possibiiity of adverse reaction 
with a professionai iess abie to deai with it there GPN7

There was support for the idea of providing chemotherapy administration services at GP 

practices, however many did not have the space and were ai ready struggling to 

accommodate current community services. At one group practice, GPs were hot desking 

and others were struggling to accommodate physiotherapy and chiropody services.

Chemotherapy administration wouid be viabie at my practice but for my patients oniy but not keen 
as: more iikeiy to contact us if  there are probiems; huge shortage of rooms for community services 
iet aione hospitai services in aiilsiington PCTsites. GP93

Community chemotherapy in GP practice: Not in our current premises but a possibiiity in new 
premises (pianned for 2007) ifa ii criteria and concerns are satisfied GP122

Chemotherapy administration in a GP practice not possibie due to spaœ iimitation. Otherwise it wouid 
be a reasonabie suggestion. Do you have funds to heip us create more space? GP44

Chemotherapy administration is not viabie in my GP practice due to iack of space -we care for 6,500 
patients in a buiiding designed for 4,000 GPN19

Other blocks to providing chemotherapy in GP practices included who would be clinically 

responsible and some oniy wanted their own patients treated in their practices. Others felt 

the work would put them under increased strain and obligation to the patients.

Do not want administration of chemotherapy in our buiiding because if  it happens in our buiiding we 
are dinicaiiy responsibie and it wouid therefore increase workload. We wiii be caiied if  the patient 
feeis unweii! Especiaiiy if  they are our patients! GP 102

Some GPs did not feel that community chemotherapy had any advantage over hospital 

treatment as the only advantage of moving treatment out of the hospital was reduced 

patient travel.

Chemotherapy administration in a GP practice is viabie but not in my practiœ as no room already 
have pressure for space. Why in a surgery rather than the hospitai? GP 108

In order for ambulatory chemotherapy in the home and community to be viabie, the issue 

of 24 hour cover was very important to the GPs. A lack of an appropriate system to cover 

this was seen as a major block to these types of service development.

Concerned as to whether the patient is abie to contact the 24-hour hospitai contact service. G P lll

Who wiii provide monitoring and follow up cover. Out o f hours - GPs not fuiiy trained for this service, 
who provides cover for out of hours services. GP56
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Workforce issues were also a concern with these service developments as the GPs felt 

they were currently overworked and the ambulatory cancer care models would add to 

their workload. There were also concerns as to the fitness of the district nurse workforce 

in taking on this type of work.
Our district nurse service is fragmented at present and wouid not be up to it GPN8
Chemotherapy wouid not be viabie in GP practice, my practice very smaii no free rooms avaiiabie and 
no staff avaiiabie to heip with chemotherapy or after care. GPN2

Personnei may not be prepared to do the home therapy GP135

Chemotherapy administration in GP practice viabie but not in my practice as don't have space or staff 
capacity QP2%

Recommendations for further implementation or improvement of the models of 
cancer care provided.

In order for the developments to succeed, recommendations for improvement in 

communication between the hospital and the GPs were considered important. The current 

system is to send a letter to the GP after every outpatient appointment describing the 

patient's condition and treatment plans. Feedback from the questionnaire was that these 

letters took two weeks to reach the GPs and that more immediate communication 

methods were preferred i.e. telephoning, fax and e-mailing where as faxing is very time 

consuming, a number of electronic prescribing systems have secretarial packages that 

could e-mail letters. Technological developments in electronic prescribing would aid and 

support the development of ambulatory chemotherapy by enhancing the communication 

across the primary and secondary care interface. The Cancer Action Team, in collaboration 

with Connecting for Health, are funding electronic prescribing systems in chemotherapy 

nationally, which recognise the governance advantages of this method of chemotherapy 

prescribing and could then be utilised in the future to overcome some of these 

communication issues.

Improve communication with a Faxed letter when starting treatment as post from Whittington 
hopeless. Use fax to GP when decision made and date when due to start and fax with each visit. 
Letter pointless as wiii have happened by the time letter arrives.
An e-maii contact for GPs wouid be great for queries as telephone not easy to get GP and your team 
being avaiiabie at the same time. GP93

To improve communications between hospitai and GP I  think telephone contact is the best way 
forward-perhaps we could have key workers mobile numbers and they couid have our private surgery 
numbers. E-maii is the future. GP57
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Despite the large number of GPs who felt that space for chemotherapy in a GP practice 

was a block to the development, many felt that it could be viable if this could be 

overcome. Sometime after the survey there was contact from GP practices and the Trust 

as they were interested in ambulatory care in the context of practice based 

commissioning.

Specialist communication and training were also identified as ways of supporting such 

developments with GP practice; nurse education events and was piloted as part of the 

project but the response of the GPs was so poor the event had to be cancelled. A network 

district nurse training event however was very successful and, as a consequence was to 

be developed into a more comprehensive district nurse cancer care training programme.

5.6.2 Exploring the perspectives of Nurses in primary care of the models of 
ambulatory cancer care using a thematic framework

5.6.2.1 Sample and Recruitment

Several different methods were employed to access the perspectives of nurses. A postal 

questionnaire was sent out to the Islington Macmiilan paiiiative care nurse team as they 

are based at the Whittington but worked in the community so had a role across the 

interface of primary and secondary care. This role across the two sectors would mean 

their views and perceptions would be useful in evaluating the new models of care. Twelve 

questionnaires were sent out and 3 were returned.

The postal questionnaire was aiso used to access the district nurses. There were issues 

around up to date records of staff and sites of working as the district nurse teams were 

undergoing reorganisation by the PCTs. These questionnaires were sent to the District 

nurses in Islington of the 58 sent 2 were returned.

The next option was to e-mail to all the nurses, which was piloted with the Islington PCT 

district nurse but only 4 forms were returned from this method.

The most successful method was a group administered questionnaire; 34 were handed out 

and 20 were returned. The group administered questionnaire was part of a clinical skills 

study day run by the network and included District nurses from Barnet, Enfield, Haringey,
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Islington, and Camden PCT five of the six stakeholders in the North London Cancer 

Network.

Total
162 questionnaires sent 31 returned (19%) 

Practices

15/30 Health centres 
3/30 Group Practice 
3/30 Macmillan team 
5/30 Community team 
3/30 unspecified 
1/30 out of hours 
1/30 student district nurse

Nurse demographics

2/30 male 
27/30 female 
1/30 unspecified.

Mean age: 40.6 years (range 26-56 years)

5.6.2.2 Data Collection

The descriptive responses given to the questions were then analysed and coded according 

to the thematic framework developed in the first stage of this study.

5.6.2.3 Results 

Perceived advantages of the modei/s of cancer care

Both community and home chemotherapy could have the advantage of reducing patient 

travel and costs and stress associated with the travel including difficulties such as parking.

Patient not compelled to travel and park at hospital regularly C7

Community chemotherapy will be a less stressful and costly experience for patients I.e. parking C14

The home environment could provide increased comfort and therefore a more reiaxed 

environment where patients could be surrounded by loved ones.

The familiarity of the home environment Is more relaxing and less travel time for unwell people U3
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other advantages were improving patient choice, de-medicalising treatment and taking 

away the fear that a busy hospital can invoke.

An advantage of community chemotherapy is that it is not so frightening as a busy hospitai. C8

An advantage of community chemotherapy is the de-medicaiising treatment pian by taking it away 
from hospitai C19

The convenience of attending pharmacy and iack o f medicai surroundings, which may suit some 
patients. C7

Improvement in quality of care was seen as an advantage of moving treatments out of the 

hospital into the ambulatory setting. One-to-one nursing and a holistic approach to care 

were seen as direct benefits of these new developments, and these service changes were 

seen as ways of improving the GPs awareness of patient treatments; increasing the ability 

to track patients who may miss appointments and possibly increase the knowledge and 

skills of the community team.

An advantage of community chemotherapy is a possibie increase in the knowiedge/skiiis of 
community practitioners. C31

Ambulatory chemotherapy was identified as increasing patient choice and access to 

services for patients, key elements in the governments drive to change the NHS as 

described in Chapter 4.

Home chemotherapy wiii improve the experience of my patient as it provides increased choice. M12 

Community chemotherapy advantages inciude easier access. C19

Perceived disadvantages of the modei/s of cancer care

A number of the disadvantages highlighted by moving chemotherapy from the hospital to 

the home or community were clinical governance issues. There was concern about 

accessing expert advice and personnel (such as oncology consultants) when patients 

became acutely unwell or needed specialist monitoring.

A concern I  have about community chemotherapy is access to emergency service/ team if  needed 
(hospitai crash team) C27

In case o f any emergency I  think patients might be at risk by the time they are transported by to the 
Hospitai in time (transport deiays) C21
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other concerns or disadvantages Identified were those around patient anxiety. For those 

patients who may have found hospital environments reassuring by moving their 

treatments outside of hospital this may Induce anxiety.

Patient maybe worried being away from hospitai site C16

Other concerns were around the knowledge and skills of the community team to support 

outreach chemotherapy and whether pharmacists and nurses would be qualified to work 

In this way. There was a need for support and training of these professionals In order to 

make the services viable.

I  have concerns about chemotherapy administration in pharmacies if  staff are not quaiified or 
sufficientiy trained for this care. C7

My concerns about community chemotherapy are around iack of adequate support and information 
by iess skiiiedpractitioners in the iocaiities i.e. regarding treatment effects, side effects C19

There were also concerns around workload Implications for primary care as the cover of 

clinic sessions practices may not be adequate. Staffing levels and session times may mean 

that nurses could not spend sufficient time with the patients.

I  have concerns about what happens at GP practice if  no practice nurse is avaiiabie as happens at 
one of our surgeries P/N oniy work part-time and aiso how community chemotherapy couid mean 
further unforeseen workioad for District Nurses. C7

The cost of these developments was seen as a disadvantage but not to the same degree 

as the clinical governance Issues. Costs Impacting on patient's choice was a concern; 

whether patients would still be able to choose to have their treatment In hospital and that 

chemotherapy units would remain available as an option for patients.

I  am concerned that chemosuites wiii be iost in the iong distant future C22

Some patients prefer to attend hospital- how much wiii patient choice be respected especiaiiy with 
flnanciai constraints becoming a priority. C19
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Perceived blocks and barriers to the further development of different models of 
cancer care

Blocks to the developments of new models of care were raised around operational issues, 

capacity and environmental standards.

Operational issues included disposal of drugs particularly in patients' homes where there 

were children present. The transport of treatments safely was also seen as a potential 

barrier to making the service developments work.

Capacity issues were around whether there would be space available in GP practices for 

chemotherapy clinics and lack of skilled staff available to deliver the treatments.

Chemotherapy administration at a GP practice wiii depend on whether there is space at the surgery. 
C8

Concerns around standards of cleanliness and privacy of sites available to patients for 

treatment were raised. In particular, pharmacies may not have these elements as part of 

the environment.

Locai pharmacies are very open to iocai peopie in the area and a patient may not iike his neighbour 
or friend to know they are having treatment and cieaniiness can be a probiem especiaiiy in a 
pharmacy C23

Chemotherapy administration in GP practice not viabie as no piace of privacy to give chemotherapy 
many different services in one buiiding. Not appropriate for ciinicai use. M6

Recommendations for further implementation or improvement of the models of 
cancer care provided

Recommendations included improved communication across the interface between 

primary and secondary care and the training and development of district nurses in 

providing these service developments.

Improvements in communication were similar to those recommended by the GPs i.e. the 

use of faxes and e-mail to make information transfer speedier and direct to interested 

parties. It was also suggested the information should be communicated to the nurses
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directly not just the GPs. Information accessibility was also discussed in the context of 

newsletters and case conferences to share information.

Improvements in communication couid be faciiitated by eiectronic information sharing to ensure more 
rapid sharing of patient management strategies and the use of case conferences in compiicated care 
pians pius monthiy newsietter with iatest strategies C19

Case conferences are used in palliative care and include all the different professionals 

involved in a patient's care enabling, a cohesive care plan for patients whose care is 

complex and straddles many sectors e.g. health and social services, and were 

recommended for use in the more complex cancer patients as a means of improving 

communication.

The Barnet PCT district nurses felt that they should be involved rather than pharmacy and 

GP practices to develop outreach services and were keen to extend and develop their roles 

in this direction. This contradicts many of the concerns raised around increased workload 

in primary care and suggests that despite the pressures of work, there was an interest in 

developing and increasing flexible working.

5.6.3 Exploring the perspectives of the multidisciplinary chemotherapy team 
in the cancer unit of the models of ambulatory cancer care using a thematic 
framework

5.63 .1  Sample and Recruitment

The multidisciplinary team involved in the supply and administration of chemotherapy to 

patients at the Whittington hospital cancer unit involves three chemotherapy clinical nurse 

specialists (CNS); an oncology pharmacists; the lead clinician nurse consultant for cancer; 

three medical oncologists; two haematology consultants; two clinical oncologists; a 

pharmacy technician and two specialist registrars.

The sampling involved purposive sampling from the group to provide a nursing, medical 

and pharmaceutical viewpoint of the models of care. Recruited for the study were a 

chemotherapy CNS, the oncology pharmacist, a specialist registrar, a pharmacy technician 

and a haematologist consultant.
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5.6.3.2 Data Collection

Structured interviews were tape recorded and transcribed. The transcriptions were then 

analysed and placed into the previously described framework discussed. The structure of 

the interview was based on the framework developed in the initial part of this study and is 

reflected in the framework analysis. The members of the team that were interviewed are 

outlined in Table 18.

Table 18 Multidisciplinary chemotherapy team members of the Whittington Cancer Unit 
interviewed in this study

Job Title Demographics Code
Haematology
Consultant

Consultant based full time at the cancer unit. Treats lymphoma, 
chronic lymphocytic leukaemia and myeloma.

HC

Oncology
Pharmacist

Specialist pharmacist based at the cancer unit. Supervises and 
clinically checks all chemotherapy prescribing.

OP

Senior Production 
Technician

Technician manages and dispenses chemotherapy prescriptions 
and supply. 18 months prior to this interview had been 
diagnosed and treated with lymphoma so had a unique insight 
into the issue from both a professional's and patient's 
perspective.

PT

Specialist Registrar 
in Oncology

Registrar based at the cancer unit working for the three visiting 
medical oncologist managing patients with lung cancer, 
colorectal cancer and breast cancer. The registrar is the principal 
prescriber of chemotherapy at the unit. They are no available on 
Thursdays as at the centre for training.

SpR

Chemotherapy 
Clinical Nurse 
Specialist

Experienced chemotherapy nurse specialist leading the 
chemotherapy day unit and delivering home chemotherapy 
treatment.

CNS

5.6.3.3 Results

Perceived advantages of the model/s of cancer care
The advantages of developing new models of care were divided into two groups: around 

professional development and those for patients.

The professional development advantages of these changes in cancer service provision 

were perceived to be a reduction in outside pressures when you are with a patient 

enabling you to provide one-to-one care.

The advantages is that you don't have externa!pressures on you knowing you have another patient 
to treat, things like that so you're in total one-to-one care and devote your entire self to that one 
particular patient. CNS
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other professional advantages were identified as reducing in-patient demand on local 

hospitals and recognising that the work fitted with government policy.

I  think from a professional perspective it (.home and community chemotherapy) certainly would fail in 

Une with the government's agenda to offer treatments and move patients into the community. OP

The advantages for patients were around transport and parking. These issues were 

highlighted as important by making it convenient for patients.

Hospitals can be difUcuit to navigate when feeling unweii and can be difficult for patients. PT

This important point raised by the technician who had also been a patient was the basic 

feeling that patients don't want to go to hospital and spend time in a place full of sick 

people. With moves toward cancer being treated as a chronic disease with patients 

receiving longer therapies such as trastuzumab as adjuvant treatment, the concept of 

travelling to a place full of sick people may be a negative experience for someone trying to 

cope with treatment while continuing with their lives. The government believes that care 

close to home improves outcomes increases quality and increases patient satisfaction 

(Department of Health, 2006c).

"Patients don't reaiiy want ..they don't want to go to a hospitai generally I  mean there are a few who 
iike it , it most patients don't reaiiy want to go to hœpitai. I f  they are not feeling particularly weii its 
probably quite an effort to get up and think "Oh I've got to go down to the hospitai today" for 
whatever it is: the cancer treatment, x-rays. It's  always an effort to get up when you are not feeling 
particularly weii, particularly if  the medication you're going to be given, iike my medication, was 
going to be grim. PT

Perceived disadvantages of the modei/s of cancer care

The chemotherapy nurse felt that monitoring of the patients would suffer in the home and 

in the community. Any additional blood tests or X-rays and ECGs that would have been 

carried out in the day unit to exclude and serious problems would not carried out to the 

same extent in the outreach setting, resulting in a reduction in the quality of care.

The pharmacist felt that practicalities in ensuring all the equipment and additional fluids 

that are needed were complex and difficult to send to the outreach destinations. Fluids for 

administration (i.e. sodium chloride 0.9%) as a fast running drip are readily available on
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the ward but would need to be supplied In addition to all the chemotherapy drugs and 

added to the bulk and complexity of supply in the home.

Additionally to the supply problems dealing with the waste was an issue- collection and 

transport to a place where the waste could be dealt with appropriately.

The specialist registrar did not feel that there were any specific disadvantages to these 

models as long as the patients were selected carefully and they were monitored 

appropriately in the clinic. However the consultant felt patients treated at home added to 

their workload.

Perceived blocks and barriers to the further development of different models of 
cancer care

The most prominent barrier identified by the team was cost. The fact that such 

developments could be perceived as costly was a concern and that audit and clear 

evaluation was needed to identify whether there was indeed a true increased cost. The 

potential that costs and overheads of a hospital may mean that these developments were 

not more costly, it had to be clearly demonstrated that this was not necessarily the case. 

In this study this element was not under evaluation.

Concerns over monitoring had been identified by other groups. Discussions with the 

oncology pharmacist identified that the specialist registrar had such a high commitment to 

consultant clinics that they were not always available to day case chemotherapy. This 

meant patients who were experiencing problems during their treatment were attended to 

by senior house officers who had very little experience in dealing with cancer patients. The 

pharmacist suggested that because outreach services would require suitable governance 

and monitoring systems, these may actually evolve into a more robust than was currently 

operating in the cancer unit.

Another barrier to the development was workforce. The work carried out by the nurses 

requires experienced nurses working alone; there may short cuts taken by an individual 

and a reduction in good practice, because a more junior nurse may be vulnerable in these 

situations.
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Additionally bulky and cumbersome equipment was an Issue In someone's home. 

Investment In correct equipment and an Increased understanding of exactly what was 

required for delivery of treatment was needed to streamline and ease the process of the 

delivery of the care In the home.

The same Issues of parking arose for the nurse delivering the treatment at the patient's 

home where different rules of parking applied In different boroughs where the patients 

lived. This may be viewed as just moving the problem from the Individual to that of the 

organisation; If an organisation Is providing a service treatment to sick patients where 

access to services Is vitally Important, It could be argued that organisation should solve the 

Issue for patients.

The consultant felt there were four blocks to the development of new models of care. It 

was felt that generally developments In the NHS often have to run In parallel with the old 

to facilitate the change. This Invariably this would Incur a cost and the consultant felt that 

the Issues around the current economic climate may reduce tax revenue for the 

government would ultimately decide whether such developments succeed.

"Not that we've been told there have been cuts but it feeis iike it  I f  the government gets into trouble 
with falling In tax rates It Is going to find It can't afford the demand. It's  always been the problem In 
the NHS whenever we try to change anything there's always yes that's wonderful., aaah but Its going 
to cost extra for a while for a start up. For a while you've got double costs with the old system and 
new In parallel rarely you can switch from one to another. So you suddenly find your bright Idea 
wasn't so bright after all. "HC

Secondly practical Issues around private space availability In GPs and pharmacies was 

Identified as the consultant was aware that In order for GPs to receive their Quality and 

Outcomes Framework (QOF) points as part of their new contracts they were utilising as 

much of their space as possible with additional nurse clinics. In theory It was felt these 

would ultimately be patient friendly locations but were not really available as possible 

locations.

“Because my wife's a GP and I  know for example she would have a hard time finding a room for the 
you to give the treatments In because basically the GPs are working all the nurses to get the QOF 
points so treatment rooms tend to be occupied a lot o f the time and that Is not to say It couldn't 
happen or shouldn't happen you just may get more practical problems with the clinics. "HC
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Thirdly the consultant Identified methods of payment as affecting success of new 

developments. In their own experience they had developed a pilot service offering fast 

turn around blood testing service for chronically tired patient testing for anaemias. The 

patients were very happy with the service but the movement of these patients into the 

hospital meant a loss of income consequently large GP practices withdrew from the pilot.

