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FROM : Beatson Oncology Centre

TO : Health and Community Care Committee, Scottish Parliament

1.  Introduction

The Beatson Oncology Centre (BOC) provides a supra-area non-surgical specialist
cancer care service for the population of the West of Scotland (about 2.8 million). It
also provides a service to the national population for rarer tumours.  The Centre is
currently sited at the Western Infirmary with an outpatient radiotherapy facility on the
Gartnavel General site (The Tom Wheldon Building).  However, a new state of the
art cancer centre is currently being planned to be located adjacent to the Tom
Wheldon Building.  It is anticipated that moves will be sequenced over the next 2-4
years.

The BOC sees 8,000 new patients each year and over 50,000 return patients.  Over
5,500 courses of radiotherapy and 14,000 courses of chemotherapy are given each
year.

The BOC has 134 beds in 7 Wards in the Western Infirmary.  One of these Wards
runs as an 8-bedded Brachytherapy unit, one as a 17-bed high dependency unit and
one as an 18 bed 5-day/week ward.  Up to 8 appropriate patients are
accommodated in a local Hotel while they undergo radiotherapy.  In addition a 4-
bedded Clinical Research Unit has recently been opened for the administration of
Phase One and Two trials of cytotoxic drugs.  A 24-bed space ward at Gartnavel
General is currently being commissioned to function as a day-case Chemotherapy
Unit.   The BOC has its own outpatient department, which includes a day bed unit
and Pharmacy where cytotoxic drugs are reconstituted.

Radiotherapy equipment includes 5 Linear Accelerators on the Western Infirmary
site, and 3 new Linear Accelerators on the GGH site (with a further two being
commissioned this year), conventional and superficial X-ray units and two Selectron
units for gynaecological treatments. Electron therapy is available at the BOC and
prostate brachytherapy has recently been introduced. State of the art radiation
planning facilities are available in the BOC and there is good access to CT scanning
facilities for radiation planning, both in the West Glasgow Hospitals and in many of
the District General Hospitals throughout the Region where digital communication
links can transmit CT scan images to the BOC.
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The BOC incorporates the academic departments of Radiation Oncology (Post
presently vacant but about to be advertised) and Medical Oncology (Professor
Cassidy). Within Palliative Medicine there is a chair (Professor Welsh) and two new
Consultant posts have recently been established and posts offered. For the Centre
as a whole, there are particularly close links with the academic departments of
gynaecology, surgery, pathology, dermatology, ophthalmology and orthopaedics.
These involve several joint clinics as well as clinical research projects.   Medical
Oncology now incorporates the unit at Glasgow Royal Infirmary and all Medical
Oncology Consultants work with the site-specific tumour teams.

The BOC has a revenue budget of just over £15 million.  Over  £1.5 million is spent
each year on cytotoxic drugs.

2. Medical Staffing

Clinical Oncology

Professor of Radiation Oncology (vacant) Dr H Yosef
Prof. R Rampling Dr E J Junor
Dr D Dodds Dr N O’Rourke
Dr P A Canney Dr D Ritchie
Dr R D Jones Dr A Armour
Dr N S Reed (Clinical Director) Dr G Fraser
Dr A G Robertson Dr F Cowie
Dr J M Russell Dr A McDonald
Dr J Wallace Dr N Mohammed (10/6/02)
Dr C Kodikara  (1/7/02) 1 vacant post (part-time)

4 New Posts

Medical Oncology

Professor Jim Cassidy
Dr C Twelves (Reader)
Dr T R J Evans (Senior Lecturer)
Dr P Vasey (Senior Lecturer)
Dr M Soukop
Dr D Dunlop
2 New Posts

Palliative Medicine

Professor J Welsh
2 New Posts

Number and Grades of Junior Medical Staff

Specialist Registrars 14 in Clinical Oncology + 6 in Medical Oncology
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Senior House Officers 11
Staff Grades in oncology 4 plus 2 new posts

3.  Departmental Organisation

In order to facilitate medical management the BOC is being restructured into seven
new site-specific tumour teams. There are 2 on-call rotas, one for Medical Oncology
and one for Clinical Oncology. The BOC is committed to multi-disciplinary team
working and Managed Clinical Networks.

Currently Dr Adam Bryson is interim Director seconded from the National Services
Division, but it is expected that a full time Medical Director will be advertised during
the course of the year.  A team leader who is responsible for the development of
team medical protocols heads the site-specific tumour teams.  The Palliative Care
team will work with the site-specific teams in the development of palliative care
protocols.  All Consultants are members of the Consultants Committee where
matters of general concern are discussed.

There is a multidisciplinary Chemotherapy Team consisting of Staff Grade Doctors,
Clinical Nurse Specialists, IV Nurses and Phlebotomists who administer most of the
IV chemotherapy given in the Department.  The beds are shared and managed by a
Bed Clerk who arranges admissions on the basis of need.

The Department has various support staff.  These include Clinical Nurse Specialists
in Urology, Lung, Gynaecology, Breast, Head & Neck and Brain, a Nurse
Lecturer/Practitioner and a Nurse Specialist in Training and Development.
Colorectal and upper GI nurses are being appointed.   The BOC has recently
employed a Consultant Nurse, the first in Scotland.  Others include a Liaison Nurse
(Community), specialist input from a Macmillan Radiographer, Physiotherapy,
Occupational Therapy, Speech and Language Therapy and Dietetics.

Dedicated therapy radiographers and radiotherapy clinical physics staff run the
Radiotherapy Service.

A breakdown of the full staffing compliment is attached as Appendix 1.

4. Research & Development

The BOC has a good track record in clinical research.  It is a major contributor to
local, national and international trials with about 1000 patients a year being entered
and randomised through the Clinical Trials Unit which is currently the largest of its
kind in the United Kingdom.

The University Department of Medical Oncology has a major interest in the
introduction and use of novel agents and contributes to and runs several Phase One
and Two studies at any one time. There are close links with the Medical Oncology
Research Laboratory and staff at the CRC Beatson Laboratories at Garscube.
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5. Strategic Review of West of Scotland Specialist Oncology Service
Provision

The current pattern of clinic commitments by the Beatson Oncology Centre
Consultants has developed in a piecemeal and ad-hoc fashion over many years.

These clinic arrangements along with the need to make Consultant job plans
appropriate for current staff as well as being attractive to new recruits, need to be
reviewed.

The West of Scotland Regional Cancer Advisory Group (WOSRCAG) has, therefore,
commissioned a project to

� assist the WOSRCAG to elicit and incorporate  the opinions and values of their
stakeholders groups in such a way that they rationally and objectively influence
the development of a strategy for the provision of co-ordinated regional specialist
oncology services and

� identify a range of preferred strategic choices for oncology services

The project has involved a series of interactive workshop meetings and decision
conferences and the outcome will be complete by the end of June 2002.

6.  The Current Status of the BOC

In November 2001, NHS Greater Glasgow (NHSGG) published an action plan to
address concerns regarding the delivery of cancer services at the Beatson Oncology
Centre, following the resignation of three Consultant Clinical Oncologists with a
further resignation then tendered at the end of November.  This was followed by an
announcement on 6th December 2001 that Adam Bryson would be appointed as
Director of the BOC with immediate effect and that the BOC would come under the
direct management of NHSGG.

The Action Plan has been worked through since November.  An External Advisory
Group was also commissioned and produced a report in February which formed part
of the agenda of the NHSGG Board Meeting in March.