'We made use of the technology which most of the NHS doesn't huge advance in turn around time 
and the patients adored it. But aii the bigger practises complained and we ended up oniy servicing 
smaller single handed practices . That was because in bigger practises there was a feeling that 
ranged from it's my patient and if  you treat the patient there (Whittington) according to that protocol 
even though that protocol is right I f  they are given the choice than it is no because I'll iose my 
income so I'm  not ietting you do that HC

Additionally the consultant believed that an ambulatory service would require consultant 

co-operation, willingness to travel to patient locations and ability to work as teams. This 

was felt to be unlikely with the ultimate result of poorer patient care.

"I think there is a huge waste of resources when patients are sent up to hospitals for tests that couid 
be elsewhere. I  think the proposais are mostly right it is just unachievable because the oncologists 
here won't come together as a team. Once you start relying on peopie working together as a team. I f  
they start flghting amongst themselves its  a disaster and patients end up suffering as we wiii need to 
leave to the psychologists to get the peopie working together in a different environment'HC

Recommendations for further implementation or improvement of the models of 
cancer care provided

Recommendations for improvement included auditing the process to identify the costs and 

benefits and provide evidence of improved patient experience to support these 

developments.

Additionally workforce changes would be required; having dedicated staff for the home 

and community service rather than an integrated member of the team and providing a 

healthcare assistant to help the nurse if additional blood tests were needed or to assist if 

the patient became acutely unwell. This has cost implications and may mean that a 

community outreach service would be the preferred choice. This would marry 

convenience, access and choice with viability by being able to provide a team of 

professionals rather than lone workers coupled with treating a high enough number of 

patients to be economically viable. This was not investigated as part of the study but 

would be an area for further work.
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Finally it was felt that linking the chemotherapy outreach services closely to diagnostics so 

that local blood testing could happen allowing for one-stop services would be the way of 

the future. This links closely to those plans discussed by Lord Darzi and his plan for 

polyclinics (NHS London, 2007).

5,7 Summary of healthcare professionals' perceptions of different 
modeis of cancer care.

Table 19 is broken up into the 4 themes used in the thematic framework and summarises 

the findings from the different methods used to gain the differing perspectives of the 

healthcare professionals involved in cancer chemotherapy provision. The initial work from 

the developmental phase; the GP questionnaire; nursing questionnaire and the 

multidisciplinary chemotherapy team interviews. These results will be triangulated with 

the findings of Chapter 4 and the parents and carers perspectives from Chapter 6.
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Table 19 Summary table of healthcare professionals' perceptions

Advantages Healthcare Professionals
Developmental Focus Groups 

and Interview
GP Questionnaire Nursing Questionnaires Cancer Unit Multidisciplinary 

Chemotherapy Team Interviews
Quality of care This group believed it would improve 

patient care
Moving treatment in the home would 
build on the excellent work in 
community palliative care.
Home treatment was seen as 
increasing compliance.

Improve the quality of care as the new 
models took holistic approaches to 
care and allowed more one to one time 
between the nurse an the patient.

With the new models of care there is 
a reduction of external pressures 
when the professional is with the 
patient allowing the provision of on
to one care.

Develop extended 
roles for healthcare 
professionals

The development of new models 
were seen drivers for developing new 
and extended roles for professionals

Home chemotherapy was seen as 
providing the patient more comfortable 
environments for their treatment and 
allowed them to have family around.

Patient /carer 
preference

Taking treatment away from hospital 
where patients may prefer to have 
their treatment.

Convenience of homecare where 
patients could have friends and family 
around them during treatment

Increase patient choice.

Model A GP practice may be more 
acceptable to patients than hospital. 
Pharmacies were seen as providing a 
ready made network of locations. 
Maybe more acceptable to patients 
than hospital.

Transport Homecare reduces transport issues 
for patients

Moving treatment out of the hospital 
meant a reduction in patient travel 
costs, time and associated stress

The models of care were more 
convenient for patients as there were 
issues around driving and parking to 
the hospital.
Patients find is difficult to navigate 
around hospitals this would make the 
experience easier for patients as it 
would be easier for them to locate 
the treatment area.

Infection risk Treatment taken away from hospital 
would decrease the patients risk an 
exposure to MRS A and other 
infections
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Knowledge and skills A consequence of moving the 
treatment into the community was one 
of increasing the knowledge and skills 
of the primary care team in cancer 
care.

Communication The models described in this study 
were seen as a mechanism to improve 
communication by making GPs aware 
of patients' treatments and increase 
the ability of the primary care team of 
a patient who had missed treatments.

Capacity Moving the treatment outside the 
hospital was seen as reducing the 
demand on local hospitals

Table 19 Summary of healthcare professionals' perceptions (continued)
Disadvantages Healthcare Professionals

Developmental Focus Groups 
and Interview

GP Questionnaire Nursing Questionnaires Cancer Unit Multidisciplinary 
Chemotherapy Team Interviews

Quality of care There were concerns about the timely 
and adequate treatment of patients 
who suffered acute reactions to their 
treatments outside the hospital.

The quality of care may suffer as 
patients may not be subjected to 
additional blood tests or X-Rays to 
eliminate possible issues as they are 
not available in the community so 
readily while the patients wait.

Develop extended 
roles for healthcare 
professionals

Increasing the roles of some 
healthcare professionals may 
decrease the experience and 
therefore training of doctors.

Patient /  carer 
preference

Treatment outside the hospital may 
place pressure on the family and 
carers and increase the risk of patient 
social isolation.

Patients may be anxious about their 
treatments and it was felt many may 
find hospital environments reassuring. 
If the community treatments were 
cheaper there were concerns this may 
mean patients could not choose to 
have their treatments in hospitals.

Model People may not have a positive 
image of pharmacies and therefore 
may not want to have their 
treatment in these locations.

Transport Transporting equipment supplies and 
waste were a concern and issue as 
bulky and required safe handling.
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Infection risk Patients having treatment in the home 
may be at risk of infection if the home 
conditions were poor or there were 
pets in the home.

Knowledge and skills GPs did not feel they had the 
knowledge and skills to support 
chemotherapy patients outside 
hospital.

There were concerns as to whether 
nurses and GPs had the necessary 
skills to support these models of care 
and they would need support and 
training.

Communication The treatment centralised by new 
models would become more complex 
and therefore there maybe Issues 
around how information was 
recorded and communicated between 
professionals.

Capacity Workload implications around time and 
sessions were a concern and whether 
they would restrict the amount of time 
the professionals could spend with the 
patients.

It was felt that homecare added to 
the workload of consultants and were 
logistically more difficult to manage.

Access Patients may not have access to 
clinical trials in community outreach 
settings as the infrastructures would 
not be there.

Concerns around access of patients 
and primary care healthcare 
professionals to medical oncologists for 
advice when required.

Cost The assumption was that the new 
models would be more costly and 
therefore not sustainable.

There were concerns that new models 
would invoke costs and cynicism at 
the motives and use of commercial 
organizations to provide outreach 
services.

Clinical responsibility There were concerns as to whether 
GPs were clinically responsible and 
whether patients may use the GPs as 
first port of call for problem.
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Table 19 Summary of healthcare professionals' perceptions (continued)

Blocks and 
Barriers

Healthcare Professionals
Developmental Focus Groups 

and Interview
GP Questionnaire Nursing Questionnaires Cancer Unit Multidisciplinary 

Chemotherapy Team Interviews
Quality of care There were concerns that the 

outreach locations may not reach the 
required national standards for 
chemotherapy.

Privacy issues may arise particularly in 
pharmacies.

Patient monitoring maybe 
compromised but this needs to be 
taken in the context of what the true 
level of monitoring is taking place 
currently in hospitals.
Having outreach services was 
identified as requiring team work and 
felt to be an issue within some 
groups of consultants and so would 
ultimately lead to poorer patient 
care.

Model The pilot work of these studies was 
small and the work may not be 
transferable to other settings such as 
networks.
Pharmacies were not suitable "clinical 
environments" for outreach 
chemotherapy.

Transport Community chemotherapy in GP 
surgeries or pharmacies lost the 
advantage of no transport by the 
patient and so was not perceived to 
have any advantage over hospital 
treatment.

Problems around the transport and 
disposal of drugs were seen as 
potential blocks.

Transport of bulky equipment was a 
problem and parking outside patients 
homes in different boroughs with 
different parking restrictions.

Infection risk The environmental standards of homes 
and community clinics may not be 
adequate for national standards.

Knowledge and skills The will be training issues for the 
healthcare professionals to take on 
the extended roles developed as a 
consequence of the new models of 
care.

GPs felt ill equipped to deal with 
chemotherapy complications.

Communication
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Capacity Professionals may not have the 
capacity within their current roles to 
take on the additional role form an 
extended role.

Tbe GPs supported GP chemotherapy 
but the majority did not have clinic 
space capacity in their practices for 
this to take place.
It was felt there was too much work 
for primary care currently making the 
teams unable to take on these service 
developments.

Tbe service required dedicated staff 
and additional staff and not be run 
from current staff as was the case 
but this requires funding and 
therefore would block further 
development.
The capacity in primary care facilities 
such as GPs to house outreach 
services were an issue and was felt 
may prove to be stumbling block to 
success.

Access Access to 24 hour cover for these 
patients and a lack of this provision 
was seen as an important block to the 
development of new models of care.

Cost A block to the developments were 
seen as the raised nursing costs and 
the increased overheads of hiring 
outreach clinic space

Developments will be perceived as 
costly and require robust audit to 
argue the opposite.
By moving treatment locations there 
is a loss of income to one sector and 
this would mean reluctance by the 
professionals to move care despite 
clear patient benefits.

Clinical responsibility If a patient became acutely in a GP 
practice who wasn't from their 
practice what were the 
responsibilities of the GP in terms of 
duty of care. This may consequently 
block the development of GP 
practices as locations for treatment.

The issue of clinic responsibility for 
patients in their practice and some 
GPs only wanted their own patients 
treated within their practice.
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Table 19 Summary of healthcare professionals' perceptions (continued)

Recommendations for 
further 

Implementation or 
Improvement

Healthcare Professionals
Developmental Focus Groups 

and Interview
GP Questionnaire Nursing Questionnaires Cancer Unit Multidisciplinary 

Chemotherapy Team 
Interviews

Quality of care Use case conferences in complex 
patients for their management 
where all stakeholders are 
present as in palliative care.

Develop extended 
roles for healthcare 
professionals

Develop roles for healthcare 
assistants in the community to 
facilitate blood tests enabling the 
quality of care to be equivalent to 
that in a hospital.

Model As long as the systems were set up 
correctly there should be no 
difference where the patient has 
their treatment if all the staff are 
competent.

Knowledge and skills Develop accredited training 
programmes for extended roles of 
healthcare professionals with clear 
referral guideline to provide 
confidence between professional 
groups.

Training by the specialist teams to 
GPs and district nurses to increase 
understanding of treatments as has 
been done in palliative care.

Develop the knowledge and skills 
of District nurses as they are a 
group who would be able and 
interested in providing cancer 
care in the community.

Communication Use the palliative care models of 
communication to help support the 
care of the patients.

Improve communication using fax and 
e mail to all GPs in a timely way.

Improve communication using fax 
and e mail to all GPs and District 
nurses in a timely way.

Capacity Practice based commissioning may 
mean that there will be ways to 
increase the clinic capacity of GP 
practices enabling this model of 
cancer care to flourish.

Develop the workforce to have a 
dedicated team to the new 
models.

Access Improve access to guidelines and 
newsletters to raise general 
awareness and knowledge.

Access to outreach diagnostics 
such as blood tests was identified 
as a way of helping to facilitate 
ambulatory care.

Cost Carry out a clear audit to provide 
information on cost of the 
services.
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5.8 Discussion of the perspectives ofheaithcare professionais

This study consisted of 2 phases; a developmental phase followed by a thematic analysis 

phase which also used as a framework for the patient and carers study.

The main themes that emerged from this study were that outreach services had the 

potential to increase quality of care for patients. Services such as homecare provided 

patients with more comfort and convenience and reduced transport stresses.

There were some opposing views around the risks of exposure to infection by making 

these changes in cancer care, some felt that treating out of hospital reduced the risk of 

exposure the infections within the hospital, in particular MRS A, where as others felt that 

some patients' home environments placed the patients at greater risk of infection.

The professionals had concerns around access to additional, emergency and out of hours 

services in outreach settings and that placing patients within these settings increased the 

complexity of the treatment pathways and increased risk around communication and 

information transfer.

The groups were sceptical around the use of pharmacies as locations for administration of 

chemotherapy despite recognising the capacity issues around space and time in GP 

surgeries.

The predominant view was that moving treatments out of hospitals would be costly and 

were therefore unsustainable as they required increased nursing involvement and the 

consequent increase in overheads. There was a cynicism around the motives of the private 

sector around these developments. There was also an acknowledgement that financial 

mechanisms currently mean such service developments produces a loss of income for the 

secondary care sector having a potential inhibitory effect on change.

This study also identified the need to develop the knowledge and skills of primary care 

professionals to adequately support patients being treated in the community and issues 

around capacity within the primary care workforce to provide this support. There was an
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interest in the opportunities that these developments could have on extended roles for 

nurses and pharmacists if they had the capacity to take them on but medical concerns 

around reduced doctor training.

5.8.1 Limitations of the study

The work accessing professionals required a number of different approaches which 

included using meetings and fora that were already established; for example management 

meetings. This meant that in some instances there were time restrictions and field note 

taking rather than taping had to take place. It was important to access as many 

representatives of the multidisciplinary team that a cancer patient will have contact with 

when being treated with cancer chemotherapy as possible. It meant despite the limitations 

access was essential to the study.

The response to the questionnaires to the primary care professionals was low. However 

other methods to engage the groups had not proved successful. Using answers that were 

provided gave some insight into views of those GPs and nurses in primary care that felt 

engaged in the cancer care agenda and were therefore considered important in the study 

in providing views from throughout the multidisciplinary team.

The results of this study will be triangulated with the results of the patients and carers 

study and policy analysis in Chapter 7.
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Chapter 6 

Evaluating the Perspectives of Patient and Carers

As discussed in Chapter 3 this work is underpinned by postmodernism and social 

constructivism. The postmodernist view is one that describes the link between knowledge 

and power: these power relationships change depending on the positions of those 

involved while the social constructivist view also acknowledges there is no single view of 

reality. By interviewing patients who have experienced the different models of care, the 

study takes account of the individuals' own perspectives.

One of the drivers for change in Government policy is patient choice. In the policies, a 

vision of the ideal was one in which patients and carers have choice and control over what 

happens to them at each step in their care. The NHS Plan (2000) described how a 21^ 

century NHS would provide services when people required them, tailored to their 

individual needs. Empowerment of patients through good communication with healthcare 

professionals will enable them to be involved in decision-making and facilitate the delivery 

of this high quality care. (Department of Health, 2000a; Department of Health, 2000b). 

This was to be driven by creating the Expert Patient Programme, a postmodernist 

approach where choice was seen as essential to the development of the modern NHS. To 

develop new models of care and give patients choice, patients' and carers' experiences 

must be explored as part of the process.

A framework was used to analyse the data as set out by the objectives of this study and 

developed from the developmental work in Chapter 5. This framework takes the social 

constructivists perspective that views can be valid in different ways and using patient 

narratives to explore perspectives and perceptions and uncover an underlying reality.

The results of this study underwent further analysis as they were triangulated with the 

results of the healthcare professionals study and the appraisal of the national policy 

drivers in Chapter 7.
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6.1 Aims and Objectives

The aim of this chapter was to evaluate the experiences and implementation of the 

different models of ambulatory care from the perspectives of the patients and carers.

The objectives were:

• To gain an insight into the patients' and carer's experiences of the different models 

of care and explore the perceived advantages and disadvantages of the different 

models of care from the patients' and carers' perspectives;

• To identify perceived blocks and barriers to the further development of the models 

of care from the patient and carer perspectives;

• To make recommendations for further implementation and changes from the 

evaluations.

6.2 Methods

Interviews and focus groups were used to meet the objectives of the study. These are 

described fully in Chapter 3.

6.3 Plans for Analysis

Analysis used a thematic framework developed in the healthcare professionals study and 

reflected the preset aims and objectives, and the data collection was structured through 

the interview schedule as described in Chapter 3.

6.4 Results and Discussion

6.4.1 Sampling and Recruitment-Patient interviews

Patients were recruited for interview by way of a letter explaining the reason for the 

interview and assuring anonymity. The interviewees were subsequently telephoned to 

verify consent and to arrange a time and place for the interview. It was acknowledged 

that there was potential, when the patients and carers were discussing a treatment that 

may have been difficult. It could bring back uncomfortable feelings of the times they 

received the news of their disease or difficulties they had in coping with their treatment. 

For these reasons, the main investigator ensured sensitivity when asking any questions or 

probing for more information and needed to ensure they were able to offer the
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interviewees access to contacts or services for support or information following the 

interview. The carers were treated in the same way. Ethical approval for this study was 

given on the understanding that the interview would be stopped at any time should the 

subject request it or the interviewer assess the situation as too difficult for the individual 

to continue.

A purposive sample of patients ensured the interviewees chosen had been through specific 

models of care. Some of these patients may have been through more than one model of 

care and these themes were be explored during the interviews.

A number of the patients interviewed either lived alone or were carers themselves. This 

meant that recruitment of carers was problematic. Interview with a carer was undertaken 

with one who had only experienced the day unit model of care. This individual was a 

prominent in user involvement in the network and so had a broader perspective. An 

additional interview with a carer was carried out in conjunction with the patient, which 

may influenced the discussion including inhibition in expressing some views. The patient 

was a long-term home patient with whom the main investigator had developed a clinical 

professional relationship and with the carer. This gave the interviewees confidence to 

express their views freely.

6.4.2 Data Collection

Semi-structured interviews were tape recorded and transcribed. The transcriptions were 

then analysed and placed into the framework discussed.

The interview was based on the themes discussed in the National Audit Office publication 

of 2004 exploring the patient experience of the patient journey and analysed using the 

framework as in Chapter 5. The different groups of patients interviewed are summarized 

below.

147



6.4.2.1 Home Chemotherapy

The home chemotherapy patients interviewed were given their chemotherapy at home by 

either a commercial company or the hospital team. The patients each attended outpatient 

clinics for review and assessments between each cycle of chemotherapy. The main 

investigator was involved in the logistics and recruitment of patients who received home 

treatment from the commercial company and was directly involved in the delivery of 

chemotherapy to the patient who was bed bound and cared for by Carer 1.

(See Table 20)

6Æ 2.2 Capecitabine Patients

These patients were being treated in a nurse and pharmacist led clinic for colorectal 

patients where they had their blood tests, assessments and drugs supplied all as part of a 

one stop clinic. The main investigator was the pharmacist running this clinic.

(See Table 21)

6 .4 .23  Chemotherapy Day Unit Patients

These patients were treated with chemotherapy and supportive care treatments in the 

chemotherapy day unit at the Whittington hospital which is the standard treatment model 

provided by the Trust. The main investigator was not directly involved with the care of 

these patients.

(See Table 22)

6.4.2.4 Community Chemotherapy

This model involved the provision of treatment in a GP practice or pharmacy. This service 

was set up and ready to run but due to issues discussed in Chapter 7 no patients were 

able to experience this model of care.
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Table 20 Home chemotherapy patients interviewed.
PtID Diagnosis Sex Age Treatment

HSstorv
Chemotherapy Social

Characteristics
HI DCIS and 

invasive breast 
tumour.
2 +ve lymph 
nodes.
ER+ve and PR- 
ve

44 Right sided 
mastectomy and 
breast
reconstruction. 
Problems in coping 
with side effects in 
particular alopecia 
and menstrual 
irregularity. 
Difficulties with 
venous access 
during treatment. 
Anxiety around 
issues of 
recurrence and 
death.

Adjuvant 
Fluorouracil, 
epirubicin and 
cyclophosphamid
e.