Issues being taken forward from the Action Plan for 2002/03 include

� West of Scotland Consultation Exercise on provision of specialist oncology
service, due for completion end June 2002

� Organisational Development Recommendations
� Communications Strategy

This was been combined with the high level EAG recommendations and will be
formed into a new Action Plan for the remainder of 02/03.  It was agreed at the
March Board Meeting that prior to making a recommendation to the Minister for
Health & Community Care regarding the line management responsibility of the BOC
being returned to NGT, the Board would wish specifically to see definitive progress
against the 5 undernoted issues prior to making a formal recommendation.
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� The appointment of a Medical Director has been made, with a handover of
responsibilities from the interim Director

� A demonstrable improvement has been achieved in the leadership, internal
decision making and internal communication arrangements within the Centre
itself

� A Cancer Strategy for the West of Scotland has been finalised: the target date
for completion of this work is September, 2002

� The medical workforce has been stabilised with Consultant numbers returned at
least to the level prior to the four resignations

� Material progress has been made in developing the Full Business Case
submission for the Phase II redevelopment at Gartnavel General Hospital

Isobel Neil  - 05/06/02
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Appendix 1
BOC STAFFING LEVELS

STAFFING LEVELS

Group Current Staff in Post Current
Funded

Establishment

Funded
Establishment by

01/07/02

Anticipated Staff
in Post by
01/07/02

NHS Academic Total
wte wte wte wte wte wte

Clinical Oncologists 15 0.6 15.6 23.2 23.2 17.4
Medical Oncologists 2 2.4 4.4 4.4 6.4 4.4
Haemato-Oncologists 6 6 6 6 6
Palliative Medicine Oncologists 0.6 0.6 1.6 2.6 0.6
Radiotherapy Physics

Clinical Scientists 16 16 20 22 16
Medical Technical Officers 28.5 28.5 32.5 32.5 29.5

Therapy Radiographers 63.84 63.84 77.1 79.1 67.0
Mould Room 6.5 6.5 6.5 6.5 6.5
Nurses 143.2 143.2 154.72 188.72 175.2
Professions Allied to Medicine

Occupational Therapists 1 1 1 1.5 1.0
Speech & Language Therapists 0 0 0 1 1.0

Dieticians 1.6 1.6 1.6 2.6 2.6
Physiotherapists 2.5 2.5 2.5 3.0 2.5

Pharmacists 12.4 12.4 15.4 27 15.9
Clinical Psychologists 1 1 1 2 1.0

Secretarial/Clerical 58.5 58.5 63.9 70.9 62.5

Totals 358.04 3.6 361.64 411.42 475.02 409.1
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FROM : Beatson Institute

TO : Health and Community Care Committee, Scottish Parliament

THE IMPORTANCE OF THE BASIC RESEARCH/CLINICAL INTERFACE IN
DELIVERING IMPROVED CANCER SERVICES

Professor Paul Harrison
Assistant Director (Research)

The Beatson Institute for Cancer Research,
Cancer Research UK Beatson Laboratories, Glasgow

Summary

� A strong basic research platform is necessary in order to generate new ideas
for useful strategies for cancer diagnosis & treatment and a stronger scientific
underpinning of public health recommendations regarding cancer prevention;

� Such developments can only arise with adequate resources for funding
collaborations between basic scientists, pathologists, epidemiologists and
clinicians to validate new tumour specific diagnostic markers or ideas for new
treatment strategies using human cells (�proof of concept� studies), before
new reagents or strategies can be developed commercially;

� New technologies for analysing genes and proteins in cells should greatly
accelerate progress in this area, provided access to the necessary equipment
and to tumour tissue and DNA banks is widely available.

 
 ______________________________________

 
 
 There is rightly much concern at present that cancer services should be delivered
uniformly across the population and that treatments proven to be most effective in
clinical trials should be available generally.
 
 However, it is equally important to develop a cancer research infrastructure that
provides the platform to enable improved and more successful services to be
provided in the future.
 
 Future development of cancer services requires

� more effective prevention;
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� earlier diagnosis of cancer and more sophisticated methods for identifying
cancer subtypes with different prognoses, which in practical terms may
influence the optimal treatment;

� new therapies tailored to different cancer subtypes and individual patient
genetic makeup.

 
 New advances in diagnosis and treatment are, in general, limited by

� inadequacies in our understanding of how cancers develop
� insufficient resources to exploit such information as it becomes available,

whether for the development of new diagnostics or therapies, or
understanding how environmental, lifestyle, dietary or socioeconomic factors
affect cancer risk and survival.

 
 The possibilities for progress in identifying new tumour-specific targets in cancer
cells have been very significantly enhanced by recent developments in molecular
technologies (for the analysis of genes (�genomics�) and the proteins in the cell that
do the work (�proteomics�). Such studies will provide a better understanding of the
workings of the cancer cell, how cancer progression is affected by environmental
and genetic factors and identify consistent differences between normal and tumour
cells that maybe used as diagnostic markers or tumour-specific targets for therapy.
Once the cost of the necessary equipment has been found, these new technologies
are expected to greatly reduce the cost and time for identifying tumour-specific
biological differences that may be of potential clinical usefulness.
 
 Translating such basic research about the workings of the cancer cell into practical
benefits requires further work to formulate new ideas for using such novel
information about tumour targets to develop new diagnostics or treatment strategies
and testing their validity in human cancer model systems (so called �proof of
principle� studies). This requires close interactions between basic scientists,
pathologists, epidemiologists/cancer registries and clinicians. Many ideas will
certainly be found impractical at this stage but some will be of value and merit
further development by biotechnology or pharmaceutical companies, or by Cancer
Research UK�s �New Targets� funding scheme.  Another relevant player in this
context is the recently established and UK-wide National Cancer Research Institute
(NCRI), which is a partnership between government, charitable and private sectors
with the purpose of streamlining and accelerating the advancement of cancer
research in the UK. It is presently gathering information on what cancer research is
being currently funded in the UK to identify �gaps� in the research portfolio and then
plans to use this information to plan research strategies throughout the UK in the
future. NCRI is starting to provide funding for various research initiatives, for
example Prostate Cancer Collaboratives, and it is also funding a tumour bank
(based in Glasgow). It has also established English networks for phase three clinical
trials (NCRN) and translational research (NTRAC).  My understanding is that the
Scottish Executive is not yet a partner in NCRI � it would be valuable if it were to
become involved since it would provide a voice that may be able to enhance further
translational initiatives in Scotland.
 
 The Cancer Research UK Beatson Laboratories comprise the Beatson Institute for
Cancer Research and the Glasgow University Departments of Medical and
Radiation Oncology and also have close links with the Department of Pathology.
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Collectively, the Beatson Laboratories attract research funding of about £8 million,
about 80% of which is provided by Cancer Research UK. The overall remit is to
discover new information about cancer cell behaviour and then to exploit this by
clinically-relevant �proof of concept� initiatives to devise novel useful diagnostic
markers or treatment strategies.
 
 Three examples of ongoing work at the Beatson Laboratories illustrate some of the
possibilities:

� A prospective study in head and neck cancer (a major, and growing, problem
in the West of Scotland) is in progress in collaboration with clinical colleagues
at the Dental School � its aim is to identify molecular changes at early stages
of cancer progression that identify the group of early oral lesions that will
progress to cancer or that may be useful targets for therapy.

� An ovarian cancer study is in progress to determine whether changes in
regulation of genes involved in DNA repair mechanisms in tumours predict
their response to chemotherapy.