Lives with 
partner and 
young daughter 
Privately owned 
home

H2 T3 MO
squamous cell 
carcinoma of 
the left upper 
lobe (lung)

77 Previously received 
neo-adjuvant 
chemotherapy 
(Gemcitabine and 
Carboplatin) 
followed by 
consolidation 
radiotherapy with 
the possibility of 
surgery.__________

2"̂  Line palliative 
Docetaxel 
(10 months after 
completion of 
neo-adjuvant 
treatment due to 
disease 
progression)

Lives alone 
Council Flat

H3 Recto-sigmoid 
colon cancer 
with bladder 
and small 
bowel
involvement.
(1997)

56 1998 treated with 
adjuvant chemo- 
radiation 
(fluorouracil and 
Folinic acid weekly.
1999 recurrence 
treated with 
Modified De 
Gramont
(fluorouracil bolus 
and infusion with 
Folinic acid).
2000 residual 
métastasés 
resected.
2002 further 
recurrence treated 
with Irinotecan and 
Modified de 
Gramont.
2004 attended 
Mexico
immunotherapy 
clinics (vegetable 
and high vitamin 
intake diet)_______

2004 4th Line 
Palliative 
Oxaliplatin and 
Capecitabine with 
a commercial 
company 
2006 Irinotecan 
and Capecitabine 
with hospital 
home team

Publican lived 
with wife above 
place of work.

Key:
DCIS= Ductal Cancer In Situ; ER= oestrogen receptor; PR= progesterone receptor;
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Table 21 Capecitabine patients interviewed
Pt
ID

Diagnosis Sex Age Treatment
History

Chemotherapy Social
Characteristics

Cl Duke's B; T4 Mo 
mucinous 
adenocarcinoma 
of the ascending 
colon

71 Right
hemicolectomy. 
Tumour 
extended to 
serosal surface 
increase risk of 
recurrence.

Choice of adjuvant 
chemotherapy: 
weekly fluorouracil 
or Capecitabine. 
Cycle 3: grade 2 
PPS and diarrhoea. 
Completed 7cycles.

Lives in council 
flat, principal 
carer for 
housebound 
husband and 
grandson with 
special needs

C2 Duke's Cl; T3 N1 
MO.
Moderately 
differentiated 
adenocarcinoma 
of the rectum 
8cm form anal 
margin.

60 Low anterior 
resection and 
hysterectomy 
followed by 
radiation during 
which developed 
atrial fibrillation. 
Fluorouracil not 
recommended 
due to cardiac 
toxicities.

Adjuvant 
Capecitabine 
Cycle 4 developed 
grade 2 PPS. 
Completed 8 
cycles.

Lives in own 
home
Husband nurse 
and 2 grown up 
daughters. 
Originally form 
the Philippines 
lived in the 
United Kingdom 
for 25 years.

C3 T3 N2 Caecal 
tumour.

57 Right
hemicolectomy.

Adjuvant 
Capecitabine 
Cl patient 
headaches and 
tachycardia but 
these improved in 
cycle 2.
Cycle 3 grade 2 
PPS.
Cycle 6 fatigue and 
PPS2 so continued 
remainder of 
treatment at 20% 
dose reduction.

Lives in own 
home with 
husband.

Key:

PPS= palmer plantar syndrome
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Table 22 Chemotherapy day unit patients interviewed
Pt
ID

Diagnosis Sex Age Treatment
History

Chemotherapy Social
Characteristics

D1 2005
Invasive grade 1 
ductal carcinoma 
of the left breast. 
ER-ve, PR-ve and 
HER2-ve.

52 Metastatic 
disease 
throughout 
lumbar spine. 
Radiotherapy to 
lower spine and 
endocrine 
therapy. 
Pamidronate 
infusions 4/52 in 
day unit.
2007 local 
disease
progression and 
started on 
fluvestrant and 
anastrazole trial. 
2007 progressive 
disease and 
started
chemotherapy.

2007
Palliative treatment 
4 weekly 
Pamidronate 
Epirubicin and 
Cyclophosphamide

Lives alone but 
brother lives 
locally.
Worked in a 
nursery
2 grown up sons 
at university

D2 Duke's Cl; T4 N1 
MO
Moderately 
differentiated 
recto sigmoid 
adenocaricnoma.

78 Laproscopic 
surgery anterior 
resection 
Due to 
metastatic 
disease and 
lymphnode 
involvement 
offered
chemotherapy.

Adjuvant 
Oxaliplatin and 
Capecitabine 
Cycle 8 neutropenia 
and chest infection. 
20% dose 
reduction for 
subsequent cycles.

Lives alone in flat 
with daughter 
nearby.
Worked as a full 
time actor prior 
to diagnosis.

D3 Stage 4 non
small cell lung 
cancer.

68 Palliative 
Gemcitabine and 
Carboplatin 
Cycle 2 delayed 
due to neutropenic 
sepsis.
25% dose 
reduction for 
subsequent cycles.

Lives alone in 
council flat very 
close to the 
hospital.

Key:
ER=oestrogen receptor; PR= progesterone receptor, HER2=her-2 receptor.
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6.4.3 Sampling and Recruitment-Carer Interviews 

Carer CRl

Carer 1 cared for a patient who had myeloma that had presented with delayed diagnosis 

of fractured left femur. Post treatment and hip replacement the patient had become bed 

bound. A year later the patient fractured the shaft of the right femur. The patient was 

treated with pamidronate at home on two separate occasions but was admitted via 

ambulance and emergency department with severe cardiac failure due to fluid overload 

after each infusion. Treatment was then changed to a melphalan, thalidomide and steroid 

combination. This oral treatment was managed through blood tests taken by district nurse 

and through home visits and clinical assessments by the oncology pharmacist/ main 

investigator. The carer was the sister who lived in a council flat next door and was 70 

years old living alone. The patient lived alone and was 73 years old.

Carer CR2

Carer 2 cared for their partner through their treatment for renal cancer. The patient 

received both radiotherapy and chemotherapy at a cancer centre as a day unit patient. 

The patient was not part of the investigation or the trust; however the carer was an active 

member of the Cancer Partnership Group the user representative group of the North 

London Cancer Network and had been involved in several pieces of work Including patient 

experience audits throughout the network. This meant the interviewee provided 

perspectives from both personal experience and a more general/carer experience of 

cancer care as a day unit patient/carer throughout the North London Cancer Network.

6.4.4 Sampling and Recruitment-Focus groups
Two focus groups were convened to access both patient and carer perspectives.

6.4.4.1 Whittington Patient Panei (F I)

The first was the Whittington Patient Panel which is a user representative group of 

patients and carers who are regular users of the Whittington Hospital. The work involved a 

presentation of the project followed by a discussion around the objectives set. Though not 

all the people had directly been involved in cancer care they provided the perspective of
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users of Whittington healthcare services. These representatives had cared for cancer 

patients, been cancer patients or were patients or carers of patients who had attended the 

Whittington for other reasons.

6.4.4.2 The Cancer Partnership Group

This is a user group for the North London Cancer network as a forum to bring together 

patients, carers and professionals together. The group consists of 17 users and 16 

professionals members, not all of which attend at anyone time. The work involved a 

presentation of the project followed by a discussion around the objectives set.

G.4.4.3 Data Collection

For focus group FI the presentation and subsequent discussion was noted the 

administrator for the patient panel. The record was a word for word recount of the 

discussion and sent to the members for verification. Focus group F2 was recorded and 

then transcribed. The documents for FI and transcription of F2 was then analysed within 

the framework described above.

6-5 Framework Analysis Patient and Carer Perspectives.

As described in Chapter 3 there are many views of reality each valid in different ways. The 

analysis of the patient interviews in this section is from a constructionist perspective 

(Alderson, 1998). The analysis of the interviews used the thematic framework below 

developed in the developmental phase of the previous study.

Theme Definition
Advantages of the model/s of cancer 
care experienced

The perceived qualities of the model of cancer care service 
that improved the patient experience of their treatment.

Disadvantages of the model/s of 
cancer care experienced

The perceived qualities of the model of cancer care service 
that reduced the patient experience of their treatment.

The blocks and barriers to the further 
development of different models of 
cancer care.

The issues that the patients believed made the models of 
cancer care not function as well as they could or mean that 
the model of care did not meet their needs.

Recommendations for further 
implementation or improvement of the 
models of cancer care provided.

What aspects of the treatment given that could be improved 
from the patients' perspective or should be pursued when 
looking toward development and further implementation.
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6.5.1 Patient and Carer interviews

6.5.1.1 Perceived advantages o f the modei/s o f cancer care

Different models of care to the day unit were seen as advantageous to patients (who were 

carers themselves) as they introduced flexibility to let them continue in their carers role.

I  got more freedom with the tablets, I  didn't have to set a date to come up there aii the time and 
come back and feei sick cos I  had me husband to iook after" Pt Cl

"There was a woman on a council estate, she has 3 kids and her husband ieft her, wanting 
mattresses from the council having to have her treatment at the hospital, stairs she had to iook at 
every time she went for her chemo. The lifts weren't working she had to puii her children to and from 
hospital.
I  just sat there and said and Iju s t said weii try and have your treatment at home.
She said what you are talking about; you're obviously a private patient.
NO I'm  not you try and erm ask. "Pt HI

As a person ages there is deterioration in health which can include cardiovascular disease, 

diabetes, musculoskeletal disease and mental health problems. These long-term conditions 

are increasingly supported outside hospitals, and often involve family support. If it is the 

support person who becomes ill themselves, for example with cancer, then provision of a 

model of care which allows them to fulfil their family commitments is a vital component in 

improving their experience.

One new model for oral chemotherapy involved a clinic run by nurses and pharmacists 

while outreach services e.g. at home or community had a non-medical focus to the 

service. Clinician review and overall management of the patient was essential and built in 

to all the models except the chemotherapy service management. For some patients who 

experienced both, there were advantages to the non-medical elements of the service.

“I  must say that some of the visits were very unsatisfactory because the doctor that saw me 
practically didn't iook up form his papers Ok there your piiis off you go and I  would say erm I  have 
some questions. I'd  iike to speak it seemed I  was a very erm uninteresting case which is a good thing 
but basically I  feit there was no humanity with one of the doctors a few times, quite a junior doctor I  
think. It  was much better towards the end when I  saw (œnsuitant nurse) she seemed to have 
unending time, obviously she didn't but she gave the impression that she had and seemed a iot more 
human than this doctor. It  was easier to be with her. " Pt C3

Oh it was reaiiy good as every time you see a doctor you think what about the time where as when 
you see a nurse and a pharmacist you can spend a iot oftime"PXC2
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A very important advantage that was stressed by interviewees about the day unit 

experience of chemotherapy was a sense that others were going through the same 

experience and had come through it, which provided an unspoken bond between peopie 

fighting cancer.

This was cleariy missing from the home experience but may weii have been something to 

expiore in the community clinic models; which, though smaller; may have provided a 

similar support structure.

‘7Ve seen other people and they go through it. You also have a very positive thing in that these once 
you've finished your chemo. You see people coming back when they've finished the chemo with their 
hair growing back and they've got their energy back and they're working normaiiy and they're not 
drugged up. And that gives me now, in the middle o f It, a huge sense of I  will be normal again', 7 
will get it back again '"Pt D1

“ You are not actuaiiy taiking to each other but there's a sense of 'we're aii in this together*' Pt D1

"Because one of the best things about chemotherapy in here is this suite. It's  a wonderfui room; you 
get to know everybody. It  isn't just nurses but patients as weii and I  think that's very important. I  
wouid have feit very ioneiy and not good at aii if  I  had it at home, no. One of the best things is you 
get to know aii these peopie. Its  an amazing experience. "Pt D2

"... It's  a terrible thing to say you are dying of cancer alright but when you get cancer, I  have iung 
cancer and you know you are going to go. You iook forward to the chemotherapy because you have 
a good iaugh and you're oniy in 10 minutes and you're kiiiing yourseif iaughing and you couid come 
in miserabie which I've done and then the next thing someone has come in for their appointment and 
said hi dariing etc etc and you know you're kiiiing yourseif iaughing and you know you're going to 
have a good iaugh. You're in half an hour and you're having a good laugh. "Pt D3

When asked if they choice of having the treatment in the hospital were possible would they prefer it: 
*' Yes notjust sort of relying on having everything done in this room"

Weii she'd be meeting those peopie wouldn't she"CKl.

One of the perceived advantages of homecare was the increased privacy. One patient 

described how they didn't wish to have the collective experience of treatment and oniy 

wanted to discuss their treatment with the nurse. Other patients however feit the 

overhearing other people's experiences was an advantage of the service. This highlights 

the complexity of patient requirements and the need for flexible service provision.

“that's part of the chemo suites charm that you can and the nurses are very and you can hear what 
is going on so that you know what might be coming and learning what couid be the future"Pt D1

"Well I'm  more of a private person you know like other peopie they sit around and taik about their 
treatment but I  just didn't want to talk about it you know.
I  don't iike the idea of them having discussions about it except with the nurse of course you know 
and the doctor. "Pt H3
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In addition to privacy home treatment was a more comfortabie and familiar environment 

for treatment surrounded by friends. This patient however preferred the community of the 

chemotherapy day unit to these comforts.

"Knowing I'm  in my own house and got my own things around me and my own space and that 
friends couid come in and sit with me and be with me you imow what I  mean and think this is it. And 
I  couid be comfortabie. "Pt D3

A local community service was welcomed, reduced transport issues which created anxiety 

around exposure to infection when immunocompromised.

When asked about community chemotherapy GP or pharmacy: Yes I  wouid have done I  mean first 
of aii if  it was reaiiy iocai she couid got there herseif even though she didn't want to mix on pubiic 
transport when her immune system was so iow. Or ieast I  couid have ieft her there and gone to 
work. So that wouid have been good and aiso wouid have saved a iot o f traveiiing time we're taiking 
about probabiy two and haif hours each time. So that wouid have been heipfui. " CR2

In addition, making the service local wouid increase the independence of patients.
In response to the potential of a service located in a GP practise: "Yes actuaiiy cos it wouid probabiy 
be iocai to them rather than having to go again the hospitai setting and having to park or reiy on 
someone eise to take them. "PX. HI

A perceived advantage of the one-stop clinic for the patient was that they could see the 

results of their tests and have their treatment without waiting. This is important as 

'waiting' is strongly identified as a disadvantage in ail experiences.

7 would have come one week to the unit and one week to see the doctor It would have been two visits 
rather than one, although It is not far away that was convenient for me. It was very convenient to 
come and have the results on the screen straight away” Pt C3

Patients are aware of the pressures on the NHS and felt that providing community 

chemotherapy may relieve the pressure on hospitals.

"GOod idea I  shouid think it wouid take a iot o f weight off the other bits of the hospitaf'PX. H2

6.5.1.2 Perceived disadvantages o f the modei/s o f cancer care

In day unit chemotherapy settings people could overhear other people's discussions 

around their treatment. Those patients that found the collective experience of day unit
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chemotherapy felt that this was an advantage where as others felt that the lack of privacy 

was a disadvantage to this model of care.

"Well I'm  more of a private person you know like other people they sit around and talk about their 
treatment but I  just didn't want to talk about it you know.
I  dont like the Idea of them having discussions about it except with the nurse of course you know 
and the doctor. "Pt H3

"..of course you're all sitting In this large area and you could certainty overhear conversations about 
how people were feeling, their treatments and so on. Yes I  think there Is a bit o f an Issue of privacy. I  
dont think It got to embarrassing levels. I've seen embarrassing levels at other places you know In 
oncology clinics where you realty did feel you were being asked questions which you didn't 
particularly want other people to be hearing’’ CR2

Waiting was a significant to patient and carers waiting to be seen, waiting for results and 

waiting for treatment. This seems to stretch across all the models of care despite one of 

the aims of these models was streamline the process of care. Scheduling has the potential 

to impact highly on patient satisfaction and future work in new model development will 

need to place further emphasis on reducing waiting. Waiting is identified as a priority by 

government policy which focuses on waiting for diagnosis and time to treatment not to the 

waiting that a patient experiences at each stage of their care: the waiting room, day unit, 

pharmacy etc.

Commercial homecare model:

"I was under a bit o f pressure If  they came late erm I  would then have problems picking up my 
daughter up. I  would always try and stop them by 3 o'clock. " Pt HI

Day unit model:
"...one of the worst things about going for treatment anywhere and just going to the hospitai is 
waiting, waiting, waiting, waiting. "CR2

"...its in the nature of chemo that you are going to be waiting around anyway because you've got 
wait even when being tested at the beginning of the day you've got to wait for the chemo stuff to be 
made up because Its so expensive and then you've got to go back and go through the whole 
procesê'’ CR2

I've sat In as part o f the cancer partnership group looking at other clinics we've been criticai o f the 
fact that patients have been ieft waiting around for two, three, four hours for appointments; an 
appointment at 10 and being seen at 2"CR2

"..you hear them say "Oh we aiways wait an hour and a h alf' with no particular explanation as to why 
this should be and this seems to be normal practice patients down here are expected to accept this 
but they may have cars on meters somewhere or chiidren to pick up from schooi and businesses to 
go to, that seems to be not taken into consideration. " CR2
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One-Stop oral clinic

“well It was kind of made me feel I  shouldnt be In any kind of position of needing any kind or 
reassurance I  was I Ike here you are here are you pills o f you go. But I  was.... Well sometimes you 
know you wait an hour and a half and then you a shooed In and out In 5  minutes and you feel what 
was all that about" Pt C3

A disadvantage of homecare was that of the perceived risk of isolation, which the 

community and collective experience of the day unit outweighed issues such as the effort 

to get to the unit. The patient below describes their struggle to be ready for transport to 

the hospital for treatment but still felt they preferred day case treatment because of the 

social aspects to their care that this provided.

"I come by ambulance I  find It hard to be ready for 8 o'clock, well today was Hke getting an army on 
Its feet I  started at ten to seven and I  thought Tm going to go to the toUet and for God's sake dont 
fall asleep again Hke you did the other day'. I  wont. It's  Hke an army; military precision. Then at 7am, 
'now you wash your face'and then If  you've got any energy, then you do your arms. It's  Hke military 
precision Its  only because you havent got all the time In the world. "Pt D1

In addition, home chemotherapy it did not enable patients with reassurance from seeing 

other people receiving treatment and coping.

“ The down side If  there Is one there were certainly some benefits If  you came to a large clinic where 
you were seeing other patients having their treatment, especially at the beginning because obviously 
It Is a great worry and stressful when you are starting chemo. But If  you see the (I'm  not going to say 
good) but the relatively relaxed atmosphere of this large treatment room with people sitting 
comfortable on chahs and having their chemo with various staff coming round and so on. That was, 
anyway Its reassuring, mainly because It Indicated that other people were worse off perhaps than 
you were to some extent, but also you saw people regularly going through It coping with It and all 
that, that was a reassurance that aspect. "CR2

One Macmillan campaign has highlighted the difficulties for cancer patients when parking 

at or around hospitals including the cost of parking and problems with meter parking for 

patients who are waiting or having long treatments. One of the homecare patients who 

had their first cycle in the day unit experienced an extreme version of this problem.

"And I  thought Oh my God as well my car Is going to be damped and It was taken away whilst I  was 
having chemo and I  just thought well I've got to get a grip and I  just heard home treatment. Now I  
don't know If  It was related to anything I  just heard It, and I  just said erm to...., I  really Hke her..., 
what's her name? V and she sort o f and I, I  sort o f mentioned can I  have this at home?
And because I'd  gone through the œr had gone and stuff I  think they kind of..., I  did push I  have to 
be honest, I  didn't ask for It I  just said I  want It at home cos this Is not for me, " ptH2

Another issue around transport was raised by a carer. The patient may not feel well 

enough or may feel uncomfortable about using public transport if immunocompromised. In
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this case the carer transported and stayed with the patient for their treatment, which was 

a huge commitment and impacted on their working lives. Other models were identified as 

having the potential to alleviate or reduce this pressure on the carer.

"Well first o f all I  was a full time working person working In central London and yet there was no way 
my partner could get to (the Hospital) on public transport or any other way she couldn't drive she 
was extremely III so I  had to drive her which meant juggling with work commlbnents rely on taking 
work with me while she was having her chemo which goes on for many hours as you know. The fact 
you've got to wait for the chemo stuff to be prepared. You're setting aside a whole day and then 
travelling through rush hour on the roads around W Is no joke" CIO.

When discussing the alternative intravenous fluorouracil therapy with a Capecitabine 

patient, the patient felt that the weekly treatment in the unit was a tie while the tablets 

offered them more freedom to carry on with their lives. They also expressed a fear of the 

idea of chemotherapy and had a different perception of coming to the day unit and having 

chemotherapy, compared to oral tablets.