� Projects are ongoing to determine whether what is known about the
regulation of a gene activated in many cancers (telomerase) can be utilised to
devise novel treatment strategies for selectively killing cancer cells by �suicide�
genes or radiation.

 
 A fourth example will illustrate the potential of such approaches to investigating the
factors affecting the outcome of cancer is those who are socially disadvantaged. The
Scottish Cancer Foundation has been established as a forum for discussing cancer
issues of importance in Scotland with a view to fostering research interactions
between basic scientists, geneticists, epidemiologists and clinicians from all the
Scottish Medical Schools. The Foundation is currently awaiting a response to a
major $4 million proposal to the US Department of Defense initiative for multi-
institutional �Centres of Excellence� in breast cancer � the aim is to investigate in a
cohort of several thousand breast cancer patients over a period of four years the link
between socio-economic status, tumour biology and survival - and how this may be
explained by environmental, dietary, lifestyle and reproductive factors associated
with socio-economic status. Clearly, any conclusions from such a study would be of
particular relevance to the West of Scotland population, where social deprivation is a
major factor. A study such as this would not be possible without the virtually
complete cancer registration system in Scotland, which is internationally recognised
as of supreme importance for epidemiological studies and planning of cancer
services.
 
 It is important to stress that projects such as these - providing real potential value for
reducing the cancer burden and providing earlier and better diagnosis and treatment
options - are only possible in an environment fostering close interactions between
basic scientists, pathologists and clinicians at all stages. Providing the time and
resources for such active research links is also likely to be an important factor in
attracting and retaining the best clinical oncologists.
 
 To conclude, three practical initiatives would make a significant difference to
progress:

� further resources for funding of interactive �proof of concept� projects of the
type illustrated above;
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� widely available and rapid access to state-of-the-art molecular technologies
throughout Scotland and trained personnel available to run the machines;

� rapid access to tumour tissue and DNA banks and satisfactory resolution of
the associated legal issues arising from the Data Protection Act about linkage
of biological data to clinical data.



1

Report of an Expert Advisory Group on the
Beatson Oncology Centre

February 22, 2002



2

0.0 EXECUTIVE SUMMARY                                                                                            4

1.0 BACKGROUND                                                                                                         7

2.0 PROCESS                                                                                                                  7

3.0 OUTLINE OF CONCLUSIONS                                                                                   9

4.0 PROFILE OF THE BEATSON ONCOLOGY CENTRE                                             10

5.0 STRATEGIC PLANNING                                                                                         12

6.0 MANAGEMENT AND CLINICAL LEADERSHIP                                                      13

6.1 STRUCTURES AND FUNCTIONS 13
6.2 DATA FOR MANAGEMENT AND PLANNING 19
6.3 FINANCIAL MANAGEMENT 20

7.0 CLINICAL WORK PRACTICES                                                                               22

7.1 SPECIALIZATION 22
7.2 SUBSPECIALIST BACKUP 23
7.3 TUMOUR SITE TEAMS 24
7.4 PATIENT MANAGEMENT PROTOCOLS 25
7.5 DELEGATION OF RESPONSIBILITY 25
7.6  AMBULATORY VERSUS INPATIENT CARE 27
7.7 PATIENT FOLLOW-UP 28
7.8 CLINICS OUTSIDE THE BEATSON ONCOLOGY CENTRE 29

8.0 RESOURCES                                                                                                           33

8.1 BUDGET 33
8.2 INFORMATION SERVICES/INFORMATION TECHNOLOGY 35
8.3 STAFF 37

9.0 FACILITIES                                                                                                              69



3

9.1 BUILDINGS 69
9.2 EQUIPMENT 71

10.0 BEATSON ONCOLOGY CENTRE/GARTNAVEL GENERAL HOSPITAL SITE,
PHASE II.                                                                                                                       73

11.0 SECOND CANCER CENTRE FOR THE WEST OF SCOTLAND                          76

12.0 MATCHING THE PATIENT NUMBERS TO AVAILABLE RESOURCES               77

13.0 PLANNING FOR THE FUTURE                                                                             79

13.1 STRATEGIC PLANNING 79
13.2 SHORT TERM PLAN (APPROXIMATELY 6 MONTHS, FEBRUARY TO AUGUST 2002). 79
13.3 INTERMEDIATE TERM PLAN (UP TO 12 MONTHS) 80
13.4 LONG TERM PLAN (BEYOND ONE YEAR) 81

14.0 CONCLUSION                                                                                                       82

APPENDICES                                                                                                                83



4

0.0 Executive Summary

In December 2001, a three-member Expert Advisory Group (EAG) was invited to
review the managerial, operational and professional arrangements at the
Beatson Oncology Centre (BOC), and to advise on future development. The EAG
adopted as its benchmarks the standards expected of an internationally
respected cancer centre.

Principal findings

There are longstanding deficiencies in planning, management and leadership,
and resources.  The current circumstances are not due solely to deficiencies in
the management of otherwise adequate resources.  Unless each of the areas of
planning, management and leadership, and resources, is addressed effectively,
as a matter of urgency, it must be anticipated that the already seriously impaired
ability of the BOC to provide oncology services of a reasonable quality will be
lost.

There is no cohesive short term or long term strategic plan for the BOC to guide
management and staff.

Effective leadership and management skills are lacking at many levels. The
structures by which the BOC is managed do not function effectively.
Management at the North Glasgow University Hospitals NHS Trust (NG Trust)
Executive and divisional level is seen by BOC staff as remote and unresponsive.
Senior Trust management staff perceive BOC staff as lacking a coherent vision
and unwilling to participate fully in Trust planning and operations.  There is a lack
of clarity amongst most managers regarding management structures and
processes, roles and responsibilities, and levels of authority and autonomy. Many
managers lack training and management skills, and some devote insufficient time
to management responsibilities.

The major data systems used by the BOC for management and planning are
inadequate, and are of varied utility and reliability.

Virtually all resources at the BOC are insufficient to support the current volume of
clinical service, and to ensure the level of care which may reasonably be
expected of a major cancer centre. There are major shortages of staff in all
categories. All facilities, outpatient, inpatient, and offices at the BOC/Western
Infirmary site are grossly overcrowded.  Facilities at the BOC/Glasgow Royal
Infirmary and BOC/Gartnavel General Hospital sites are adequate.
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Current workload levels for many staff groups are excessive and unsustainable.
Some lessening in workload can be achieved by reducing and rationalizing the
clinical services provided by oncologists at other hospitals in Glasgow and the
surrounding NHS Board areas. This alone will be insufficient to manage the
oncologists’ workload, and there are many staff groups other than oncologists
daily facing excessive workloads.

Principal recommendations

A comprehensive strategic plan for the BOC should be drawn up as soon as
possible.

The management structure for the BOC should be revised.  The BOC should
have divisional status within the NG Trust.

Strategic leadership and overall responsibility for operational management
should be vested clearly in the Medical Director of the BOC Division.

Additional funding should be provided to the BOC to address the deficits in
staffing and facilities.

Additional space should be made available immediately to address the many
adverse effects on patients and staff of overcrowding at the BOC/Western
Infirmary site.

Plans to complete the Phase II BOC redevelopment at the Gartnavel General
Hospital site should be prepared immediately, and the relocation completed as
soon as possible.

The NG Trust and the Greater Glasgow Health Board should monitor and control
patient to staff workload ratios at the BOC, and, if necessary, arrange for some
patients to be treated in cancer centres outside the BOC.
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Conclusion

The EAG identified numerous problems affecting the BOC.  However, there are
also many actual and potential strengths.  The EAG believes that, although
considerable effort and resources will be required, correction of the problems
identified is possible, with suitable recruitment to senior management and
leadership positions. If the BOC is to realize its potential, the culture of reaction
to crisis must be replaced by a broader vision and higher ambition, articulated
clearly and pursued by all.  The Beatson Oncology Centre, together with other
oncology related programmes in Glasgow and the West of Scotland, has the
potential to be at the centre of a leading internationally recognized cancer
programme.
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1.0 Background

The resignations of four Clinical Oncologists from the Beatson Oncology Centre

(BOC) (see appendix 1 for list of abbreviations used) in the latter part of 2001

focused attention on the services provided by the Centre to Glasgow and the

West of Scotland. In December 2001, the North Glasgow University Hospitals

NHS Trust (NGT) invited an Expert Advisory Group (EAG) (see appendix 2 for

the members of the group) to review the operations of the BOC and advise on

strategic directions for future development. Prior to the arrival of the EAG in

Glasgow, administration of the BOC was transferred from NGT to the Greater

Glasgow NHS Board (GGB), which assumed responsibility for the work and

report of the EAG.

The remit of the EAG was "to review the current and recent managerial,

operational and professional arrangements applying to the Beatson Oncology

Centre, giving consideration to staffing levels, organization of the workforce,

models of service delivery, management structure, infrastructure and insofar as

is practicable, treatment protocols." (excerpt from Terms of Engagement)

2.0 Process

The EAG conducted the review in Glasgow from December 10 to 14, 2001, and

from January 14 to 25, 2002. The advisory group reviewed the numerous
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management and operational documents made available during the visits,

conducted extensive interviews (for list of those interviewed, see appendix 3),

and visited all areas of clinical operations of BOC staff, including an adjacent

NHS Board District General Hospital.  The EAG was impressed by the frankness

with which opinions were shared by those interviewed, and by their concern for

the BOC.

During the time the review was in process, several changes in management and

reporting structures for the BOC were implemented.  Some measures discussed

in the report have already been taken through the initiative of the revised

management.  The EAG did not attempt to factor these altered circumstances

into the review, and believes the major underlying issues discussed in the report

did not change.

The EAG adopted as the basis for the review, benchmarks which would measure

the BOC against the standards expected of an internationally respected cancer

centre, and which would promote establishment of the BOC as a comprehensive

cancer centre and as core of a West of Scotland cancer network.  The concept of

a comprehensive cancer centre chosen was that of a “virtual” centre based in

Glasgow, rather than of a “geographic” centre with all functions on a single site.
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3.0 Outline of Conclusions

It is the opinion of the EAG that the resignations of clinical oncologists which

provoked open concern were not the outcome of any recent sudden change of

circumstances at the BOC, but a highly visible culmination of longstanding

deficiencies in planning, management and leadership, and resources. It is also

the opinion of the EAG that many of the observations made in the course of the

review have been known to senior staff and administrators for many years. The

EAG wishes to stress that the current circumstances at the BOC are not due

solely to deficiencies in the management of otherwise adequate resources.

Unless each of the areas of planning, management and leadership, and

resources is addressed effectively, as a matter of urgency, it must be anticipated

that the already seriously impaired ability of the BOC to provide oncology

services of a reasonable quality will be lost. However, prompt correction of the

major deficiencies should enable the BOC to rapidly assume a position as a

leading cancer centre.

Review of the BOC at this time has revealed deficiencies, and the EAG has

described these, and offered recommendations for their correction.  Strengths

were also identified, particularly the determination of staff to continue to offer the

highest quality care they could to the patients under their care: in 2000/01, nearly

8,000 patients were registered.



10

4.0 Profile of the Beatson Oncology Centre

The BOC is located physically at the Western Infirmary (WI).  The management

of the BOC directorate is responsible for activities located at the WI, at the

Glasgow Royal Infirmary (GRI), and at the Gartnavel General Hospital (GGH).  In

this report, the abbreviation BOC will be used to describe the collective

programmes administered by the directorate, and the abbreviations BOC/WI,

BOC/GRI, and BOC/GGH will be used for the activities based at each of those 3

sites.

a) The BOC at the WI site results from the merger, in 1995, of the clinical

oncology and radiation treatment facilities previously located at the

Belvidere Hospital and the WI.  Medical oncology had been transferred to

the WI site from GGH in 1988.  The BOC/WI F block site currently

includes radiation planning and treatment facilities, (6 linear accelerators,

3 treatment simulators, 2 brachytherapy systems, radiation treatment

planning systems, and clinical physics), 9 outpatient consulting rooms and

a 6 place day unit, a pharmacy, 63 of the total of 135 inpatient beds, office

and medical records space, and a small patient cafeteria.  Seventy-two

inpatient beds are in the adjacent G block, together with a 4 bed clinical

investigation unit, the Clinical Trials Unit, library, conference room and

office space.  There are 17 clinical oncologists (one of whom has
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resigned, effective February 2002), and 3 medical oncologists (a fourth is

scheduled to arrive in February 2002).

The patient activity profile of the BOC is unusual for a major cancer centre

in that about 80% of new patient consultations and 65% of follow-up visits

take place off-site, at the many other hospitals attended by the consultant

oncology staff.  With the opening of Phase I of the relocation of BOC/WI at

BOC/GGH, radiation therapy is now delivered at two sites.  In 2000/01,

approximately 1,600 of 7,000 new patients were seen at BOC/WI, plus

approximately 23,000 of 60,000 follow-up patients.  Approximately 14,000

intravenous chemotherapy treatments and 65,000 radiation treatments

were given at BOC/WI.

b) The first phase of the rebuilding of BOC/WI at BOC/GGH houses 3 linear

accelerators, with 2 more to be commissioned in 2002.  No services other

than consulting rooms for review of patients receiving radiation treatment,

and physics machine servicing facilities, are located at BOC/GGH.  In the

first year of partial operation, 10,000 radiation treatments were delivered

at BOC/GGH.

c) At the BOC/GRI, there are 2 medical oncologists, outpatient facilities and

10 inpatient beds.  There are 3 haemato-oncologists with outpatient
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facilities and 13 inpatient beds, including a bone-marrow transplant unit.

In 2000/01, 325 new patients were seen at BOC/GRI.

d) BOC clinical and medical oncologists attend 56 off-site clinics in hospitals

in the areas of the GGB, and of the 4 adjacent NHS Boards of Argyll and

Clyde, Ayrshire and Arran, Forth Valley, and Lanarkshire.

5.0 Strategic Planning

There appears to have been no coherent planning of the oncology services

incorporating the BOC for many years, if at all.  Numerous high level planning

and policy documents such as “Cancer in Scotland: Action for Change”, and

instructions regarding the establishment of Regional Cancer Advisory Groups

and Managed Clinical Networks issued by The Scottish Executive Health

Department and its various bodies are available.  At the level of the NGT, some

planning has occurred, but on a piecemeal basis, mainly referable to individual

disciplines or processes only, and produced year by year.  Many of the

recommendations of these plans have not been implemented. The absence of an

overall strategic plan for the BOC has made it difficult for staff to envisage how

they will participate in structures such as the Managed Clinical Networks, and the

role of the BOC within such networks.  The lack of a strategic plan has adversely

affected the development of the business case and operational plans for the

relocation of the BOC to the GGH site.  Effective planning will require prompt
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attention to the management issues discussed below, particularly the

appointment of a Medical Director of the BOC with overall responsibility for

strategic leadership and operational management.