A second Capecitabine patient had their first cycle of tablets given to them from the day 

unit and found this very distressing, which is probably linked to their perception of 

intravenous chemotherapy compared to oral treatment.

"What It was with the Injection you lose your hair and with the tablets you don't sort lose your hair 
and that was worrying me as well. You know Hke your hair falls out more with the Injection than It 
does with the tablet. And that was worrying me as well. I've not been out for 2 weeks cos of me cold 
but I  go the hairdressers every week you know. No I  got more freedom with the tablets, I  didn't have 
to set a date to come up there all the time and come back and feel sick cos I  had me husband to look 
after. I  didn't feel sick at all and I  didn't have much diarrhoea either, they give me tablets In case but 
I  never had It". Pt Cl

"No I  didn't have any Injections but I  did collect the Capecitabine the first time downstairs where they 
have people sitting with them and seemed to me the most depressing place it would be 
overwhelming to sit there for half an hour or longer.... " Pt C3

The National Patient Safety Association (NPSA) has recently issued guidance around the 

administration of oral chemotherapy which will mean the delivery of these tablets will 

return to the chemotherapy suite or a linked clinic to ensure adequate monitoring and 

counselling is carried out (National Patient Safety Association, 2008). It is clear from the 

results of this work that this will have to be carefully managed with possibly a separate 

clinic/room for these patients, who may find sitting in a room of patients receiving 

intravenous treatments distressing.
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6 .5 .13  Perceived blocks and barriers to the further development o f different 
models o f cancer care

It was clear that concerns around the infrastructure of the service outside the day unit 

would need to be addressed to ensure patient confidence in the models of care. These 

barriers to service developments were around home and community treatment and 

included: access to doctors, access to prescriptions and additional medication, 

development of a social/support network and staffing and resource for the new models.

Access to doctors and other members of the multidisciplinary team was described if they 

needed clinical advice.

"/ dont know, certainly (the nurse consultant)! did manage to get the doctor In once and also they 
had meetings on a Friday morning the whole clinical team to discuss each case before they came to 
clinics. I  suppose that Is a reassuring thing. I  did mention to her once there are two consultants and I  
have never seen any of them. She said one of them had asked how Is Pt C3. I  thought he Is 
Interested anyway looking on the paper I  thought. So I  suppose If  It was all removed that contact 
may be lost.” PX.C2

When asked about outreach clinics such as GP surgeries or pharmacies

"Well would you see a doctor? Would there be a doctor If  something came up?"Pt D1

Availability of medication was discussed and linked to the accessibility of doctors. This 

problem was tackled by providing the members of the multidisciplinary team with 

extended roles; including independent and supplementary prescribing. One patient 

received their care in the hospital day unit with access to doctors, and so would have been 

a perceived this as a possible gap outreach models.

'‘''Here the advantage would be the stop to here. I f  there Is something that comes up for 
Instance...this Is where I'm  a bit hesitant, at the chemosulte they always say they have to get the 
doctor to prescribe. Uke last time I  came those antl-sick pills weren't working but you gave me 
another one when I  was In for bloods and that one worked and they were able to say 'aha well get 
the doctor to prescribe', and I  went away with that new pH! there and then. Now If  I  was In this place 
with no doctor on site they couldnt do that. "Pt D1

'‘''Because you'd need to help people Hke me who just can function we cant just pop to the chemist. 
That's Hke saying go and cHmb Mount Everest"Pt D1
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A lack of social and supportive networks were possible blocks to the development of new 

models. It was not possible to explore whether smaller (as described in the study) could 

provide these important aspects of care as suggested by carer CR2. However one patient 

did feel that the large size of the day unit was important in contributing to the social and 

supportive network.

In response to the question as the whether a GP or pharmacy would provide the same community 
support as a day unit patient D2 replied: "Not in the same way, no. I  fee! it's important that there 
are 12 of us; it's a iarge number and there are aii sorts o f different peopie. You get to know them aii. 
I  feei its  very important'̂ '’

'‘I'd  iiked being at home if  I  œuid have had the iaughter at home"Pt D3

“ The down side if  there is one there were certainiy some benefits if  you œme to a iarge ciinic where
you were seeing other patients having their treatment. You have to weigh that up against the
convenience of going somewhere iocai, but even somewhere iocai if  it was a pharmacy or GP practise 
there might be one or two peopie having their treatment. "CR2

This view contrasts with private healthcare where provision was predominantly in private 

rooms which patients would like and would pay for.

My next door neighbour had breast cancer and I  have a neighbour across the road who has 
secondaries now and they are private patients and they didn't know they couid have their treatment 
at home. But I  don't think they wouid want their treatment at home they wouid want their treatment 
..., they wouid want a private room and fiowers and things. Fair enough and I  absoiuteiy understand 
if  you're spending that kind of money" PtH 1

This view is now changing with busy private oncology clinics such as the London Oncology 

Clinic's care based on the day unit model of care. The other private model is homecare 

which also loses the social contact of a day unit or community clinic, but may allow the 

presence of friends and family i.e. greater social support than that that provided by a 

single room in a private hospital.

The development of community chemotherapy in GP practices or Pharmacies was 

welcomed with the infrastructure and qualified staff available to carry out the service.

"I think someone said they tried to go into the community the Whittington with chemotherapy and if  
they can do this, this is wonderfui you know what I  mean if  they can do this they can go to the 
community and do chemotherapy. But I  iook at this way if  they've got the staff to do it, if  they've got 
the quaiified staff to go into the community and do the patient care because chemotherapy doesn't 
take 5 minutes it takes a coupie of hours. "Pt D3
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A carer, whose sister's care Involved both secondary and primary care services to be 

treated at home, also Identified resource as an Issue. The government policy of moving 

patient care out Into the community will Impact on primary care professionals and needs 

resource to follow the patient locations of care.

"'Alright we put up with that as long as they turn up you know what I  mean because they have a lot 
of young nurses and they say they're stretched out and they have to get from other areas and these 
girls and that dont know her case so they do their jobs and then they come here when they're ready 
to get you sort ofthln^' CR1

Another Issue Identified by a carer; was the pressure on the principal Individuals who 

problem solve and take action In times of crisis throughout a patient's journey. This may 

not be acceptable to some patients but the government requires patients to take more 

responsibility for their own welfare which may be a potential barrier.

Well I  always leave the decisions up to her obviously at the same time I  was the one that has sort 
everything out when anything goes wrong. You know what I  mean? So a bit o f it does fall on me at 
the same time. "CRl

"A lot o f It does fall on me because If she's bad there I'm  the one that's got to dear It and get 

everything sorted out"CKl

This Is the view of one carer who experienced two very serious events when her sister 

became acutely III and needed ambulance services while on home treatment.

6.5.1.4 Recommendations for further implementation or improvement o f the 
models o f cancer care provided

The analysis of the Interviews revealed a clear Infrastructure Is required for patients to feel 

confident. When It was clear that qualified staff from the hospital would be providing the 

services, they were positive.

Patient C2 was asked about the running of a Capecitabine clinic from a GP practice and did not think 
that it would work as GPs are too busy, when asked if this was run by a hospitai team they 
responded positively to the idea as a potential development, i.e. ^̂ that would be different"

"I think if  It was chemo nurses I  would trust them Implicitly. They know what they're doing and they 
would know the signs because they get to know you well. So I'd  t)e happy If  It was chemo nurses and 
they would report to the doctor If  god forbids something Is not rights Pt D1
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A key contact person for the patients and carers was important; this had also been 

identified by the professionals. The patient journey for a cancer chemotherapy patient is 

complex; and cross sector working may add to this complexity.

"It would be good have a way of reaching someone that you know iike I  called (nurse consultant) I  
must have rung her at least three times during that course of treatment and somehow that was 
there.
Trying to get through when you haven't got a name and you have an appointment a year or 6 
months later that's a problem. So there's things like that. "Pt C3

"/ think all I'd  say Is the Importance of having a contact point as we talked about key worker In the 
cancer partnership group. That was not really In place at the rime I  didn't think at the rime for the 
cancer treatment you had. Clearly it is Important you can phone you know someone you can contact 
anytime with a problem with a specific person who can point you in the right direction. That will be 
something you need to put In place specially If  you bridging primary or commercial and NHS practise 
because they'll need to make sure you have good links and contacts. "CR2

The patients also identified the need for a relationship with the people providing care and 

felt that a service should provide this and that larger organisations with larger teams could 

lose this feature. This was identified as a positive feature of a locally provided home 

service as opposed to a national home service that provided nursing care from different 

personnel across the country.

"I think with cancer It Is Important to recognise faces to feel they know who you are, I  mean they 
may have another thousand cases but he Just know by sight what have you, but you know them. Uke 
teachers students remember them and do feel there Is something missing.. "Pt C3

"I prefer the nurse from the hospital actually yeah, got to know her on the ward Hke you know, you 
got a relationship with her"Pt H3

For patients who had trouble accessing the hospital but needed the social support that a 

home service could not supply, community chemotherapy in a local accessible GP practice 

or pharmacy was regarded as a possible way of providing care.

"It would be Interesting, I  mean I  think again maybe elderly people might rind it easier If  they were In 
wheel chairs or there you know I  think Hke easy access for people that are not... You know. I'm , I'm  
relatively lucky I  had a lot o f people I  could have asked for help, not that I  did cos I  was terrible that 
way, but you know I  sort o f asked for a lot o f help erm but someone who maybe doesnt have that 
support system around them. "Pt HI

"I think the point about the social thing Is terribly Important. I'm  sure some people would rind it very 
difficult to get here and prefer to get It home but they would have to be careful that they didn't get 
depressed because they're alone. They're not going to hear how other people's treatment Is going 
that kind o f thing. You see one talks to everyone"^ D2
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In response as to whether the patient would want community chemotherapy: "I'd love it I'd  Jove it  It  
gets you out It  gets you away from the 4 waifs I  think it's a briiiiant idea even if  it was in something 
iike a big tent they can use I  think it wouid be briiiiant 
You know a big picture of Brad Pitt on the waii"PX. D3

In order to gain the benefits for all, they suggested that patients move between the 

models. From the professionals' perspective it was important to ensure governance so that 

the patient could tolerate the treatment while the patients/carers wanted to gain the 

supportive elements of the day unit and the convenience of home care.

"It may weii be perhaps the first time you go or the first coupie of times there maybe some benefits 
in going to somewhere where there are other peopie but once you're into it there is scope and many 
benefits from being abie to have the rest o f it at home^ CR2

A more general recommendation was the needs of the carers by ensuring they were 

directed to places and organisations that could offer them support.

"I think carers were very much overlooked both by the professionals' service and the voluntary 
service. Although she went to Cherry Lodge for support actuaiiy sometime after her operation she got 
a iot o f support there. On the other hand I  couid have got support too I  didn't know at the time it 
was never suggested. Certainiy I  didn î  feit that the professionals took any notice of me. I  was aiways 
there, every consultation I  was there taking notes and so on but I  never reaiiy feit they were 
wondering if  I  was OK. "CR2

6.5.2 Focus Groups

The two focus groups were analysed and used the framework analysis described in 

Chapter 3.

6.5.2.1 Perceived advantages o f the modei/s o f cancer care

The main advantage of the new models of care was the introduction of true choice for 

patients. This choice also needed to include the choice to change model throughout their 

treatment journey i.e. patients change their model of care whenever they wished.

"...offering choice is the best thing about the project" Patient Panel Member 1 

“ This is a different way of looking at choice than the government' Patient Panel Member 2

An additional advantage of home treatment was increased comfort for the patient.
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6.5.2.2 Perceived disadvantages o f the modei/s o f cancer care

One perceived disadvantage of having treatment in the home was access to emergency 

medical help in a timely fashion.

‘7Ve has the experience of treatment at the Royal free when we were Hi and a doctor arrived with a 
speed that couidnt have happened at home. "Cancer Partnership Group Member 6

Patients and carers felt that the community and social aspects of day unit care were 

important and of particular significance to patients who live alone.

"/ dont have any problems with that at all I  think If  you had someone living on there own without a 
carer that might have the potential to make people alonê’’ Cancer Partnership Group Member 1

The potential of providing outreach chemotherapy services hospitals in locations such as 

pharmacies, gave rise to concerns around the perceptions of pharmacies as clinical areas; 

pharmacies were predominantly 'shops' and in supermarkets and felt very clearly that they 

did not want to visit supermarkets when they were ill. This did not come out so strongly in 

the patient interviews and may be changing as more and more services e.g. anti

coagulation and smoking cessation services are being provided in pharmacies.

The patient panel felt that complementary therapies should also be supplied as part of the 

new models. This was not possible as part of the service and was also not part of the day 

unit service provision, for example patients in outreach services could not receive scalp 

cooling, an example of differentiation by location and inequality of access.

6.S.2.3 Perceived biocks and barriers to the further deveiopment o f different 
modeis o f cancer care

Pharmacies were identified as potentially not providing the right environment and that the 

old environment of the day unit at the Whittington, before its movement to the new 

building, may have driven people to wanting the treatment at home or outside the hospital 

rather than being a true choice they would make.

165



“/  do think it is important to have the right environment and I  am not sure about a pharmacy but a 
mobiie unit sounds ideai"Cancer Partnership Group Member 1

Another block to the development of home or outreach services was that patients would 

prefer the community of a day unit. The patient panel felt that some patient perceived 

waiting in a hospital as an opportunity to discuss their experiences with others -a  form of 

group therapy.

In addition to the barriers outlined above, information transfer was also highlighted. This 

was raised as a potential barrier particularly when moving from NHS to private sector and 

back again as information technology systems have not yet developed nationally to 

facilitate this with ease.

"I think that (information transfer) wiii aiso be an issue when you are talking about private providers 
in terms of information when moving from the NHS to the private and back again. With the related 
issue of wanting to be sure ttiat the quality o f the service wiii complement "Cancer Partnership 
Group Member 3

6.S.2.4 Recommendations for further impiementation or improvement o f the 
modeis o f cancer care provided

The two groups felt that an essential component was patients choice, which should 

include the opportunity to change between models throughout their journey i.e. one 

model could not completely replace another.

"I think it is aiways important to preserve the right to change to the hospitai environment without too 
much of a big thing" Cancer Partnership Group Member 2

"...the importance is for patients to stiii have the option o f having hospitai treatment, but that giving 
them the choice o f having chemotiierapy in an alternative location if  they preferred it wouid be 
beneficial' Patient Panel Member 2

As in the interviews the patients and carers in the focus groups recommended a robust 

infrastructure to support the services. These included appropriately trained staff and key 

contacts, especially out of hours, who were not confined to the hospital professional and 

included the district nurses.
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has been a long time since I  had chemotherapy but years ago the district nurse used to come into 
people's homes and set up chemotherapy pumps and think they couid be involved.''’ Cancer 
Partnership Group Member 4

6.5.3 Summary of Patients and Carers Perceptions of Different Models 
of Cancer Care

Table 23 is broken up into the four themes of the thematic framework analysis that was 

developed as part of the developmental phase in Chapter 5 and summarise the findings of 

the interviews and focus groups. These findings are triangulated with the findings of 

Chapter 4 and Chapter 5 in Chapter 7.

Table 23 Summary of Patients' and Carers' Perceptions of Different Models of Cancer 
Care

Advantages Patient and Carer Interviews Patient and Carer 
Focus Groups

Flexibility Some of the models of care were flexible 
allowing patients to fulfil their own family and 
carer commitments.

Relationship The new models provided from the hospital or 
the non-medical led services meant the 
patients felt there was a relationship with the 
professional.

Community 
support and 
social contact

The feeling of community and the social 
support this provided was seen as an 
important element of a service and provided 
well by the day unit model of care.

Privacy The privacy that some models, such as 
homecare, were able to provide was seen as 
an advantage to patients over other models. 
However other patients found the lack of 
privacy and the ability to hear conversations 
between other patients and professionals as 
reassuring and therefore an advantage for day 
unit care.

Comfort The patient views were that having treatment 
in the home provided more comfort than the 
other models of care

Comfort of the home setting 
was a key advantage over other 
models of cancer care.

Local Service The carers and patients felt a truly local 
service provided advantages in timing and 
transport for both patients and carers taking 
away the need for public transport and parking 
issues.

Choice For the focus group choice was 
key advantage of this study 
providing patient with choice of 
location that suited their need 
and the ability to change that 
choice throughout the journey.
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Table 23 Summary of patient and carer's perceptions of different models of cancer care
(continued)

Disadvantages Patient and Carer Interviews Patient and Carer Focus 
Groups

Lack of 
community 
support and 
social contact

Patients receiving care in the home will 
experience the collective support that a 
day unit can provide.

Home chemotherapy was identified 
as an issue for patients who had no 
carers and may make the experience 
very lonely.

Waiting Waiting throughout the different stages of 
a chemotherapy treatment was a 
disadvantage experienced by patients in 
all the models of care and was important 
to all.

Parking and 
transport

Parking was an issue as patients found 
this added to the stress of the experience. 
Using public transport was difficult too, 
not only in terms of access, but also as 
difficult to negotiate when feeling unwell 
or concerned about their 
immunocompromised status.

Timely access to 
emergency help

The focus groups felt that there may 
be disadvantages in the home 
around access to emergency medical 
help in a timely fashion

Not always
suitable
environments

The pharmacies were identified as 
being places that may not have 
suitable environments for these 
types of service as perceived as 
shops rather than clinical settings.

Reduced access 
to additional 
services

Lack of access to services such as 
complementary therapies and scalp 
cooling were identified as 
disadvantages of any model of care 
provided out of the hospital.
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Table 23 Summary of patient and carer's perceptions of different models of cancer care
(continued)

Blocks and 
Barriers

Patient and Carer 
Interviews

Patient and Carer Focus 
Groups

Lack of 
community 
support and 
social contact

The lack of community support that 
may be experienced by a patient 
being treated in a smaller community 
service or at home was thought to be 
an important barrier to the 
development of the new models of 
care.

The focus group felt that some of the 
waiting together in hospitals provided a 
sense of community support that would 
be lost by the development of the new 
models and therefore act as a barrier to 
their development.

Staff resource The patient and carers felt that any 
service provided should be by 
qualified staff such as chemotherapy 
nurse specialists but that availability 
of such resources may block these 
new models further development.

Pressure on 
carers

Carers felt that home treatments 
placed them with a heavy burden of 
responsibility and was a potential 
block to the acceptability of such a 
service.

Not always a
suitable
environment

The pharmacy as an unsuitable 
environment for such treatments in the 
view of patient was identified as a 
potential block to this arm of the study.

Transfer of
required
information
between
organisations

The importance of information was clear 
to the focus group and they felt that 
transfer of information was complex and 
not easily achieved especially between 
sectors e.g. private and NHS and was an 
important potential barrier to this work.
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Table 23 Summary of patient and carer's perceptions of different models of cancer care
(continued)

Recommendations 
for further 
implementation or 
improvement.

Patient and Carer Interviews Patient and Carer Focus 
Groups

A robust 
infrastructure to 
support the new 
models of care

The patients felt that a robust infrastructure 
was essential in supporting the new models 
and recommended the use of qualified staff 
reflecting the hospital day unit structure.

The focus group felt a robust 
infrastructure was needed but and 
this could include primary care 
professionals such as District 
Nurses.

Access to a 
named key 
contact

Future developments needed to ensure that 
patients and carers had named key contacts 
available to them.

For out-of-hours support the 
patient/carer groups felt they did 
not wish to access general 
emergency services or NHS Direct 
but wanted to have access to 
named key contact personnel who 
knew and understood their case 
and issues.

Personal 
relationships 
with the team 
delivering the 
care

The services should be developed in such a 
way that the patients were able to maintain 
a relationship with members of the team.

Choice of model 
care available 
throughout the 
treatment 
journey

Patients should be able to move between 
models of care throughout their journey 
maintaining choice throughout.

Patients should be able to move 
between models of care 
throughout their journey 
maintaining choice throughout

Recognition of 
support and 
needs of the 
carers

When developing services the carers' needs 
and support should be remembered.
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6.6 Discussion of the perspectives of patients and carers

This study used taped interviews and focus groups. The results displayed in table 23 

illustrate that different patients wanted different elements as part of their care and wanted 

to be able to change these throughout their treatment journey. The patients viewed this 

as an important aspect of choice and locations out of hospital settings were seen as a 

possible mechanism to reduce the times they had to sit and wait for treatments. 