Recommendation

� It is recommended that a strategic plan for the BOC be drawn up as soon as

possible.  This should be consistent with the general provisions for cancer

services in the West of Scotland developed by the West of Scotland Regional

Cancer Advisory Group and the Scottish Cancer Group.  Responsibility for

developing the BOC strategic plan, and for representing the interests of the

BOC to local and regional planning and advisory groups, should rest with the

Interim Director until a substantive appointment to the position of Medical

Director of the BOC is made.

6.0 Management and Clinical Leadership

6.1 Structures and functions

The structures by which the BOC is managed do not function effectively. The

lack of confidence amongst clinical staff regarding management and

resources in the NGT is heightened by their uncertainty regarding the

possible effects of the new organizational structures being introduced for

cancer services in Scotland, and the belief that the clinical staff of BOC are



14

not effectively involved in the planning and implementation of structures which

will require changes in practice and the assumption of additional workload.

The NGT is organized as a hierarchy of a Chief Executive and Trust

Executive Directors, who oversee a series of divisions which are in turn

subdivided as directorates or departments. The BOC/WI and the Medical

Oncology and Haemato-Oncology services at the GRI were grouped as a

directorate within the Cancer, Cardiac and Respiratory Division until October

2001, when the Haemato-Oncology service was separated as a

subdirectorate. The basis for this divisional grouping was not known by those

interviewed, but was presumed to relate to the creation of relatively large

budget pools within the divisional structure. One consequence of this

structure has been that divisional management is perceived by the staff of the

BOC to be remote and not effective in representing the resource needs of the

BOC to the Trust Executive. The Trust Executive is perceived as even more

remote and, because of the longstanding failures to meet the needs of the

BOC, ineffective. Senior managers, at Executive and divisional level, are

seen as providing little in the way of specific strategic or operational guidance,

beyond the expectation that annual operations be conducted within the

budget allocated (and that expectation is not enforced – see Section 6.3), and

that all patients referred for care be accommodated. This expectation of open-

ended commitment to clinical service demands, together with the lack of

timely or appropriate delegated discretion to directorate managers to
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reallocate funding within the annual budget, has fostered the impression of a

senior management unresponsive to the needs of the BOC. On the other

hand, some Trust Executives and senior members of other divisions consider

that BOC staff have been slow to present a coherent vision of current and

future development, and are unwilling to acknowledge that additional

resources for the management of cancer patients are also required by other

divisions and departments. Some consider that BOC staff have attempted to

use the press to advance their interests, and bypass the normal NGT

management structure.  It is the belief of the EAG that the interdisciplinary

tensions and rivalries described are no greater than in most large institutions.

Management responsibility for some key staff groups lies outside the BOC

and the Cancer, Cardiac and Respiratory Division in, for example, the Clinical

Services Division. This is not, of itself, undesirable or impractical, but has

often led to lack of involvement of such key groups as pharmacy, imaging and

laboratory services, and professions allied to medicine services, in planning

and operational guidance of the BOC.  Another consequence is a lack of

clarity as to which division is responsible for providing secretarial support and

supplies for professionals from other divisions who work in the BOC

programmes.

The responsibilities of the Clinical Director of the BOC and the academic

heads of professional disciplines are not defined clearly with respect to the
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clinical service assignments of academic staff.  It is not apparent who is the

administrative head of the NHS medical oncology consultant group.

Within both the divisional and directorate structure affecting the BOC, there is

a lack of clarity amongst most managers regarding management structures

and processes, roles and responsibilities, and levels of authority and

autonomy.  In some instances this has resulted in more than one person

assuming authority for a particular function, and in others to there being no

clearly responsible manager.  There was frequent reference to “team work”

and “collaboration”, but there did not appear to be true teams of clinical and

management staff with clear internal and external structures and reporting

relationships. The clinical and administrative management structures appear

to function in parallel rather than as cohesive units. The basis of management

seems to be reaction to problems rather than pursuit of commonly held

objectives.

Credible leadership is perceived as lacking by many staff in the BOC.  Clinical

leaders at executive and divisional levels are seen as remote, and having

limited knowledge of oncology.  The clinical leadership at the BOC level is

seen as not being effective for a variety of reasons, including lack of

experience and training in management skills, and lack of support within the

overall management structure of NGT.  Some managers at divisional and

directorate levels are perceived as lacking effective knowledge of oncology

programmes and of how to manage the large outpatient component of these



17

programmes. The importance of some positions is undervalued – for

example, the Clinical Director of the BOC is allocated only one session (of a

nominal 11) per week for management activities and is expected to undertake

a full clinical load.  The Clinical Director estimates that he currently spends at

least 3 sessions per week on administrative duties, but probably needs up to

8 sessions to meet fully the operational and strategic requirements of the

position.  However, he currently is responsible for about 400 new patient

consultations a year. The EAG agrees that the Clinical Director of the BOC

requires at least 6 sessions a week, and in the current setting of rapidly

changing resources and increased demands for strategic planning, 8

sessions a week, for administration, combined with a much reduced clinical

load. The assignment of the lead position and operational responsibility in the

management structure to the General/Service Managers reduces interest in

management by physicians and nursing staff, and deprives the organization

of important strategic opinion.  There is under-utilization of the skills and

knowledge available within the several disciplines working in the BOC. For

the most part, there appears to have been little effort to make the current

management structure function more effectively.  There are a number of well-

managed units, but the overall programme lacks coherent management.

Recommendations
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� It is recommended that the Beatson Oncology Centre Directorate be

withdrawn from the Cancer, Cardiac and Respiratory Division, and

established as a separate Division.

� It is recommended that the management and leadership structure, and

functions and responsibilities of senior managers of the BOC, be revised.

� It is recommended that the structure of the Beatson Oncology Centre

Division be headed by a Medical Director, to whom will report directly the

Oncology Division Manager, and Heads of Clinical Oncology, Medical

Oncology, Haemato-Oncology, Palliative Care Oncology, and

Nursing/Professions Allied to Medicine Services.  It is not recommended

that the many other disciplines (for example, surgery, laboratory medicine,

and imaging) which participate in an overall cancer programme be

included in the Beatson Oncology Centre Division.

� It is recommended that strategic leadership and overall responsibility for

operational management be vested clearly in the Medical Director of the

BOC Division.  Specific suggestions regarding this position are included in

appendix 4.  Until a Medical Director is appointed, the interim Director

should undertake these functions.
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� It is recommended that all senior managers within the BOC have effective

knowledge of oncology practices and programmes.

6.2 Data for Management and Planning

The major data systems used by the BOC for management and planning are

of variable utility and reliability. Many do not interface with other NGT

systems. The oncologists were particularly critical of systems which do not

record patient contacts by specific physicians.  Various makeshift systems

have been fashioned to try to provide data, but none is satisfactory.  It was

noted that:

� It is possible for patients to bypass normal outpatient clinic appointment

systems, and for patient-physician interactions not to be recorded at all.

� Referral of a patient previously registered as a new patient to another

oncologist in a different discipline is not recorded, leading to under-

reporting of the activity of the second oncologist.  This type of problem is

common not only in BOC, but also wherever oncologists attend clinics in

other Glasgow hospitals and adjacent NHS Board areas.  Also, as a result

of failure to record patient – oncologist interactions, information from

investigations or other procedures performed may not be directed to the

oncologist who ordered the investigations.
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� Data may be collected by “interested groups”, such as the IV

Chemotherapy Team, rather than in systems organized and audited by

management.

Many of the reports reviewed by the EAG provided only segments of data,

and it was difficult to obtain an overview of activities for which BOC

management are responsible.

Recommendations

� It is recommended that, as a matter of urgency, the senior managers of

the BOC determine the data sets needed for management and planning.

� It is recommended that the senior managers of the BOC review these data

sets with representatives of Information Systems and Information

Technology, in order to facilitate the acquisition of these data as soon as

possible.

6.3 Financial Management

Financial controls in the BOC are weak, especially with respect to pharmacy

expenditures and the use of over-time and agency staff.  The assumption that

all cytotoxic drug expenditures are “clinically necessary”, and that funding for

budget deficits will therefore be found by NGT and/or GGB, as it apparently
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has in the past, has led to the belief that the preparation of appropriate

treatment protocols and regular audit of chemotherapy use are not essential.

The monthly budget reports include details of pharmacy cost overruns, but no

information was available on controls, other than that the Clinical Director

does have authority to restrict the prescription of certain drugs to defined

groups of physicians.  The EAG is not able to comment on whether the

annual budget for drugs is adequate.  The absence of controls however

reflects a lack of appreciation for resources, and produces a level of cynicism

among staff that there is unlimited funding available for some activities, but

nothing for other needs.

In order to manage the large patient load, departments appear to have

adopted practices of almost unlimited use of over-time and/or agency staff.  It

is not clear that changes in work practices have been considered as more

cost-effective alternatives.

Recommendation

� It is recommended that the Medical Director of the BOC ensure that all

expenditures are monitored regularly.  The Medical Director should have

authority to control all expenditures where necessary.
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7.0 Clinical Work Practices

A number of the topics addressed in this section, and elsewhere in this report,

are also subject to review by the Clinical Standards Board for Scotland (CSBS).

The EAG was aware that four CSBS Reviews were performed over the past

year.  The draft report of only one (Lung Cancer) was available for review.  The

EAG noted that there was uncertainty among divisional and directorate staff

regarding responsibility for correcting shortcomings noted by CSBS.  The EAG

did not conduct their assessment according to the format of CSBS although,

inevitably, there was some overlap in the topics.

7.1 Specialization

Although many oncologists have developed subspecialist interests, and

associated expertise, subspecialization has not been adopted as a principle

of clinical operations.  In particular, a number of oncologists operate so-called

“general” clinics, especially at district general hospitals in adjacent NHS

Board areas.  Although there continues to be discussion of the nature of the

relationship between volume and outcome in health care, the preponderance

of publications describe a positive association, and none a negative

association (see review “Interpreting the Volume – Outcome Relationship in

the Context of Health Care Quality” edited by M. Hewitt, Institute of Medicine,

Washington, D.C., 2000).  The quality of patient care is enhanced by

subspecialization, especially so when the knowledge base and technical

complexity associated with the management of cancer is expanding rapidly.
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The BOC has numbers of patients and staff more than sufficient to support a

policy of subspecialization by oncologists.

Recommendation

� It is recommended that oncologists primarily affiliated with the BOC adopt

a policy of subspecialization. It is suggested that the extent of

subspecialization be determined by the needs of the programme, and the

interests of staff.  Experience elsewhere suggests that the most effective

subspecialization occurs where oncologists confine their interests to no

more than 1 to 3 major cancer sites.

7.2 Subspecialist Backup

Recent events at the BOC have shown the vulnerability of specialized

programmes such as paediatric and ophthalmologic oncology when only one

oncologist has acquired the knowledge and technical skills required to

manage a cancer site.  The EAG does not consider backup from Edinburgh

adequate, although consultation by telephone or other measures may of

course be valuable for difficult cases.
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Recommendation

� It is recommended that a minimum of two oncologists be assigned to

each cancer site, and each should acquire the knowledge and

technical skills needed to manage that site.  Similarly, at least two

oncologists should be familiar with each technique in use for the

treatment of any cancer.

7.3 Tumour Site Teams

Tumour site teams have been developed at the BOC, but membership is, in

general, confined largely to the medical disciplines.  Many of these teams do

not work effectively.  Multidisciplinary teams, incorporating as far as possible

all professions involved in patient care, facilitate communication and the

development of comprehensive patient care pathways and treatment

protocols.  A strong multidisciplinary tumour site structure will facilitate

participation by the BOC staff in the Managed Clinical Networks being

developed in the West of Scotland.  However, it should be noted that until the

gross insufficiency of consulting rooms at BOC/WI is corrected, it will not be

possible to conduct multidisciplinary clinics effectively at that site.  Adequate

infrastructure support, including secretarial and information technology

services, will be necessary to enable multidisciplinary teams to function

effectively.
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Recommendation

� It is recommended that multidisciplinary tumour site teams be developed

as the functional clinical operational unit at the BOC.

7.4 Patient Management Protocols

The protocols reviewed by the EAG varied considerably in detail, and were

not widely available within the BOC.  The preparation of comprehensive

patient management protocols encompassing all relevant disciplines is time

consuming.  However, such protocols facilitate education and audit both of

practice and outcome.

Recommendation

� It is recommended that comprehensive patient management protocols, at

least for common cancers, be prepared by the multidisciplinary tumour site

teams.  These protocols should be readily available to all staff involved in

patient care, in hardcopy and in electronic format.

7.5 Delegation of Responsibility

Some efforts have been made to take advantage of the variety of skills

already and potentially available amongst those caring for patients receiving



26

radiation therapy or chemotherapy.  Both nurses and radiographers have

become involved in performing weekly reviews of the reactions of normal

tissues in patients undergoing radiation treatment.  The practice is somewhat

variable, and after some initial training and development of written protocols

by clinical oncologists, it appears there is now little supervision or audit, and

training is at a secondary level (that is, radiographer to radiographer and

nurse to nurse).  Some undesirable practices have evolved - for example, it is

possible for a patient to complete a course of radiation treatment lasting

several weeks without seeing the oncologist who prescribed and planned the

treatment. Another undesirable, but also avoidable, outcome has been that

specialist registrars do not gain experience of the range of normal tissue

reactions to be expected in breast cancer patients, since all reviews of these

patients are conducted by nurses and/or radiographers.  The BOC is also

considering extended roles for radiographers in arranging palliative radiation,

and for pharmacists in supervising chemotherapy. The BOC has successfully

introduced a programme in which nurses insert intravenous catheters for the

administration of chemotherapy.

The EAG encourages the development of broad roles for all disciplines.

However, it is recommended this be done within structured relationships and

according to guidelines such as those described in the 1999 Royal College of

Radiologists publications “Skills Mix in Clinical Oncology”, and “Inter-

Professional Roles and Responsibilities in a Clinical Oncology Service”.
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Recommendation

� It is recommended that efforts to develop the skills of all members of

multidisciplinary teams continue, with attention to the professional,

educational and audit responsibilities associated with those efforts.