Transport issues were important as the idea of local services with parking or at home were 

attractive to patients.

There were concerns around access to emergency services and that service provided in or 

out of hospital should always be provided by suitably qualified staff with a robust 

supportive infrastructure. This included the ability to access additional services e.g. 

complementary therapies and 24 hour specialist advice. The concept of a key contact was 

important as a way for patients to identify someone who they could reach for advice 

throughout their experience.

Locations outside of hospitals were perceived by some patients as having the potential to 

be isolating and there were concerns around whether pharmacies were appropriate 

environments for treatment as they had a retail element to their images.

The carers felt that they needed support and this was not always acknowledged and that 

treatments at home applied an additional pressure to the carer.

6.6.1 Limitations of the study

This study involved taping interviews with patients. The taping may have had an inhibitory 

effect on the patients during the discussion. In this study this was counteracted by turning 

the tape off once the interview was complete and asking patients to add any further 

information they wanted. This was particularly evident in one individual and so field notes 

were used to support the findings of this particular interview.
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The main investigator was involved in the service development and this meant that some 

of the patients had a previous relationship with the interviewer. This may have affected 

the answers to the questions in the interview but also may have made the patients more 

open to discussion as they had a relationship with the investigator. Those which had a 

relationship with the investigator are identified in the results in this study. This is 

discussed further in Chapter 3 Section 3.9.

Accessing carer views was difficult and low in numbers. This was because some patients 

were carers themselves and the people they cared for were not in a position to be 

interviewed, others lived alone and others carers didn't wish to be interviewed. The small 

numbers that were accessed did however provide some insight into the issues for carers.

This study does not add differing weights to different views as it takes a constructivist 

approach in which all views are valued. This could be viewed as a limit as NHS is providing 

services to populations and further work could be one in which a more qualitative survey 

approach could be used to gain population views. When the government describes one of 

its aim as placing the patient at the centre of a web of care and how patients wish to be 

treated as special, this is not describing the experiences of groups of patients but that of 

the individual. This supports the use of the constructivist approach in this study, as 

understanding patient experiences from aii the perspectives reached in this study, will 

provide evidence and information to support change that is required to meet the 

government's aim.
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Chapter 7 

Triangulation of Resuits

Context
This PhD set out to analyse policy with regard to new developments in ambulatory cancer 

care. The work comprised a thematic content analysis of government policy drivers for 

changes in cancer care which provided an organisational framework and the context in 

which the study took place together with multimethod evaluations of the healthcare 

professionals', patients' and carers' perspectives using postmodernist, social constructivist 

theoretical frameworks. The PhD was divided into three studies:

1. An appraisal of the national policy drivers for cancer care;

2. An evaluation of the perspectives of healthcare professionals;

3. An evaluation of the perspectives of patients and carers

In this chapter the findings of the three studies are triangulated. The findings are then 

examined to identifying gaps between practice and policy taking into account all 

perspectives.

7.1 Triangulation Analysis Results and Discussion

Using the thematic framework developed for the policies the results of the healthcare 

professionals and patients and carer studies and the policies themselves were triangulated 

and the results discussed. For each theme and sub theme of the policy thematic 

framework the results three studies undertaken in this PhD are analysed identifying areas 

of convergence and divergence in the studies. The results used are TablelO, Table 19 and 

Table 23.
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7.1.1 Theme: Developing Modern Visionary Services
Sub-themes: NHS Cancer as a priority; 21®̂  century modern service;

Table 24 Triangulation of results for sub-theme: NHS cancer as a priority

Sub theme NHS Cancer as a priority
Identifies cancer as a disease that needs to be tackled as a matter of priority for the NHS

Healthcare
Professionals
Perceptions

This was not discussed by the healthcare professionals. The healthcare professionals in this 
study had varying degrees of cancer care as part of their roles. The poor response rate to the 
postal questionnaire by the GPs and district nurses could have suggested that for these groups 
of professionals, cancer was not a priority and only of importance to the small number who 
responded. Others who treated cancer patients as the focus of their work may have felt that it 
was clear cancer was a priority and did not require emphasis in this environment.

Patients and
Carers
Perceptions

This did not appear as a theme in this study. To patients this may not have felt necessary as 
cancer was very clearly a priority in their lives. However the government's consultations have 
found that cancer remains one of the publics health priorities as described in the Cancer 
Reform Strategy (2007)

National Policy 
Drivers

Cancer remained a priority throughout the policy developments however the emphasis moved 
from consistency of outcome to survival and then back to inequalities of outcome.

Developments were seen as a priority in cancer care by the general population when 

asked by the government. However in both the patient and professionals studies; their 

views of the disease and its management were more locally focused suggesting the 

national priorities were not of importance to the group. This may suggest that the 

involvement of patients and healthcare professionals in the organisational change of the 

NHS has not been as successful as the government wished.

Table 25 Triangulation of results for sub-theme: 21st Century modern service

Sub theme 21** Century modern service
Describes developments in the NHS to equip the organisation for the future.

Healthcare
Professionals
Perceptions

This was only discussed in the context of building a new models of care on the success of the 
palliative care working model as described by the GPs.

Patients and
Carers
Perceptions

The patients wished for a responsive service as part of their new service.

National Policy 
Drivers

For the government there were a number of mechanisms they wanted to employ to introduce 
change within the NHS to achieve a modern service. These methods initially involved target 
setting for waiting times and investment in infrastructure and staff. Over the years this 
changed to using both outcome and waiting time targets and also the use of commissioning to 
make services financially viable without additional investment.

The responsiveness of services was not highlighted by the professionals but was of 

importance to the patients. The government had envisaged a modern NHS as one which 

could respond to patients' requirements and initially invested heavily in buildings and staff 

to make this happen and to address quality. However the investment slowed and other 

mechanisms were used to develop services including an increased emphasis on primary 

care services, making them accessible and cost effective.
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The studies with the professionals and patients did not reveal any themes in this area and 

again suggested a gap between the government's ideal of engaging patients and 

professionals in NHS developments and the reality that this engagement had yet to take 

place.

The consultation programme Lord Darzi is undertaking with professionals and patients to 

address this issue and discusses professional involvement in the development of high 

quality care as a driver that engages them in service change and redesign (Department of 

Health, 2008).

7.1.2 Theme: Standards and excellence for all
Sub-themes: NICE; Standards and quality; Postcode prescribing; Clinical governance; 

Leadership.

Table 26 Triangulation of resuits for sub-themes: NICE and postcode prescribing

Sub theme NICE
The development or role of the National Institute for Health and Clinical Excellence in 
developing guidelines or tackling guality of care

Healthcare
Professionals
Perceptions

The work around NICE did not feature in the results directly. However the work to improve 
palliative care in the community which was linked to the NICE guidance was viewed as a 
success. The impact of NICE in a more pragmatic sense was viewed as positive.

Patients and
Carers
Perceptions

The work of NICE did not feature as a theme in the patient and carer study.

National Policy 
Drivers

The work of NICE to tackle post code prescribing and produce evidence based guidelines was 
initially welcomed but over time was identified as being slow to respond to a quickly changing 
environment. This was an issue in the media with high profile cases of patients requiring drugs 
that were not yet licensed or to which NICE had not yet made a decision.

Sub theme Post Code Prescribing
Identified variations due to geographical locations in care availability and the mechanisms 
being introduced to tackle this problem.

Healthcare
Professionals
Perceptions

Post code prescribing also did not appear as theme for either study. The focus of the study 
was around services rather than new technologies and drugs. The broader theme around 
equity of access developed in both the study groups and discussed in relation to the theme 
"Getting service to the patients"

Patients and
Carers
Perceptions
National Policy 
Drivers

The discussion around postcode prescribing and drug availability that NICE was developed to 
tackle widened over time in the documents to inequality of access to healthcare and cancer 
care and that the government wanted to tackle this too as they directly affected outcome and 
survival.

NICE is a bureaucratic organisation and may not have been seen as having a direct 

bearing on service development as its decisions are on guidelines and drug developments. 

However decisions by NICE can have service development implications that need
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considering. For example, the organisation has had a high media profile recently due to 

new drug and technology developments that patients have wished to access before NICE 

has made any decisions.

Postcode prescribing remains an issue. The government's widened view around access 

affecting outcome and survival, and how this is also post code dependent has led to many 

of the more recent organisational changes such as recommendation of poly clinics by Lord 

Darzi in the report on healthcare for London a Framework for Action (NHS London, 2007).

Table 27 Triangulation of results for sub-themes: standard and quality; clinical 
governance and leadership.

Sub theme Standards and quality
Describes ensuring quality for all patients in care and a reduction in the variability of care

Healthcare
Professionals
Perceptions

The professionals' view of the new models proposed in this study was both positive and 
negative. It was felt a move to provide these new models was a way of improving patient care, 
however others thought that outreach locations may not provide patients with treatment at the 
required national cancer standards. Suitable environments for cancer care were a particular 
concern both in pharmacies, patient homes or community clinics. In our study when 
developing community clinics pharmacies had recently been provided with funding to develop 
patient rooms. When seeking a location for our service these professional concerns were borne 
out. Many were very small and had reduced access so that in the case of disability or 
emergency it would not be possible to access patients making them unsuitable for cancer 
chemotherapy treatment locations.__________________________________________________

Patients and
Carers
Perceptions

The patient groups felt that pharmacies may not provide suitable environments for cancer care 
outside hospital as perceived as shops rather than clinical locations. This work was carried 
when treatment rooms were new in pharmacy and at the start of them being used as places 
for vaccinations, smoking cessation advisory rooms. Chlamydia testing and cholesterol testing 
locations. As these service developments have increased recently including the development of 
anti-coagulant clinics this perception may change in the future.__________________________

Sub theme Clinical governance
Described means of ensuring safety and risk reduction to patients with quality assurance 
measures

Healthcare
Professionals
Perceptions

This was a concern in relation to the management of acute reactions to treatment outside the 
hospital e.g. anaphylaxis or extravasation. GPs felt they did not have the necessary skills to 
support chemotherapy patients and some felt there were concerns around lines of clinical 
responsibility for the patients if they were treated on their premises and that they would 
become the first point of call for these patients.
In additional there were concerns over access to 24 care and support for patients if treated 
outside hospital. This reflects the government concerns around out of hours care as in the 
policy document 'Healthcare for London a Framework for action' where the high use of 
emergency services by London patients is linked to poor out-of-hours local provision. In a 
recent unpublished audit of the North London Cancer Network 24 hour access provision for 
cancer patients it was found that access to support was highly variable across the network. 
Some patients had direct access to specialist wards whilst others were directed to general 
emergency departments. When rating the quality of 24 hour support at each site in NLCN the 
average result was 5.8 out of 10. It is clear that the current level of provision is not regarded 
as ideal by the professionals. By moving treatments to other locations and moving to make 
robust support for patients this may have an additional advantage in driving improvements in 
24 hours support for all cancer patients.
Infection risk was also raised by the professionals these two were both positive and negative. 
The feeling that keeping patients out of hospitals was beneficial as it reduced the risk of 
exposure to hospital acquired infections such as MRSA. These risks have a high media 
exposure and the risks described were raised by primary care professionals rather than those 
in secondary care. Despite this, the risks associated with infection risk in the home were also 
raised as patients home may represent a poor environment for such treatments. It is clear that 
in such homes the administration of treatments would not be possible and outreach clinics may 
serve patients better in this regard, however all patients will go home between treatments and 
be living in these environments during their nadir blood counts. For these reasons patients 
need careful education and active support days whatever their location of care._____________
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Patients and
Carers
Perceptions

Within this study the themes around governance were concerns around access to emergency 
medical help if needed and which would not be so readily available outside hospital.
A robust infrastructure to support these new models of care was felt to be essential and that 
suitably qualified specialist staff ran the service.
With the extended roles of nurses and pharmacists and through using specialist staff a number 
of the important issues could be dealt with without medical involvement and as suggested in 
this study a robust infrastructure and clear operational policy developed could reduce the risk 
of emergency reactions to treatments the anxieties expressed alleviated.

Sub theme Leadership
Changes of service provision that needed organisation in specific ways with specified 
leadership.

Healthcare
Professionals
Perceptions
Patients and
Carers
Perceptions

For both studies leadership as a theme did not emerge suggesting the government's objective 
of patients and professionals feeling able lead and develop change had not been achieved.

National Policy 
Drivers

Standards and quality were driven as centralised guidance to provide uniform quality 
nationally. The move by the government to allow local service development meant that the 
government wanted to look at methods to commission quality. It acknowledged that this was 
complex and more difficult to achieve when decisions had to be made between developments. 
E.g. between service developments that improve quality and a new technology. The data on 
improved service and quality was not available to make informed choices between such 
differing modalities and was not successfully tackled to date.

7.1.3 Theme: Getting services to the patient
Sub-themes: Local services, patient centred, responsive, equity of access, primary care

Table 28 Triangulation of results for sub-theme: patient centred

Sub theme Patient centred
Patient specifically mentioned as being in the centre of the service provision decision process 
was coded as a sub theme.

Healthcare
Professionals
Perceptions

By providing the care out of the hospitals the professionals felt this represented an opportunity 
for patients to receive a more holistic care experience facilitated by increased one-to-one time.

Patients and
Carers
Perceptions

There were two opposing views around home treatment within this study. Some patients felt 
that home would give them increased comfort, privacy and was therefore more patient 
centred.
Others felt that homecare could bring isolation and felt that the day unit offered a community 
and support network that reduced the anxiety and isolation of going through their treatment.
If outreach services included treatment alongside other patients this was felt would be 
important to continue the support element of the experience of care, but could not be tested.

National Policy 
Drivers

The government's aim was to place the patient at the centre of care and that they would be 
directly involved In service design. This changed to being instrumental in decisions around 
commissioning care as a way of increasing understating of constraints of the NHS and 
increasing satisfaction with the service. The policies throughout discussed patients as the 
centre of care suggesting that this was still an aim rather than an achievement.

The patients' and professionals' perceptions of the work in this study was that these 

service developments provided holistic and patient centred care, that increased the quality 

of the patients' experience of care. This was seen to meet the government's aim around 

patient centred care; however no themes around how the service should be delivered 

emerged from either study. This may have been down to the way the work was conducted
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in that patients and professionals were asked to discuss particular models, or it may have 

been that that they felt they were not in a position to make such recommendations. This 

was a gap between the government's view and that of the patients' and professionals' 

view of what constituted patient centred care.

Table 29 Triangulation of results for sub-theme: responsive

Sub theme Responsive
Themes that described a service that could respond quickly to local need or patient need were 
coded as responsive.

Healthcare
Professionals
Perceptions

This did not feature as a theme in this study

Patients and
Carers
Perceptions

For patients and carers waiting for treatment and consultations was a negative part of their 
journey and if the new services could offer a responsive scheduled service this would be an 
improvement in their treatment experience whatever the location of care.

National Policy 
Drivers

Earlier in policy targets such as waiting times were an essential part of the NHS reforms and 
seen as vital in making a responsive service. The measured waiting times became more 
sophisticated over time including several methods by which cancer patients can be referred for 
diagnosis and treatments suggesting a recognition that there were holes through which 
patients were falling. The government also recognised major audits undertaking measuring 
patient experience had not led to major changes within the NHS and therefore was making 
patient experience measurable components of PCT performance.

The government's emphasis on waiting times has been criticised by the NHS professionals 

and management and has overridden other areas of NHS development. It is clear however 

that the government is working toward something that is important for patients. The fact 

that patients wanted a responsive service whatever the location was very important; that 

it did not appear as a theme in the professionals study is telling. The government is 

making this important on patients' behalf and from this study it is vital that it remains 

within the professionals' immediate agendas when developing services and care pathways.
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Table 30 Triangulation of results for sub-themes: equity of access; local services and 
primary care

Sub theme Equity of access
Where access to services through drug treatments, location or socio economic group was 
discussed; these were coded as equity of access.

Healthcare
Professionals
Perceptions

Concerns were raised in this study that moving patients out of hospital reduced their access to 
clinical trials and therefore care and therapeutic options available to other patients.
This is important as the government agenda is to move to evidence based care and increased 
recruitment in to trials. There are infrastructure requirements to run clinical trials which would 
need to be adapted to support these models of care and may be possible if such institutions a 
polyclinics and District General Hospitals function as outreach elements of the Academic Health 
Science Centres the government is creating.

Patients and
Carers
Perceptions

Within the hospital day unit the patients have access to complementary therapies and services 
such as scalp cooling. In this study these were not available in outreach services. This was 
highlighted the difficulties in equitable service provision throughout new service modelling. 
Some mobile scalp cooling equipment is now available but complementary therapies still need 
to be accessed by other means at other locations. Other support therapies such psychological 
supports to which cancer patients have contact at different points in their journey as they need 
them were also not available as outreach services. They were not part of the study but these 
issues illustrate the complexity of a patient journey through cancer care and the multiple 
agencies to which they require access.

Sub theme Local services
This theme describes developments in provision of services locally to the patient.

Healthcare
Professionals
Perceptions

In making a treatment local and the effects this had on transport for patients was an important 
advantage. The reduction in time cost and stress were all perceived as important for patients. 
However there was some concern that outreach rather home services represented no 
advantage in this regard over current hospital day case provision.

Patients and
Carers
Perceptions

Local services were seen as important in reducing the transport issues for patients and carers 
and all the associated problems around parking. Unlike the professionals outreach was seen to 
have these transport advantages as well as homecare.

Sub theme Primary care
This sub theme described changes or work directly linked to primary care changes, 
developments and interfaced with secondary care.

Healthcare
Professionals
Perceptions

There use of primary care required infrastructure support in terms of diagnostics being 
available so that clear monitoring of patients could be accessed and technology used to 
support communication throughout the patient pathway which would increase in complexity 
when moving between sectors.
There were also concerns in this study in accessibility of primary care professionals to expert 
oncological advice.

Patients and
Carers
Perceptions

Discussions in this study were around cross sector communication rather than primary care 
itself.

National Policy 
Drivers

Throughout the policies the government's aim has been to bring local services close to home 
including developments in primary care of multipurpose clinics later described by Lord Darzi's 
as polyclinics. These developments were seen to increase access to care for all patients 
including those in deprived areas which historically were poorly served by local primary care so 
improving equity of access. NICE acknowledged that there were other factors outside cost that 
affected access to care and that capacity needed to be tackled. In cancer care there was 
recognition of the need to move treatment as close to home as possible. This was however 
counteracted by the development of I.O.Gs which looked to centralise specific service e.g. 
specialist surgery. The cancer reform strategy subtly changed their view on local primary care 
delivered service to one emphasising admission avoidance and reduced in-patient use.

The studies revealed concerns around moving treatment out of hospitals: specifically that 

infrastructure for emergencies would not be available to patients and the many additional 

complex needs of cancer patients not taken care of. This issue was tackled by maintaining
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a very close relationship with the Trust and all the additional services provided. 

Subsequent publications have addressed these issues and advised setting up primary care 

clinics with diagnostics and access to out of hours services. It is clear that there is some 

tension between specialising and centralising cancer; increasing numbers of patient 

requiring longer term treatment in cancer with the consequent capacity issues could be 

addressed by devolved localisation of services, however such service developments are 

not necessarily fully supported by I.O.G.s. This will directly affect how home and outreach 

services in cancer will develop in the future. The National Chemotherapy Advisory Group 

will publish a report in the last quarter of 2008 to define minimum standards and 

supportive services that should be available to run chemotherapy clinics. There are 

concerns that these standards may have centralising service consequences and may not 

support the outreach localisation ethos of the overall government NHS strategy.

7.1.4 Theme: Empowering patients for new ways of delivery
Sub-theme: Self care, information, choice, dignity, security and independence.

Table 31 Triangulation of results for sub-themes: self care and dignity security and 
independence

Sub theme Self care
Patients being able to take on care themselves and management of disease these topics were 
coded as the sub them of self-care.

Healthcare
Professionals
Perceptions

This theme did not emerge from this study.

Patients and
Carers
Perceptions

For the patients new models were seen as advantageous as they provided a flexible service 
allowing patients to meet their own family commitments.
The carers however felt that the new models had the potential to create a heavy burden of 
care onto them and that it needed to be recognised that carers themselves needed support as 
well as the patients.

Sub theme Dignity, security and independence
This sub theme described the ways that patients and carers should be treated.

Healthcare
Professionals
Perceptions

It was perceived that treatment given in the home would be more comfortable for patients and 
improve their experience through having relatives and friends around them during treatment.