7.6  Ambulatory versus Inpatient Care

One hundred and thirty-five inpatient beds are operated at the BOC/WI site,

together with 23 beds at the GRI site, the majority being used for delivery of

chemotherapy.  The October 2001 bed occupancy levels of 82% to 94% at

BOC/WI are consistent with the information received that bed availability is

not a significant factor in delays to treatment. It is recognized that practice

patterns vary widely in different parts of the world, but it is likely that some

patients currently treated as inpatients could be managed on an outpatient

basis, either in a day-care unit or with portable chemotherapy pumps.  The

successful project to provide peripheral intravenous central catheters (PiCC

lines) inserted by trained nursing staff has demonstrated the potential for

greater use of outpatient chemotherapy. Some centres in the USA have

adopted protocols which rarely call for inpatient care (except for the

complications of treatment, where indicated).  At the Princess Margaret

Hospital, Toronto, in which approximately 7,500 patients are treated with

radiation annually, and 2,500 patients with solid tumours (that is, all
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malignancies excluding lymphoma and leukemia) receive cytotoxic

chemotherapy, only 42 inpatients beds are allocated to the Departments of

Radiation Oncology and Medical Oncology.  Additional beds are available for

patients with leukaemia or lymphoma. Patients also have access to 20 short

stay beds, a day-care chemotherapy centre, and an ambulatory infusion

pump programme.

Recommendation

� It is recommended that patient management protocols be reviewed to

ensure that inpatient care is recommended only where this is anticipated

to offer improved outcome for the patient.

7.7 Patient follow-up

The role of oncologists and consultants such as surgeons, as opposed to

primary care physicians, such as general practitioners, in the follow-up of

patients who have been diagnosed and treated for cancer is the subject of

considerable controversy and current research.  As with most cancer centres

throughout the world, the BOC does not have data that identify the proportion

of patient visits as a result of which specific interventions were based solely

on clinical findings made at a routine follow-up visit.  The current emergency

measure of deferring or transferring responsibility to other physicians for most

follow-up visits is understandable in the context of trying to provide access to



29

new patients.  However, there are many reasons for oncologists to participate

actively in patient follow-up including, but not limited to, the need to gain

knowledge concerning the potential long-term complications of many recently

introduced combinations of drug and radiation treatment, psychological

support for the patient, and personal education for the oncologist through

direct observation of the natural history of the cancer and the outcome of the

treatment for which he/she is responsible.

Recommendation

� It is recommended that staff at the BOC continue to review their role in

patient follow-up according to evidence-based protocols.

7.8 Clinics Outside the Beatson Oncology Centre

Oncologists from the BOC participate in 56 clinics at hospitals other than the

BOC/WI, most of which are held each week.  These clinics are located in

Glasgow and in neighbouring NHS Board areas.  Some of these clinics are

multidisciplinary and restricted to the care of patients with one cancer type, for

example, breast or colorectal cancer.  Others are “general” clinics at which

patients with various types of cancer are seen.  There is no consistent policy

to determine whether patients initially seen at these general clinics are

referred to a member of the appropriate specialized tumour site group at the

BOC or are managed by the oncologist who first saw the patient.  The
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peripheral clinics have been, and continue to be, established without any

underlying plan and without consideration of the effect of such clinics on

operations at the BOC.  The frequent absences of oncologists from the BOC

result in difficulties in scheduling such activities as radiation treatment

planning and review clinics, approval of radiation field verification check films,

and in communication between nurses, pharmacists and radiographers at the

BOC and the oncologists who are off-site. Many oncologists spend excessive,

unproductive time in travel each week.

The principal objectives of the NHS Boards in hosting these consultant

oncology clinics range from a desire for “general oncology” advice to a

preference for cancer type-specialized expertise.  A consistent policy,

developed in consultation with the BOC, is desirable.  Cost recovery by the

NGT and the BOC for participation by the oncologists in these clinics is

haphazard.  On the one hand, NGT Executive staff indicated it was difficult to

engage the NHS Boards effectively on cost recovery, while on the other hand,

a representative of a NHS Board stated that there had been no response from

NGT/BOC to repeated requests for an account for services provided by BOC

staff.

The peripheral clinics have been established to facilitate patient access to

consultation and follow-up by oncologists, to allow oncologists to supervise

chemotherapy in the hospitals which house the clinics, and to promote



31

multidisciplinary care by surgeons in the local hospitals and the visiting

oncologists.  These desirable objectives must be balanced against the

undesirable effects of the frequent absences of oncologists from the BOC.

Also, the desirability of providing care as close as possible to a patient’s

home should be secondary to the advantages of receiving care by an

oncologist who specializes in the management of the type of cancer from

which the patient suffers, an advantage possible only in specialized rather

than general clinics.

In Glasgow City, a similar unplanned and uncoordinated system of off-site

clinics has evolved.  Patient care at the BOC, and in multidisciplinary clinics

conducted elsewhere, may be expected to benefit from rationalization and

reduction of the numbers and locations of multidisciplinary clinics attended by

oncologists from the BOC.  The EAG was informed that the Division of

Surgery in NGT, and surgeons throughout Glasgow, would welcome such

rationalization and consolidation of cancer programmes.

Recommendations

� It is recommended that clinical and medical oncologists not be absent

from the BOC to attend peripheral clinics for more than two half-days each

week.
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� It is recommended that the number of peripheral clinics conducted by

oncologists from the BOC be reduced, by discontinuing “general” clinics,

and by rationalizing the specialized clinics as recommended below.

� It is recommended that, in collaboration with the four NHS Boards in which

peripheral clinics are provided, a system of four regional specialized

oncology clinics be established for the three most common cancer types –

breast, colorectal and lung cancer.  It is recommended that a single site

for these clinics be established by each NHS Board, in order not to

duplicate the necessary specialized support services such as oncology

nursing, pharmacy and other professions allied to medicine, and to reduce

the number of clinics to be attended by BOC oncologists.  Oncologists

attending these specialized clinics would be available to offer advice on

urgent cases of any type, but would not conduct “general” clinics.

� It is recommended that, in collaboration with other disciplines involved in

the care of cancer patients in Glasgow, and with the local Trusts and NHS

Board, the numbers of multidisciplinary clinics in Glasgow attended by

oncologists from BOC be reviewed and reduced to not more than 1 or 2

sessions per week for each major cancer type, restricted to not more than

2 geographical sites for each cancer type. Consideration should be given

to constructing purpose-built multidisciplinary clinics for most cancer types
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in Phase II BOC at the GGH site, making that site the focus for outpatient

cancer patient clinics in Glasgow.

8.0 Resources

Virtually all resources at the BOC are insufficient to support the volume of clinical

service expected, and to ensure the level of care which may reasonably be

expected of a major cancer centre.  Only selected key resource issues are

discussed here.

8.1 Budget

The budget allocated in 2001 to BOC/WI, within the Cancer, Cardiac and

Respiratory Division, was £13.3m; a further £3.7m was assigned to

directorate activities at BOC/GRI (figures prorated from October 2001 monthly

budget report).  Additional funding for activities at BOC/WI resides within

other Trust divisions, and is not directly under the control of the BOC.  As

noted elsewhere, this leads to confusion over such matters as which division

is responsible for providing secretarial support and supplies for some staff.

Whilst differences in the details of budgets of other centres make accurate

benchmarking by the EAG impossible, it is the opinion of the EAG that the

funding directly available to the BOC through its parent division is less than

that provided in many other cancer centres for similar services and patient

loads.
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Comment has been made previously on the lack of controls on expenditures

on drugs (section 6.3).  The cost of drugs is a significant potential liability to

NGT/BOC.  In the document, Draft 11 of the West of Scotland Cancer

Services Investment Plan, 5 July 2001, it is noted that, for the BOC, the value

of drugs funded through clinical trials in 1999/2000 was £2m, 45% of the total

expenditures on drugs of £4.4m.  Transfer of responsibility to the NGT for the

drugs funded through clinical trials would require an increase in budget for the

BOC of 12% (£2m plus the 2001 budget for BOC/WI and BOC/GRI of £17m).