Patients and
Carers
Perceptions

Homecare provided some patients with the privacy they required. A team of professionals from 
the hospital that were consistent and provided key contact individuals were important so that 
the patients could develop a relationship with the people providing their care. It was important 
to treat them as special.
All these elements were consistent with a team approach which proved more complex when 
using a private company.

National Policy 
Drivers

Within the policy documents there was a change in emphasis in patient involvement in care 
from being central to service to one in which they are empowered to take control and in which 
they take responsibility of for their own care. The government wanted to move the emphasis 
of the NHS to one in which helped the public to remain healthy as well as treat the unwell. 
Within cancer this included an increased awareness of symptoms as this increased speed of 
diagnosis and is associated with improved outcome.
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For the government, self care emerged as patients taking responsibility for their own 

health, where as for the patients this had a different meaning. It meant that they were 

able to continue to carry on with their own lives and responsibilities. Patients under 

treatment were sometimes carers themselves and had other commitments that they felt 

they had to continue which were vital elements in their lives. Allowing self care and choice 

was essential and made an important difference in their experience of care.

The issues for patients included the importance of being treated as special and given some 

recognition as individual this is echoed in "Now I feel tall" What a patient led NHS feels 

Like (DH, 2005) where the need to 'feel special' is specifically recognised. Localisation of 

services may move services to a smaller more personal scale and provide patients with 

this element of respect and dignity they require such as those discussed in this study, and 

was identified in the patient experience of the one-stop oral chemotherapy clinic.

Table 32 Triangulation of results for sub-themes: information and choice

Sub theme Information
Information has been described as vital for patients both in terms of empowerment and choice. 
Information provision described in relation to patients was coded under this sub theme.

Healthcare
Professionals
Perceptions

Access guidelines and contacts were seen as important for patients when being treated across 
boundaries and consequently complex pathways as a way of enabling them to gain the support 
they needed. In primary care access to this information was also seen as essential for 
professionals to improve their ability to care for the patients

Patients and
Carers
Perceptions

Information for patients did not emerge form this study, however the importance of reliable, 
timely patient specific information transfer across sectors was indentified and emphasised.

Sub theme Choice
Description of patient choice in terms of primary secondary and information was coded within 
this sub theme.

Healthcare
Professionals
Perceptions

The new models were seen as providing choice for patients who may not wish to be in 
hospitals but there was concern that if outreach was identified as a cheaper option the choice 
of receiving treatment in hospital would be removed.

Patients and
Carers
Perceptions

In order to maintain choice it was felt important that patients could change the location of their 
care throughout their journey as their needs and requirements may change. As was discussed 
in the patient centred theme some patients required privacy while others wanted the collective 
support of the day unit model. Patients perceived they may want these at different times in 
their journey. An example given was of having the first few treatments in the day unit when 
very anxious and then as they became more tired from the treatment but also used to its 
effects, have the remainder at home. This would be the ultimate in choice and responsiveness.

National Policy 
Drivers

From 1999 and continuing to 2007 benchmarking is seen as vital in facilitating patient choice. 
The continued discussion and development of this is as a consequence of the complexity in 
measuring outcome and quality and has been acknowledged more recently by the government. 
The assumption in all the policy papers was that patients wished to make choices but in 2007 it 
was acknowledged this may not be the case for all patients. Information is seen as vital for 
patients to empower them to make choices and it is recognised that information needs for 
patients changes throughout their journey.

The government closely links information and choice, where information is seen as a 

facilitator of choice and a way of supporting the new emphasis on self care. For patients.
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choice was Important but also that choice should not be a single decision at a specific 

point in their journey, or that once that choice had been made, it couldn't be reversed or 

moved from. The choice patients required would mean several options of care were 

available to patients around location and when and how they accessed it. This may not be 

the way the government or health organisations would understand choice and may not be 

an aspiration that the NHS could deliver. The movement of care closer to home is a policy 

the government wishes to pursue for both patient care and economic reasons and may 

meet the needs of a number of patients, but may not be flexible enough to provide 

services both within institutions and close to home, as patients appear to wish.

7.1.5 Theme: Financial management
Sub-theme: Payment by results, funding, private sector.

Table 33 Triangulation of results for sub-themes: Payment by results and funding

Sub theme Payment by results
Changes in the finance of the NHS are linked to a new payment system called payment by 
results. This new system was coded in to this sub theme.

Healthcare
Professionals
Perceptions

This was only discussed by a consultant who had had experience of moving a patient service 
from primary sector to hospital sector. This had proved to be a responsive service that patients 
preferred but because it removed income from primary care was not supported by GPs and 
therefore had to stop.
In this project the reverse was true. The costing of the service showed that costs of provision 
were equivalent between ambulatory outreach clinics and day unit treatments at the hospital 
(Appendix 11). However, due to the structure of the tariff payment system, location of care 
rather than type of care, determined how much the Trust earned. Because of this the income 
generated for the Trust by this service was for out-patient appointments compared with day 
case treatment and created a huge shortfall in revenue.

Patients and
Carers
Perceptions

Within this study the theme of payment by results did not emerge which may suggest this new 
method of payment is not fully understood by the public or they are not fully aware of its 
existence.

Sub theme Funding
Funding streams and allocated moneys for Government developments were mentioned in 
papers that were not linked to payment by results and were coded into this category.

Healthcare
Professionals
Perceptions

There were concerns that moving treatment out of hospital was more costly. It was felt that 
robust audit of costs should be carried out to understand the effect of these changes. An 
economic analysis of these models was not carried in this study as the numbers were too 
small. A simple costing model is provided in appendix 11.

Patients and
Carers
Perceptions

The only reference to funding was a concern that if home treatment or community treatment 
was cheaper the choice to have the treatment in a hospital day care unit may be removed.

National Policy 
Drivers

Initially the government's drive was to improve quality through investment in staff and 
buildings over time this changed to using commissioning to lever quality value for money 
services within existing financial budgets. To introduce transparency and equity in funding for 
services the use a payment by results came into force. This was a crude average and 
recognised by Lord Darzi as having no effect in incentivising staff to improve or change. The 
system was set up for secondary care and did not allow for change in location of care 
potentially reducing hospital income and disincentivising change.
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The issues around funding mechanisms acting as levers for change are important. The 

government believes this is possible where as in the Cancer Reform Strategy there is a 

recognition that the tariff is not set up to allow for this type of innovation. This was 

recognised in policies after the study was closed and is an example of policy driving 

change when other mechanisms in place inhibit the very change the government wishes to 

occur. The costing figures are in appendix 11. Within this study a six month pilot had been 

agreed with an acceptance of the concomitant financial risk. Once this pilot completed the 

Trust would enter into local negotiations around a tariff for this service. However a change 

in financial director and a Trust application for foundation status meant that the Trust 

became risk averse and the pilot of community chemotherapy could not go ahead.

Table 34 Triangulation of results for sub-theme: private sector

Sub theme Private sector
Any work described work or funding associated with the private sector was coded into this sub 
theme.

Healthcare
Professionals
Perceptions

There was cynicism around motives of private sector providers of care and involvement in this 
type of care.

Patients and
Carers
Perceptions

The group felt that if developments included the use of the private sector providers; the 
transfer of information between sectors needed to be robust. This could be facilitated with 
information technology which is still in development within the NHS.

National Policy 
Drivers

Government policy was around changing the NHS culture toward the private sector and started 
by using the sector for diagnostics and some surgery.

The patients' and carers' concerns around different healthcare sectors for different parts of 

their care were around quality issues and the transfer of information rather than anything 

ideological. The professionals were more cynical about the involvement of sectors, 

particularly GPs who are contractors with the NHS. The sector involvement has undergone 

many changes. Currently the delivery of cancer care is being encouraged in primary care 

through polyclinics, and primary care in general particularly in areas where GP numbers 

are very low. In London this is a particularly important way of providing care for patients 

in the more deprived areas, and as a way of managing patients more proactively to reduce 

of the use of hospital emergency services and increasing the publics' health awareness.

183



7.1.6 Theme: Professional management (ensuring the workforce are 
ready to deliver patient care.)
Sub-theme: Capacity, pharmacists and pharmacy roles, multidisciplinary working. 

Table 35 Triangulation of results for sub-theme: capacity

Sub theme Capacity
Sections that describe issues or methods to tackle the capacity of the NHS in provision of 
services or cancer services.

Healthcare
Professionals
Perceptions

This theme appeared frequently within the studies. There was concern around the capacity of 
primary care workers to take on additional roles within their existing functions and also 
whether there was the capacity within the knowledge base of primary care workers to support 
cancer patients. The knowledge and skills gap in primary care has been acknowledged in the 
later papers analysed. Patients spend the majority of their time out of hospital when treated 
for cancer and therefore the knowledge base of primary care workers requires improvement 
even if new models of care are not adopted. The work suggested by the pharmacy paper 
looking at community pharmacists with specialist interest discussed the use of secondary care 
specialist pharmacists such as consultants to develop supportive and clinical guidelines for use 
by pharmacists across sectors. This model would support all the professions.
The District Nurses felt these developments were a positive in that they would increase their 
knowledge and skills base facilitating them as a professional group to take on extended roles 
and develop themselves.
It was also felt that in order for these models to succeed there would need to be strong team 
working by consultants and that this was difficult to achieve with the risk of failure meaning 
patient care would suffer.

Patients and
Carers
Perceptions

There were concerns in this study that outreach services would mean reduced access to 
additional drugs if needed as there were no doctors available. The experience of the day unit 
patients were not with nurses or pharmacist with extended roles such as prescribing. However 
the new models were run by nurse and pharmacy prescribers who would have been able to 
fulfil the functions these patients required. The patients were not aware of the extended role of 
nurses and pharmacists in this regard but highlighted a need for them to facilitate new models 
of care proposed in this study.______________________________________________________

National Policy 
Drivers

Capacity within the NHS for professionals to provide quality care was discussed initially in 
funding additional new posts and then was developed to one looking at extended roles working 
across professional boundaries and later developed into working across sectors._____________

The capacity to take on the work created by changing the location of treatment was a 

concern for primary care professionals; whereas access to specific services was the main 

concerns for patients. The government's moves to extend professional roles were practical 

ways of addressing the patient issues; for primary care workers some relished these 

extended roles others felt they were working at capacity and could not take on the extra 

work and responsibility these changes would make. Both the government view and within 

the project, the use of secondary care professionals to deal with the patient in hospital 

and across sectors in these extended roles would seem to address some of the capacity 

issues raised by the two groups. The government looked at capacity in other ways than 

just creating additional posts (Department of Health, 2006b; Department of Health, 2006c; 

Department of Health, 2007). However the other new ways of working, such as the 

multidisciplinary team, brought new capacity issues.
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Table 36 Triangulation of results for sub-theme: multidisciplinary working

Sub theme Multidisciplinary working
Developments that included multidisciplinary working which may involve changing or 
overlapping roles were coded into this sub theme.

Healthcare
Professionals
Perceptions

This theme emerged through operational concerns in communicating between sectors and 
member teams to ensure that everyone in a complex patient journey knew fully the patient 
care plans and history.
The use of case conferences as in palliative care as a reference model was suggested as a way 
of ensuring all healthcare professionals contributed to care plans and ensuring communications 
across the multidisciplinary team.

Patients and
Carers
Perceptions

This theme did not emerge form this study.

National Policy 
Drivers

Within cancer the importance of multidisciplinary working was identified in the Cancer Plan 
(2000) and is now established as forum for the treatment decision making. This created 
capacity issues for clinical staff as required administration and also attendance to a high 
number of meetings by some tumour site cross cutting clinicians.

Table 37 Triangulation of resuits for sub-theme: pharmacists and pharmacy roles

Sub theme Pharmacists and pharmacy roles
Any developments within pharmacists' roles or pharmacy departments described in the papers 
analysed.

Healthcare
Professionals
Perceptions

Extending pharmacy roles was seen as positive but referral pathways and clinics space were 
issues. There were concerns that community pharmacists may not have the skills to support 
questions from chemotherapy patients when on their premises for treatment.
The use of pharmacists as on-call information resources for primary care professionals was felt 
to be an important addition to the governance of the care of patients outside the hospital and 
was an idea that followed the successful model used for palliative care.

Patients and
Carers
Perceptions

The extended role of the pharmacist was not discussed but a need to be able to access 
additional prescriptions were highlighted which could be met by prescribing pharmacists.

National Policy 
Drivers

Within cancer the role of the oncology pharmacist was recognised as important as a driver for 
safety and increasing capacity to care for patients.
From 2004 the role of the pharmacist has become more prominent in particular in primary care 
where the profession and premises were viewed as untapped resource and expertise that could 
help provide care closer to home.

The government's view of the extended role of pharmacist concentrated on primary care. 

These roles were primarily seen as generalist with some special interests and specialist 

pharmacists in secondary care were identified as ways to support the movement of 

treatment closer to home through clinical pathway development. The model in this study 

of one-stop oral chemotherapy clinics has the potential to move out of hospital into 

community settings but would need experienced highly specialist pharmacists to run them 

and supportive diagnostics in order to comply with NPSA regulations.
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7.1.7 Theme: Developing cancer care for the future
Sub-theme: Research, new models, use of technology. 

Table 38 Triangulation of results for sub-theme: research

Sub theme Research
The importance or relevance of research in new developments or cancer care were coded into 
this sub theme

Healthcare
Professionals
Perceptions

There was concern that this study was not transferrable to other ambulatory cancer service 
developments and that models outside the hospitals settings would not be able to offer the 
opportunity to patients to participate in clinical trials

Patients and
Carers
Perceptions

This theme did not emerge form this study.

National Policy 
Drivers

The government initial drive was research to support evidence based medicines. Later policies 
discussed restructuring academic institutions to follow the North American models-Academic 
Health Service Centres to act as major research centres.

In cancer there has been a national increase in recruitment of cancer patients to trials, 

previously heavily biased toward new drug treatment. The government recognised that 

gaps in research remained in areas such as service redesign as in this study. This provided 

further evidence for the need for this work.

Table 39 Triangulation of results for sub-theme: new models

Sub theme New models
This sub theme was used to code any work that described new ways or working and service 
development.

Healthcare
Professionals
Perceptions

The pharmacy outreach models of care were seen as taking advantage of the ready made 
network of locations pharmacies provided. In the policy paper 'Implementing care closer to 
home- providing quality care for patients: A national framework for pharmacists with special 
interests' (2006) pharmacies as resources of expertise and physical resources. However the 
perception by the professional group and patients were negative.
GP clinics as new models were seen as ideal alternatives to hospital, however in our study the 
availability of GPs was very limited as the practices used their clinics spaces intensively to 
reach other government primary care targets. In the Lord Darzi report on NHS care in London 
he recognises that the infrastructure of London does not support the movement of care out of 
the hospitals and so proposed the polyclinics as a method of supporting the movement of care.

Patients and
Carers
Perceptions

These were raised as part of the interviews and focus groups and generated both positive and 
negative reactions suggesting a range of models of care are needed to meet the differing 
needs of patient populations.

National Policy 
Drivers

The earlier documents discussed new models in the context of developing convenient services 
for patients from 2006 this changed and became more prescriptive driving new models of care 
outside secondary care into primary care. In 2007 Lord Darzi recognised to facilitate these 
changes the infrastructure in London needed to be tackled.

The patient groups felt they would need a choice between the models as described in the 

sub-theme choice. This theme shows patients were both positive and negative around the 

models. This suggested that when providing true choice and responsive new services with 

new ways of working, the NHS needs to provide a range of ways to deliver services to 

patients. The prescriptive changes in models of care are around moving treatment out into
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primary care; and issues around costing and repayment were inhibitory whilst the 

infrastructure made suitable locations difficult to find. Subsequent papers such as the 

Healthcare for London (NHS London, 2007) Lord Darzi report and the Cancer Reform 

Strategy (DH, 2007) recognised that infrastructure issues in primary care would inhibit the 

government's initiative and the tariff method was not suitably flexible to support these 

changes of treatment provision.

Table 40 Triangulation of results for sub-theme: use of technology

Sub theme Use of technology
The use of new technology or technological developments within service provision was coded 
into this sub theme.

Healthcare
Professionals
Perceptions

Technology was discussed in terms of methods of communication using e mail and faxes rather 
than letters as a way of ensuring all members of the teams across all sectors are fully aware of 
the care needs of patients.

Patients and
Carers
Perceptions

This theme did not emerge as part of this study.

National Policy 
Drivers

The government initial drive was toward development of a national information technology 
system. This however proved complex and costly and not yet realised.
Other technologies not raised in the other studies were important in government policy was 
dealing with new drugs and technical advances in surgery discussing the issues around funding 
and also how they effect of these developments may have positive impacts on capacity.

The technological advances that the professionals felt would support and facilitate new 

models of ambulatory care were around transfer of information, as discussed in the 

context of faxes and e mails rather than more complex information technologies solutions 

which have not yet been realised. Within the information sub theme, the need for 

comprehensive information transfer between sectors and technology was the solution to 

this concern. Complexity of the healthcare system has made these types of advances 

move more slowly than planned.

The analysis through triangulation of results in this chapter has drawn out gaps tensions 

between practice and policy as well as areas of agreement. In the next chapter these 

results are discussed.
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Chapter 8 

Discussion and Conclusions

Context

This thesis set out to analyse policy for new models of ambulatory cancer care by 

appraising organisational changes in the NHS through a policy analysis; the patients and 

healthcare professionals' perspectives of these changes through a social constructivists' 

perspective. The analysis of the policies needed to include the additional factor of time to 

acknowledge that the study was taking place within an NHS that was undergoing 

unprecedented change- to provide the perspective of change. In order to access the 

different perspectives of the patients and healthcare professionals, mixed methods and 

thematic framework analysis were used in the studies described in chapters 5 and 6. 

Finally the findings of the three separate studies were triangulated to identify gaps and 

tensions between policy and practice and areas where policy and practice converged. 

These findings are discussed in this chapter and a map of this triangulation process is 

illustrated below (Figure 25).
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8.1 Discussion

In essence, this current Government wants patients and professionals to be involved in 

decision making around service development and commissioning as a mechanism to 

increase their understanding of decision making and consequently increase satisfaction 

with the services provided by the NHS. The findings in this work suggest that neither the 

patients nor the professionals are engaged in policy and NHS service development, at least 

not to level this Government would like.

The delivery of a patient centred responsive service as part of its modernisation 

programme appeared to be shared from all perspectives. The Government's understanding 

of 'responsive' included lower waiting times for referral for diagnosis and time from 

diagnosis to first treatment; whereas for the patients, responsive meant their individual 

experience around waiting in outpatients for appointments and for drugs to be prepared 

and treatment started. Responsiveness did not arise as a theme at all from the 

professionals' perspective, which suggests that there is some connection between the 

expectations of Government and patients but that the emphases between policy makers 

and professionals differ. The professionals who are the ones delivering this responsive 

service, were not fully aware of its importance.

The 'Patient centred services' themes converged in the same way. Patients and 

professionals described the policy developments as having potential to be patient-centred 

with one understanding of what that meant and Government had a different 

understanding. Policies linked patient-centred services with "responsiveness" and patients 

being involved in commissioning, whereas the patient and professionals understood 

patient-centred as providing patients with choice of time and location to make it easier to 

travel and more comfortable for patients. The one-stop clinic was developed with the 

understanding that by expanding pharmacy and nursing roles, a responsive service was 

possible where patients could be assessed, reviewed and given their treatment all in one 

visit and in one location within the hospital. This view of responsive service addressed 

some of the patient issues but was not necessarily supported by policy, which suggests a 

tension between practice and policy created by a difference in understanding of language 

used in policy.
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The patients' view of 'self care' differed from that held by the Government too. They felt 

services were there to help them continue with their own lives and commitments, whereas 

Government felt it was about taking responsibility for their own health. However both 

Government and patients agreed that patients wanted to feel special. In the professional 

study this did not arise as a specific theme but, as discussed below the development of 

quality services included elements of 'time with patients' which may address this need 

further.

In addition to differences in understanding of what was 'patient-centred', there was a 

difference in understanding 'quality and standards'. The Government linked standards and 

quality whereas the professionals made a distinction between the two. For example, home 

treatment could increase quality of care by providing one-to-one care in comfortable 

surroundings for patients, whereas there are issues around 'standards of care' when 

moving out of hospital with regard to access to specialists, specialist and emergency 

services or the standard of the environment in which the patient were treated, specifically 

around the standards of patient homes or the outreach services. The development of 

outreach chemotherapy services was considered as a model of care within the study; the 

policies had never described pharmacy locations as possible areas for these treatment and 

as a result neither patients nor professionals felt comfortable with this option. There were 

perceptions that pharmacies would not meet 'clinical' standards, having associations with 

'retail' rather than 'clinical care'.

In this study, movement of care to home or outreach was in line with the overall policy to 

provide convenient treatment for patients closer to home. For patients, this would mean 

reduced transport and parking stresses but did not "fit" with other cancer developments, 

for example, improvement outcomes guidance for ovarian cancer has moved all the 

treatment to a specialist centre. In the case of surgery, diagnosis and specialist decision 

making for treatment, moving care closer to home would improve patient care, however 

providing chemotherapy treatment for ovarian cancer in outreach settings but would 

require patients to travel from across the sector into the centre of every three weeks for 

treatment, contrary to the Government's overall localisation objective. Therefore, the 

movement of treatment to primary care fits with the overall government objective but the 

thesis highlighted capacity gaps in primary care which would halt the take up of these 

services. In the Framework for London (DH, 2007), Lord Darzi acknowledged this problem
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and advocated the development of polyclinics as an infrastructure to support care closer to 

home. Such policy developments may prove more successful in the future when such an 

infrastructure is in place to meet these objectives.

Next, the Government's policies supported research in the development of the NHS in the 

future, however only the Cancer reform Strategy (DH, 2007) realised the issues round 

types of research. The general trial participation numbers in cancer have increased since 

this study began but research into service evaluation are rare which makes it difficult to 

compare outcomes of new drugs and technology trials with changes in service delivery 

and then to make evidence based assessments around which will produce the greatest 

benefits to the greatest numbers of patients. This emphasises the importance of using 

multimethod analysis of policy to inform service developments and support evidence- 

based quality commissioning of NHS services in the future.

To further support the evaluation and new developments, the Government saw the 

information technology policies as paramount, addressing a number of quality and 

governance issues raised by both professionals and patients. This has proved difficult to 

implement due to the complex nature of the NHS. The NHS still has to tackle this problem 

to support developments and evaluation that Government requires to inform changes to 

services provided by the NHS.

In this thesis, changes to service delivery were undertaken in a time of unprecedented 

change: moving towards a [more] responsive, adaptable NHS to provide for patient need; 

a change from a monolithic organisation to one that is [more] organic and free. The 

changes taking place were hampered by major factors including financial blocks to 

change, for example, the move to foundation status made Trusts averse to change, while 

the financial methods of payment disincentivised change and encouraged the service to 

remain the same and retain as many patients within the hospital as possible. Replacing 

intravenous treatment with oral treatment also reduced income generation so innovation 

was penalised financially. These factors have subsequently been recognised in the Cancer 

Reform Strategy but remedies are still under development.
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8.1.1 Overall study limitations and areas for further study

One of the limitations of this study is the case study nature. It couid be argued the 

findings may not be representative of what would be the national experience of 

developing these services. One of the Government's aims is to provide policy that allows 

for local determination of service delivery, which was clearly not easily achievable and 

therefore has relevance in the wider context of the overall changes in the NHS.

In the thesis, the professionals were open to change but were also realistic on issues 

around capacity. While the study evaluated changes to policies over time, it could have 

also been useful to evaluate the professionals and patients views over time to see if they 

reflected the policy changes or not. This was not possible due to time and resource 

constraints, but is work that could be carried out in the future including comparisons with 

perceptions found in this study.

8.1.2 Investigator experience

As an oncology pharmacy practitioner my experience of research prior to this PhD was 

from a positivist perspective. Here I would evaluate evidence from trials which measured 

end points such as mean time to progression and overall survival, to inform my practice. 

Reflecting on my perceptions at the initial stages of my PhD journey I was aware that 

working everyday with chemotherapy gave me a different perspective around the risks of 

working with these drugs compared with other professionals (e.g. those working in 

primary care). The treatment's that were proposed for delivery in the outreach settings 

were perceived by them as 'high risk' where as my own perspective of these treatments 

was as 'lower risk' as I was assessing them in relative terms to the treatments being 

administered in hospital rather than comparing to other treatments in primary care. Other 

preconceptions held by me as the investigator included that these developments in 

ambulatory care were advantageous to patients and would be positive, perhaps without 

fully considering ail implications. Therefore researching perspectives of others and polices 

broadened my professional viewpoint.
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Undertaking the PhD gave me an understanding of my own preconceptions and exposed 

me to qualitative research methods and their ability to answer complex questions. The 

research itself around policy has contributed to changes in the direction of my professional 

development. I now feel I can contribute to policy development and implementation as a 

chief pharmacist and can use the research process in many settings e.g. management of 

people, service and multiprofessional working.

8.2 Summary of Conclusions

Figure 29 is a diagrammatic representation of the findings that illustrates the areas of 

convergence and divergence between the themes in practice and policy found in this 

study. The areas where there is some crossover between practice and policy are in the 

centre of the diagram- convergence and, despite there being a separate understanding of 

what some of these terms mean e.g. responsive and choice, both practice and policy 

recognised that these are important terms. Towards the outer reaches of the triangles are 

the areas where there are wide gaps between practice and policy- divergence and these 

could be areas for focus if successful policy implementation is to be achieved longer term.

In the figure, "developing a 21^ century NHS" only appears on the policy side as it was not 

a theme for professionals, patients or carers and suggests that the Government has not 

always been able to realise its aim of making providers and users feel engaged and part of 

policy development within the NHS or cancer care. This could again be a focus for future 

work.

"Research" was an area where there is a gap between practice and policy. The importance 

of research is clear: it provides evidence for future care and should accessible to all 

eligible patients. For these reasons it needs to continue to be developed but infrastructure 

to support research outside the teaching hospital environment is not routinely available 

making it very difficult to implement the research policy in practice.

The implementation of Improving Outcome Guidance (I.O.G.s) exemplify the tensions 

between practice and policy and policy itself, as they have had a centralising effect on 

cancer services in direct conflict with the overall aim of localisation. Another gap is funding 

and payment methods, which have introduced transparency but have disincentivised
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change or movement of care and do not reward quality. The crudeness of these payment 

mechanisms have not acted as levers of change, as Intended In practice. Indeed, In the 

context of this study, they have Inhibited change.

The general understanding was that the Government wished to move treatment from 

hospital, and that this would be better for patients, which was not always possible due to 

disincentives such as payment structure and that It was not necessarily what all patients 

wanted. Patients had a perception of choice that was different from that of the 

Government as their view Included the ability to move between locations. Both the 

Government and patients felt this was Important so there was some convergence but still 

a tension between the two views of the term. These evaluations helped Inform our 

understanding that choice and locality of care are not all that patients want, they also 

want the supportive atmosphere of a hospital Infrastructure and the feeling of belonging 

to a group that hospital day case treatment provides. It also challenges the perceptions of 

professionals. This research helps to Increase our understanding of the barriers that there 

are In such a large organisation as the NHS to truly change quickly and truly provide what 

patients want: the NHS Is not yet an organisation that Is flexible and responsive.

The research uniquely provides both policy analysis and the perspectives of the users and 

providers of the service the policies are developed for. It provides us with an 

understanding of the fundamental changes that still need to be made to enable practice 

and policy to meet.

8.3 Recommendations

While the focus of this work was on cancer and ambulatory care, the wider heath agenda 

Is to move treatment out of the hospital setting regardless of whether It Is cancer or not. 

Cancer as model Is effective as the treatment Is complex and requires effective 

multidisciplinary working, all of which can be applied to other areas of healthcare for 

example, renal dialysis and other long-term conditions e.g. Chronic Obstructive Airways 

Disease. However to ensure good clinical governance Is In place to support these changes, 

several Important Infrastructure developments need to be In place. Information 

technology Is vital to ensure clear and timely Information transfer across sectors. This
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should include electronic patient records and electronic prescribing. However whilst 

electronic prescribing although recommended by the National Confidential Enquiry Into 

Patient Outcome and Death's review of the care of patients who died within 30 days of 

receiving systemic anti-cancer therapy and some support financial support provided to 

network by the Cancer Action Team It Is still not In place natlonally(Mort et a!., 2008). As 

Identified by Lord Darzi (NHS London, 2007), diagnostics need to be developed outside 

secondary care, such as In polyclinics. In addition key contacts should be available to 

provide 24 hour specialist advice together with access to unscheduled care. If patients are 

to be treated In these outreach settings. Finally It will be Important to remove professional 

boundaries across sectors. It will be vital for consultant pharmacists to work with 

pharmacists with special Interests to Improve the continuum of care across sectors. Work 

In tuberculosis with community pharmacies providing Direct Observation Therapy could be 

viewed as a model where continuum of care between primary and secondary care 

(Rennie, 2008).

Language used In 'policy' Is Important and can be Interpreted In many ways. It Is therefore 

Important to understand the perspectives of patients so that when 'policy' uses phrases 

such as 'local' and 'responsive' what these mean to patients and their experience are 

clearly understood. This Is key In managing patient expectation with the potential of 

tackling dissatisfaction and removing unrealistic expectations. If we are to truly provide 

'joined up care' policy must reflect practice and patient need.

Finally, we need to understand how to truly manage change through policies which 

Incentlvlse appropriately and do not Incur Inadvertent penalties to Innovation by falling to 

bridge the gaps between patient, policy, practice and professional (appendix 11).
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Appendix 1

Original research and ethics approval letter

W  , , The 
Whittington

Mr John Farrell t Î0 S J 3 lt3 .1
Chairman - Local Research Ethics Committee 
Whittington Hospital
Highgate Hill j  I
London N19 5NF

Tara Donnelly ^
Operations Directorate
Jenner Building «**>- -
Whittington Hospital 
London N19 5NF

25 June 2003 

Dear Ms Donnelly

Re: A feasibility study to explore a service development using 
"Healthcare at Home’ in the administration of oral and intravenous 
cytotoxic chemotherapy within the home care setting for patients with 
breast, lung and colorectal cancers

Thank you for submitting the above study for determining whether there are 
any ethical issues for consideration. As this is not a research project it falls 
outside the remit for Research Ethics Committee and need not go to the 
Research Ethics Committee.

However, I think the questionnaire. Patient Information Sheet, Consent Form 
and GP letter are ethically sound and appropriate for the purpose of the study.

Yours Sincerely

lim
Mr J Farrell
Chairman - Local Research Ethics Committee

An

C2ZBI
T;*ust

MÊmcÂt
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Appendix 2

Patient and carer studies research and ethics approval letter 
Moorfields & Whittington Local Research Ethics Committee

Research Ethics Office
, ,  , ,  , _  , Jenner Building
Ms Helen Taylor Whittington Hospital
Macmillan Ambulatory Cancer Care Pharmacist Highgate Hill
Pharmacy Department London
Whittington Hospital N195NF
Highgate Hill Tel: 020 7288 5676
London N19 5NF Fax: 020 7288 5674

19 September 2005

Dear Ms Taylor

Title: The Feasibility Study to Explore a Service Development using Healthcare at Home in the 
Administration of Oral and Intravenous Cytotoxic Chemotherapy within the Home Care Setting 
for Patients with Breast, Lung and Colorectal Cancer.
Amendment date: 26/07/05

Thank you for notifying the Moorfields & Whittington Hospital REC of the amendment that was received 
on 13 September 2005

The documents received were as follows:

> Notice of substantial amendment, dated 2"" September 2005
> Topic guide-Patients
> Topic guide-Carers
> Invitation Letter
> Macmillan and canoerBACUP pamphlets

The amendment to evaluate the patient experience of the new service and how this compares with the 
patient experience of other models of chemotherapy provision at Whittington Hospital has been 
considered by the Chairman, who found no objection to this amendment

f

Yours Sincerely

John Farrell 
Co-Chairman
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Appendix 3

GP questionnaire research and ethics approvai ietter

Whittington Hospital Local Research Ethics Committee

R&D Office
„  , Jenner Building
Ms Helen Taylor Whittington Hospitof
Macmillan Ambulatory Cancer Care Pharmacist Highgate kik

Pharmacy Department London
Whittington Hospital
Highgate Hill Tel: 020 7288 5676
London N19 5NF Fax: 020 7288 5674

01 December 2004

Dear Ms Taylor

Title: The Feasibility Study to Explore a Service Development using Healthcare at Home in the 
Administration of Oral and Intravenous Cytotoxic Chemotherapy within the Home Care Setting 
for Patients with Breast, Lung and Colorectal Cancer.
Amendment date: August 2004

Thank you for notifying the Whittington Hospital REC of the amendment that was received on 29*’ 
November 2004.

The documents received were as follows:

1. Letter dated 16*” June 2004
2. Questionnaire

The amendment to present the homecare chemotherapy service provided by the Whittington Hospital 
and the open access drop-in clinic for patients on chemotherapy to local GPs, using the questionnaire, 
has been considered by the Chairman, who found no objection to this expansion of this study.

The Committee is constituted in accordance with ttie Governance Arrangements for Research Ethics 
Committees (July 2001) and complies fully with the Standard Operating Procedures for Research Ethics 
Committees in the UK.

Yours Sincerely

John Farrell 
Chairman
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Appendix 4

Nursing questionnaire research and ethics approvai letter

NHS
Moorfields & Whittington Local Research Ethics Committee

Research Ethics Office 
Jenner Building

Ms Helen Taylor Whtttington Hospital
Macmillan Ambulatory Cancer Care Pharmacist Highgate Hill
Pharmacy Department
Whittington Hospital ®
Highgate Hill Tel: 020 7288 5676
London N19 5NF Fax; 020 7288 5674

21 April 2005

Dear Ms Taylor

Title: The Feasibility Study to Explore a Service Development using Healthcare at 
Home in the Administration of Oral and Intravenous Cytotoxic Chemotherapy within 
the Home Care Setting for Patients with Breast, Lung and Colorectal Cancer. 
Amendment date: April 2005

Thank you fbr notifying the Whittington Hospital REC of the amendment that was received 
on 19 April 2005

The documents received were as follows;

1. Letter dated 14" April 2005
2. Letter to District and Macmillan Nurses
3. Leaflet of outline of the work
4. Questionnaire

The amendment to present the homecare cherrx)therepy service provided by the 
Whittington Hospital and the open access drop-in clinic for patients on chemotherapy to 
District and Macmillan Nurses, using the questionnaire, has been considered by the 
Chairman, who found no objection to this expansion of this study.

The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees In the UK

Sincerely

John Farrell 
Chairman

An advisory committee to North Central London Strategic Health Authority
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Appendix 5 

Patient focus group 

Focus group presentation

Ambulatory Cancer Care Project 
at The Whittington Hospital

Helen Taylor 
Macmillan Ambulatory Cancer 

Care Pharmacist

Ambulatory Cancer Care 
Project

Describe the project 
The progress so far 
Plans for the future 
Discussion and questions

Cancer Treatment at the 
Whittington before the project

Patients who would benefit from chemotherapy 
given the information on possible treatments 

Patients decided w hether they would like to have 
the treatment

Patients treated in the chemotherapy suite 

Patients able to choose day and time of 
treatment

2002 patient audit results w ere 51%  would like 
the choice of having the treatment at home

Ambulatory Cancer Care 
Project

Macmillan and the Whittington working in 
partnership looking at different ways of 
delivering cancer treatment to patients. 
Ambulatory cancer care means treatment 
that can be given on a daily basis and the 
patient does not have to stay in hospital.

Patient choice

Models

Patient

Progress

Home treatments
used a commercial company called 
Healthcare at Home with 30 patients 
One-stop oral chemotherapy clinics 
running
Drop in clinic started in November 2004

Next Steps

Community treatments to start using a 
specialist Whittington team in pharmacies 
and GPs in Jan 2006 
Home treatments using a specialist 
Whittington team to start Jan 2006 
Patient interviews to start in November 
2005.
What are your views?

Discussion

What are your views of the different 
models as patients 
-Advantages
-  Concerns
-  Blocks

What effect do you think they will have on 
the carers?
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Focus group topic guide for patient and carers.

■ What are your views of the different models as patients

-  What do you perceive as the advantages?
■ Flexibility and choice
■ Relationships with professionals
■ Community support and social contact
■ Privacy and comfort
■ Transport and locality
■ Waiting

What concerns do you have?
■ Access
■ Environment
■ Flexibility and choice
■ Relationships with professionals
■ Community support and social contact
■ Privacy and comfort
■ Transport and locality
■ Waiting

What blocks do you think there may be?
Resource 
Environment 
Pressure on carers
Transfer of information between organisations 
Support

-  What solutions can you see for overcoming these problems?
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Appendix 6

Professional’s focus group 

Group presentation

Ambulatory Cancer Care.

The Whittington Project

Background

Changes in cancer chemotherapy
* Antiemetics, new drugs, treatment schedules

Capacity  

Patient choice

Whittington Trust long-term vision as an 
ambulatory centre

Audit of patients on treatment 51%  wanted the 
option of home chemotherapy

Background Macmillan Bid

NHS Cancer Plan 2000  

tackle inequalities

access to treatment 

targets times decision to treat to treatment 

day unit waiting times,

NHS Modernisation Agency 
-  Capacity

Chemosuite capacity

Previous home therapy work 
has shown 
-  Feasibilrty

Project and post funded 
for two years 
Look at patient 
experience 
Carers experience 
Professional attitude 
Macmillan ethos 
“improving the patient's 
experience of cancer

Project Ambulatory Models of care

Develop new models of ambulatory cancer 
care.
Evaluate these new models
Use multimethod research within a PhD to
add rigour to the process of the evaluation

Oral one stop 
chemotherapy

Chemotherapy

Patient

^ n o th e ra B P C om m unity

Evaluation Progress

Commercial company 
all patients recruited
Capecitabine clinic undergoing audit and 
economic evaluation 
Day case treatment continuing 
Drop- in support clinic started Nov 04 
collecting data.
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Evaluation
Professional Evaluation 

GP questionnaire 
Nursing 
questionnaire 
Focus Groups 
network 
ctiemotherapy 
workshop 
Cancer partnership 
group

Patient demographics
-  Commercial company
-  Capecitabine ciinic audit

Patient and carers’ 
experience
-  Patient inten/iews

• Ethics submission
-  Questionnaires/surveys

Next Steps

Hospital based home care team to be set 
up and evaluated
-  s ta ff recruitment underway 

Community chemotherapy
-  Providing chem otherapy administration in 

pharm acies or G P surgeries.

-  N ew  Pharm acy contract
• Faciiities
• Pilot In October 2005.

What do you think?
• Opportunities for pharmacy 

•3 main ones

• Problems 
-3  main ones

• Solutions
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Focus group topic guide for professionais studies

What are your views of the different models as professionals

-  What do you perceive as the advantages?
■ Patient care
■ Location and transport
■ Choice
■ Cost

-  What do you perceive are the opportunities for professionals?
■ Extended roles
■ Training
■ Patient centred care

-  What do you perceive as the problems for these developments?
■ Communication
■ Cost
■ training

-  What solutions can you see for overcoming these problems?
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Appendix 7

Patient Carer Interview Schedule 

Patients
Introduction
What the interview is for and what the information will be used for.

Model of care
Which the patient has experienced 
What treatment they have received.

Choice
Did the patient have a choice o f model o f care 
Would they liked to have choice

Information
Did receive information on the model o f care 
Was it adequate?
Would they like it in a different format?

Dignity and respect
Were they treated with dignity and respect throughout their experience o f treatment?

Privacy
Was their adequate privacy for them to ask questions and have treatment?

Transition
Was the transition from hospital to the new model o f care smooth?

Stress and anxiety
Did they have any stress anxiety about their treatment?
Were they able to get help for this?

Isolation
Did they experience any feelings o f isolation?

Access
Contact with the team

Did feel they could contact the team at the hospital whenever they needed to for help 

Would you recommend this type o f treatment to a friend?

Satisfaction
Satisfaction with the service 
Model o f care
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Carers
Introduction
What the interview is for and what the information will be used for.

Model of care
Which their relative has experienced 
What treatment their relative has received.

Choice
Did the patient have a choice o f model o f care 
Would they liked to have choice
Did the carer feel they had a choice as well as the patient

Information
Did receive information on the model o f care 
Was it adequate?
Would they like it in a different format?

Dignity and respect
Were they and the patient treated with dignity and respect throughout their experience o f treatment?

Privacy
Was their adequate privacy for them to ask questions and have treatment?

Transition
Was the transition from hospital to the new model o f care smooth?

Stress and anxiety
Did they have any stress anxiety about their relatives treatment?
Were they able to get help for this?

Isolation
Did they experience any feelings o f isolation?

Access
Contact with the team

Did feel they could contact the team at the hospital whenever they needed to for help 

Would you recommend this type o f treatment to a friend?

Satisfaction
Satisfaction with the service 
Model o f care
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Appendix 8 

Professionals interview 

Information Sheet

Background to the Study
Modernising cancer care is a Government priority. NHS organisations are being driven by 
the Government to provide a modern, fast changing and responsive service that is patient 
focussed and provides evidence based care. Changing demographics mean people are
living longer and, with 50% of cancers occurring in patients over 70 years of age, there
will be a 20% increase in cancer patients within the next decadel. Treatments for cancer 
are becoming more complex and availability of new drugs mean that patients have new 
and more options for treatment. The uptake of new drugs has been limited by constraints 
of traditional models of service delivery and capacity2. In order to provide patients with 
the treatments they require in a timely way, and to facilitate full patient involvement, we 
need to explore and evaluate new models of service delivery.

Aim and objectives
The aim of this study is to evaluate current models of out-patient ambulatory 
chemotherapy provision and four new models of chemotherapy provision.
The objectives of the study to achieve the aim are:

• Appraise the national drivers for cancer care.
• Evaluate the perspectives of parents and carers.
• Evaluate the perspectives of healthcare professionals.

Models of care

Chemotherapy  
administered in the  
hospital day case 
chemosuite and is the  
current standard  
location for 
administration.

Patients are assessed prescribed 
and then treated with oral 
capecitabine for adjuvant or 
metastatic colorectal cancer all in 
one location in the hospital

One-Stop Oral 
Chemotherapy 

Clinic

Hospital 
Outpatient 

Chemotherapy

Patient

Home 
Chemotherapy 
Administration

Community 
Pharmacy 

Chemotherapy 
Adminstration

GP Practice 
Community 

Chemotherapy 
Adminstration

Chemotherapy 
administered in the 
patient’s home by 
specialist nurses from 
a commercial company 
or a hospital based 
team

Chemotherapy administered to 
patients either in a GP Practice or 
Community Pharmacy treatm ent 
room by a hospital based team  of 
chemotherapy nurses.
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Professional Interview Schedule

What Experience of working with home cancer care and community cancer 
care have you had?

What do you think are the advantages of this kind of cancer care?
• Professionals perspective
• Patient's perspective

What concerns do you have and what disadvantages do you think there are 
with this kind of cancer care?

• Professionals perspective
• Patient's perspective

What barriers do you see to the development of this kind of work?

What solutions to these barriers can you identify?

What do you think are the government's views on these kinds of 
developments?
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Appendix 9 

GP Questionnaire 

Covering ietter

M a c m illa ^ ^ h e  Whittington Hospital
cancer relief NHS Trust

Pharmacy Department 
Highgate Hill 
London 
N19 5NF
Tel: 020 7288 5726 

Helen.taylor@whittington .nhs.uk

1®* February 2005

Dear Dr ,

At the Whittington Hospital, Macmillan Cancer Relief have funded a study to evaluate models of 
ambulatory cancer care. The project so far has developed a home chemotherapy service using a 
commercial company and one-stop oral chemotherapy clinics, day case chemotherapy continues. 
As part of this project we would greatly value your views about this sort of development. 
Enclosed is

• A leaflet with an outline of the work
• A questionnaire
• A prepaid addressed envelope for you to return your completed questionnaire.

I understand that you are very busy; however we wish to develop the service taking your needs 
into account and would be very grateful for you input.

Yours sincerely

Helen Taylor
Macmillan Ambulatory Cancer Care Pharmacist

Jill Ireland
Nurse Consultant
Lead Clinician for Cancer
Clinical Lead for the North London Cancer
Network Chemotherapy Service Provision
Project
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Information sheet

The Whittington Hospital Ambulatory Cancer Care Project
_______ This project has been funded by Macmillan Cancer Relief._______

Introduction
The N o r th  London Cancer N e tw o rk  has been looking a t m ethods to  ta ck le  capac ity  

issues th e  n e tw o rk  is fac ing  in tre a tin g  pa tien ts  w ith  cancer. One m ethod th a t  is 

being evaluated is am bu la to ry  cancer care. A t  th e  W h itt in g to n  Macmillan have funded 

a s tu d y  to  evaluate th e  fo llow ing  models o f  am bu la to ry  care. The p ro je c t so fa r  has 

developed home chem otherapy se rv ice  using a commercial company, daycase 

chem otherapy continues, and ora l one-stop chem otherapy clin ics.

Models of core

Hospital Team

Chemotheraov

Home

Daycase
Chemotherapy

Community
Chemotherapy

Oral one-stop 

chemotherapy clinics

Patient

Home Chemotherapy
Currently, we can o ffe r patients on intravenous chemotherapy a choice of day case treatm ent 
or home treatm ent. The homecare treatm ent is being piloted working with a commercial 
company.
In  order to give the patients the choice the patients must have

• A telephone
• Running water
• Understanding of the steps to take if they are unwell.

The commercial company o ffers
• Chemotherapy trained nurses
• Policies and equipment fo r extravasations, anaphylaxis and spillage
• 24 hours contact service provided by both the commercial company and the hospital. 

Clinical governance
The patient remains under the direct care of the consultant
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The patient is reviewed between each cycle of chemotherapy in the out-patient department. 
Nurse assessment is carried out on arrival before administrating chemotherapy 
All prescriptions are prescribed on the computerised prescribing system and checked and 
screened as with all other patients.
Com m unication
Letters are sent to the GP a fte r  each outpatient consultation
All visit to outpatients, home visit or drop in clinic visit is recorded in the notes.

Drop in clinic____________________________________________________

The overarching aim of the clinic is to provide patients with rapid access to advice and 
services they require while on chemotherapy at home or in the hospital. The drop in clinic was 
set up in parallel to the homecare project to ensure the patients have access to all hospital 
services e.g. psychological support. The clinic pilot started on 9̂ *̂  November 2004.
The team comprises:
A Clinical lead Nurse consultant 
A Macmillan Ambulatory Cancer Care Pharmacist 
A Clinical research fellow
Initia lly  the clinic runs Tuesday-Friday from 10:00-11:00 am 

Clinic activities:
• A resource for: patients, GPs, Macmillan nurses and district nurses
• Provision of patient information
• Provision of telephone advice and information
• Undertaking patient assessment
• Managing chemotherapy toxicities
• Referrals fo r medical intervention

Clinic communication and documentation mechanisms:
The clinic has easy access to the patient's notes 
All visit are documented in the notes
All visits /telephone colls are backed up with a le tte r to the patient's GP.

Contacts__________________________________ _________
Thank you fo r reading this information 
I f  you have any questions about this project please contact 
Helen Taylor Macmillan Ambulatory Cancer Care Pharmacist 
Tel: 020  7288 5726 helen.tavlor@whittinaton.nhs.uk

218

mailto:helen.tavlor@whittinaton.nhs.uk


Questionnaire The Whittington Hospital
NHS Trust

Macmillâ ^
cancer reliej

Questionnaire
As part of the development of home chemotherapy and the drop-in clinic we would be 
interested in your views. All your responses will be treated in confidence and will be 
used to inform the project and the services.

Home Chemotherapy
Please give your response to each question below by ticking the box that best fits 
your opinion
1 Having home chemotherapy will improve the treatment experience of my

S tro n g ly  a g re e □

A g re e □

N e ith e r  a g re e  o r d is a g re e  □

D isa g re e □

S tro n g ly  d is a g re e □

2. Have any of your patients received their chemotherapy or supportive care

Yes □
No □

I  would like my patients to have the opportunity to have their chemotherapy 
treatment at home.
S tro n g ly  a g re e □

A g re e □

N e ith e r  a g re e  o r  <d isa g re e  □

D isa g re e □

S tro n g ly  d is a g re e □

I  have some concerns about my patients having their chemotherapy 
treatment at home
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strongly agree □
Agree □
Neither agree or disagree □ 
Disagree □
Strongly disagree______ □_____

Please write down 3 perceived disadvantages, including concerns, about home 
chemotherapy treatment.

Do not hesitate to continue answers overleaf

6 Please write down 3 perceived advantages about home chemotherapy 
treatment.

Do not hesitate to continue answers overleaf

7 On the scale below please could you mark how happy you are with the 
communication systems (described today) in the homecare service.

I_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ I

N o t  a t  a ll co m p le te ly

8 With respect to this project, are there are ways we could improve the 
communications between the GP and the Whittington Hospital?

How happy are you with the 24 hour service available to patients on 
chemotherapy
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I_________________________________________I
Not at all completely

___________________  Drop In Clinic_____________

10 Did you receive the flier advertising the drop in clinic sent to your surgery 
Yes □
No □

I f  no, please leave your surgery details at the end of the questionnaire

11 Will you use the drop in clinic as an information resource 
Yes □
No □

I f  no, why not?

12 Will your staff use the drop in clinic as an information resource? 
Yes □
No □

I f  no, why not?

13 With respect to this project, are there are ways we could improve the 
information resources?

Do not hesitate to continue answers overleaf
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Community chem otherapy

Some patients are either unable to have treatment at home (they may not have a 
telephone or are embarrassed about people coming to their home) but find it difficult 
to come to hospital. Another option would be for them to have their treatment 
administered by the Whittington team in a local GP surgery.

14 The option of using a GP surgery to administer chemotherapy is viable.
Yes in my surgery □
Yes, but in another place □
Not at all □

I f  not at all, or not in your practise, why not?

Any further comments on any of the issues raised in the questionnaire
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Some questions about You

Please give us some details about yourself by ticking the appropriate box: 
Are you a:
Mole □ Female □ Age

GP □
Pharmacist □
Other Healthcare Professional □

District nurse 
Macmillan Nurse 
Please State

Do you work in: 
Group Practice 
Health Centre

□ Single Handed Practice □
□ Other □
Please state ___________________

Thank you f o r  com pleting th is  questionna ire .

Please leave your contact details: (all the data will be treated in confidence, we simply 
want your address for follow up on any issues)

I f  you have any questions/queries, please contact Helen Taylor 
Helen.taylor@whittinqton.nhs.uk 

Or Tel 020 7288 5726
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Appendix 10

Nurse questionnaire 

Presentation

Itie Wington Hosp'ital 80

Ambulatory Cancer Care Project

Helen Toylor 
Macmillan Ambiintory Cancer Care Phermadet

Background

NHS Plan and Cancer Plan 2000 
tackle inequalities 
through access to treatment 
targets times decision to treat to 
treatment 

Audit carried out on use NICE drugs 
-  Capacity as Important Issue In delaying the use of 

new NICE opproved drugs not funding.

Background

Day cose
chemotherapy
provision
New treatments
-  Oral
- weekly
More treatments 
Increasing patient 
numbers

Capacity NLCN 
issue
Patient choice 
Network
satisfaction survey
-  Lack privacy
- Travel
- Waiting times

Background

Patient Audit:
Asked patients if would like to have the 

choice of Home chemotherapy 2002 
51% yes 
49% no

Home an option but also must have choice 
as not for all patients

P ro je c t

Collaboration between the Whittington 
and Macmillan

Project setting up and evaluating 
alternative models of cancer care

Unique project with national implications 
for cancer care provision.

AAacmiHan Bid

Previous home therapy 
work has shown
-  Feosibility
-  Safe
-  Costly

Project and post funded 
for two years 
Look at patient 
experience 
Carers experience 
Professional attitude 
Macmillan ethos 
’ improving the patient's 
experience of cancer
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Project overview Project Progress

Pïtient

30 patients treated at home using a 
commercial company 

Patients offered home chemotherapy if  
have:

• Telephone
• Running water

• Understand the steps to take i f  are 
unwell

Home chemotherapy cont.

Chemotherapy trained nurses 
Policies and equipment for 
extravasation, anaphylaxis and spillage 
24 hour contact service provided by 
both the commercial company and the 
hospital.

Clinical governance
Direct supervision by consultant 
Patient reviewed between each cycle in 

outpatients 
Nurse assessment carried out before 

administration of treatment 
Computerised prescribing all 

prescriptions checked and screened 
as with all patients.

Communication

Letters to &Ps after each outpatient visit 
All visits:
Outpatient
Home
Drop in clinic recorded in patients notes.

Drop In  Clinic

Rapid access to  advice and

Set up parallel to  homechemo 
ensure patient have access 
to  all services e.g 
psychological support

Nurse consultant, Macmillan 
Ambulatory Cancer Care 
Pharmacist, Clinical 
Research Fellow.

Clinic A c tiv ities
-  Resource fo r  patients, 

6Ps, Macmillan and 
D istric t Nurses

-  Provision o f patient 
information

-  Telephone advice and 
information

-  Patient assessment
-  Managing chemotherapy 

toxicities
-  Referrals fo r  medical 

intervention

Communication and 
Documentation

Easy access to patient's notes 
All visits documented in patients' notes 
All visits/telephone calls backed up with 
a letter to the patients GP

One-Stop CQpecitabine clinic

Developed in response to patient need, this 
clinic started in September 2004 lead by the 
nurse consultant and involves patients 
undergoing blood tests, assessments and drug 
provision all within one clinic visit.
The clinic is undergoing evaluation including: 
Clinical audit 
Economic evaluation 
Patient satisfaction
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Next Steps Next Steps

• Commercial • Hospital Team
Homccare New development to pilot and evaluate a hospital team 

Economic evaluation
Pilot o f hleohhcore at home under 
evaluation Feasibility
Economic evaluation Patient and carers views
Feoebility
Patient end carers views Recently Recruited First patient for home supportive 

care

Next Steps 

One stop Capecitabine Clinic
Working well In the process of evaluation 
Patient and carers views
Toxicity and management audit completed results 
undergoing analysis
Have treated 14 patients in last 12 months of those 

12 were for adjuvant chemotherapy.
This has released capacity in the chemotherapy day 
unit equivalent to treating 6 new Herceptin patients.

Next Steps

Community Chemotherapy.
New development for to be launched 2M  June 2006 
12 week Pilot with 1 Pharmacy and 1 SP practise 
Pharmacy is based in Islington and 6P practice in 

Haringey
Followed by on evaluation which will include the poteints 

and the professionals working in the new sites 
Patients will be treated by a hospital outreach team I.e. 

chemotherapy trained CNS.

Your opinion
We would be very interested in your 
opinion of these community 
chemotherapy developments and have a 
questionnaire that we would love you to 
complete and leave in the box for us 
today.
I t  is shortlllll 
Many thanks

226



Nurses questionnaire

M â C r n i l lE ^ ^ e  Whlttlngton Hospital
cancer reliej

Q uestionna ire

A s  part of the development of community chemotherapy clinic we would be interested 
in your views. All your responses will be treated in confidence and will be used to 
inform the project and the services. Once completed please could you hand in the 
questionnaire in the box provided today.

Com m unity C hem otherapy

Please give your response to each question below by ticking the box that best fits  
your opinion
1 Having chemotherapy in a G? practice as an alternative to the hospital will

Strongly agree □
Agree □
Neither agree or disagree □
Disagree □
Strongly disagree □

Having chemotherapy in a pharmacy consulting room as an alternative to the

Strongly agree □
Agree □
Neither agree or disagree □
Disagree □
Strongly disagree □

3. Have any of your patients received their chemotherapy or supportive care

Yes □
No □

I f  yes where have they received this treatment?

UÇL
MEDICAL
SCHOOL



4. I  would like  my p a tie n ts  to  have th e  o p p o rtu n ity  to  have th e ir  chem otherapy 

tre a tm e n t a t  a local GP p ra c tice .

Strongly agree □
Agree □
Neither agree or disagree □
Disagree □
Strongly disagree______ 0______

I  would like  my p a tie n ts  to  have th e  o p p o rtu n ity  to  have th e ir  chem otherapy

Strongly agree □
Agree □
Neither agree or disagree □
Disagree □
Strongly disagree □

I  have some concerns abou t my p a tie n ts  having th e ir  chem otherapy

Strongly agree □
Agree □
Neither agree or disagree □
Disagree □
Strongly disagree □

7  I  have some concerns about my p a tie n ts  having th e ir  chem otherapy
_______ tre a tm e n t in a pharm acy___________________________________________

Strongly agree □
Agree □
Neither agree or disagree □
Disagree □

 Strongly disagree______ 0_________________________________

8 Please w r ite  down 3 pe rce ived  d isadvantages, including concerns, abou t g iving 
cancer t re a tm e n ts  a t  GP p ra c tice s  o r in pharm acies.

Do not hesitate to continue answers overleaf

228



9 Please write down 3 perceived advantages about giving cancer treatments at 
GP practices or in pharmacies.

Do not hesitate to continue answers overleaf

10 With respect to this project, are there are ways we could improve the 

communications between the GP, yourselves and the Whittington Hospital?

Do not hesitate to continue answers overleaf

11. With respect to this project, are there are ways we could improve the information 
resources?

Do not hesitate to continue answers overleaf

Any further comments on any of the issues raised in the questionnaire
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Some questions about You

Please give us some details about yourself by ticking the appropriate box: 
Are you a:
Male □ Female □ Age

SP □
Pharmacist □
Other Healthcare Professional □

District nurse 
Macmillan Nurse 
Please State

Do you work in: 
Group Practice 
Health Centre

□ Single Handed Practice □
□ Other □
Please state ___________________

Thank you for completing this questionnaire.

Please leave your contact details: (all the data will be treated in confidence, we simply 
wont your address for follow up on any issues)

I f  you have any questions/queries, please contact Helen Taylor 
Helen.taylor@whittinqton.nhs.uk 

Or Tel 020 7288 5726
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Appendix 11

Financial analysis of day case chemotherapy hospital vs Community 
Table 41 Financial Analysis of Day Case Chemotherapy Hospital vs Community

Financial Analysis of Day Case Chemotherapy - Hospital vs. Community Settings

Income

Activity Coded As... Tariff/Locai Price Notes

Day Case £644
06/07 Host POT Average Day Case Local Price (other PCT prices 
vary)

Outpatient First Attendance £303 06/07 national tariff (including Market Forces Factor)

Outpatient Follow-up Attendance £117 06/07 national tariff (including Market Forces Factor)

Expenditure

The cost of providing the day case chemotherapy will vary, depending on where the care is delivered.
Estimated costs per patient are shown below, based on information provided by Helen Taylor on 12th July 2006. 
Note that these costs exclude the chemotherapy drugs, as these are separately invoiced to the PCTs.

Description of Cost Hospital
Setting

Healthcare at 
Home

Hospital 
at Home

Community
Room Notes

Nursing Costs -  patient care 54 54 72

Assuming midpoint Band 7 
nurse. 1.5 hours per patient, 
except Community Room - 2 
hours (2 patients per 4 hour 
session)

Nursing Costs - travel time 27 7

Assuming 45 minute round-trip. 
This is split between 4 patients 
in the Community Room column

Transport Costs 3 1
Assuming 5 mile round trip at 
50p per mile

Hire of Community Room 13

Assuming £500 per quarter, 
with average 3 patients per 
weekly session

Disposables Costs 8 2 8 8
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Gas Cylinder Cost 1 1
£80 per year to hire -  negligible 
cost

Pharmacy Staff Costs 55 55 55 55

Blood Count Test 8 8 8 8

U&E and Bone Blood Test 15 15 15 15

Healthcare at Home Charge 257

Overheads and Other Costs (based on 
05/06 reference costs, uplifted by 4% for 
inflation)

Oncology Department Costs 71 26 71 71

Ward Costs 20 0 0 0
Excluding nursing staff time for 
grade F and below

Palliative Care 37 37 37 37
Drugs Issued (IP+OP Scripts) 34 34 34 34 Non-chemotherapy drugs costs
Pharmacy Overheads 3 1 3 3

Other Overheads 61 24 40 40
Facilities, capital charges etc. 
not added to community costs

TOTAL ESTIMATED COST 06/07 367 459 357 366

TOTAL INCOME 644 117 117 117

Assuming hospital setting coded 
as Day Case, and Community 
settings as OP follow-up

1 ESTIMATED PROFIT/(LOSS) 277 (342) (240) (249)

Estimated impact of moving 25% of Day Cases (approx. 225) to the community & coding as OP attendances

Reduced Cost 
Loss of Income 

NET LOSS OF INCOME

1,360
(118,660)
(117,300)
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