Various other funding allocations to BOC and NGT are outlined in “The

Beatson Oncology Centre. Report for the Scottish Executive Health

Department, 9th November 2001”, the Scottish Executive Report “Cancer in

Scotland: Action for Change. Implementation/Investment Plan 2001-2”, and a

Report to the Greater Glasgow NHS Board, Board Paper No. 01/12, 20th

November 2001, which included detail of funding received by the Board from

the New Opportunities Fund Grant. The total investment in capital and

revenue listed in these documents is significant, but it is unclear what strategy

is being followed in Glasgow, and only a minority of the funding can be

identified as directed to relieving the immediate workload and overcrowding

problems at the BOC.
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Recommendation

� It is recommended that additional funding be provided to the BOC to

address the deficits in staffing, facilities, and other resources outlined

below.

8.2 Information Services/Information Technology

The deficiencies in the data available for planning and operational

management at the BOC have been noted earlier.  Observation showed a

marked lack of information technology in many areas of the BOC - for

example, the lack of computer terminals in some inpatient units prevents the

use of electronic prescribing, which would reduce the risk and current level of

prescribing errors; shortages of Information Technology staff lead to long

delays in meeting requests to relocate computers to more effective sites; the

radiation treatment programme is not able to fully utilize the potential of an

electronic patient management system already partially installed because of

the need for funding for additional software modules and staff.  However, a

successful Telemedicine project links several hospitals and will assist the

development of the Managed Clinical Networks, and the BOC/WI and

BOC/GGH radiation treatment sites are serviced by a specific purpose wide

area network. Budget information provided suggests that the total annual

budget in NGT for Information Technology, including staff, is about £1.2m or
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less than 0.5% of the Trust budget. Relatively limited funding has been

available for information technology for the BOC. Benchmarking is again

difficult, because of the varying levels of sophistication and development of

information services and technology in other cancer centres.  The Director of

Shared Information Management Services for the University Health

Network/Princess Margaret Hospital, Toronto, suggested that about 4% to 6%

of the total annual operating budget of a major acute general hospital/cancer

centre complex should be applied to information technology and support,

including allowance for capital equipment depreciation.  There will be

increased demands on Information Technology and Information Services as

the Managed Clinical Networks develop, particularly since information on

patients will be held in several places. Failure to ensure that information

services are adequate to support these Networks, and compatible across all

sites participating in the Networks, will lead to duplication of material, or to

information inadequate for audit.

Recommendation

� It is recommended that the information technology/information service

needs of the BOC be reviewed urgently.  Sufficient funding should be

made available to provide reliable data sets to support planning and

operations, and to provide additional technology and staff where these

would support more efficient and effective patient care.



37

8.3 Staff

The BOC is fortunate to have many staff strongly committed to

accommodating the patients referred.  However, the very heavy workload due

to the imbalance between the numbers of patients and the staff available has

had numerous adverse effects on the quality of patient care offered and on

staff satisfaction.  In discussions with staff, it was noted that many remain at

the BOC because of a requirement that they work in Glasgow (often for family

reasons), rather than because they regard the BOC as their employer of

choice.  The unrelenting pressure to deal with the high patient numbers has

led to some undesirable practices, to a reluctance to consider changes in

processes by which staff are currently coping, and to frequent dissatisfaction

with the level of care that staff feel they can offer patients.  The shortage of

secretarial and clerical staff has led to the inappropriate transfer of many

secretarial and administrative duties to professional staff such as clinical

nurse specialists and superintendent radiographers.   The provision of

extended hours of delivery of both radiation treatment and chemotherapy by

reliance on staff working shifts of 10 or more hours per day for prolonged

periods, rather than on overlapping shorter shifts, is clearly leading to

exhaustion amongst the radiographers and nursing staff, who must

endeavour to maintain a high level of alertness throughout the working day.

In general, there appear to be few incentive programmes for any staff groups.
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There are delays in approval to replace staff who have given notice of

leaving.  These delays are sometimes of several months, with authority to

replace staff resting at Trust Executive level. It is only recently that managers

at divisional level have been authorized to initiate replacement of staff at

salary levels below £20,000 per annum.

There have been several studies of ‘burnout’ and psychiatric disorder among

staff working in oncology centres (see, for example, A.J. Ramirez et al,

Lancet 1996:347:724-8, and K.M Kash et al, Oncology 2000:14:1621-37).

While the EAG is not qualified to comment in detail on these areas, it is

noteworthy that the principal stressors described as contributing to ‘burnout’

included feeling overloaded and its effect on home life, feeling poorly

managed and resourced, and dealing with patients’ suffering.  These are all

pressures widely evident among BOC staff.

The following observations were made regarding staffing levels for specific

occupational groups.  Where available, the manpower standards

recommended by professional bodies provide an informed basis for

determining the numbers of staff required, and are the standards used by the

EAG. It may be anticipated that the increasing complexity of radiation

treatment and chemotherapy will lead to frequent revision of these standards

and the need for even more staff. As noted elsewhere, adequate time for
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strategic planning and general administration by the head of a professional

group should be included in manpower considerations.

Recommendation

� It is recommended that the number of positions for each staff category

conform to the staff to patient, or other pertinent, ratios recommended by

relevant professional or other bodies, adjusted to provide for academic

and senior administrative positions. Where recommendations from

professional or other bodies are not available, advice should be sought

from the department head.

8.3.1 Clinical Oncology

Prior to the recent resignations of four clinical oncologists, which will

reduce the number of oncologists from 20 to 16, the patient to staff ratio

already exceeded that recommended by the specialty’s professional body,

the Royal College of Radiologists.  Workload is also very unevenly

distributed amongst the staff.  Individual oncologists have been seeing

between about 280 and 750 new patients annually, at an average of about

415 (accurate numbers cannot be provided, because of inadequacies in

the data-bases available: many oncologists keep a personal diary in which

they list patients).
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The 1998 publication of the Royal College of Radiologists “Consultant

Workload in Clinical Oncology”, includes the following statement – “It is

recognized that doctors generally work long hours, usually well in excess

of the time for which they are notionally contracted.  It is not acceptable,

however, for the clinician’s workload to be so large that it is consistently

impossible to provide a good quality clinical service and carry out essential

non-clinical duties within the time nominally allocated for these

responsibilities.” This observation can reasonably be applied to all staff.

The excessive number of patients being seen by most clinical oncologists

at the BOC has led to departure from many of the features important to

defining standards, and outlined in the Royal College of Radiologists 1999

publication “Good Practice Guide for Clinical Oncologists.” For example, in

order to cope with the workload, many oncologists dictate only brief and

marginally adequate clinical notes, and have largely withdrawn from audit,

teaching, and continuing personal education activities.

The Royal College of Radiologists recommended, in 1998, that “the

maximum number of new patients to be seen each year by a consultant

clinical oncologist be 315.” It is the opinion of the EAG that the level of 315

is too high, based as it is on the assumption that an average of 6 new

patients can be seen in 3.5 hours, which allows an average of only 35

minutes per patient to review referral documentation, take the patient’s

history and perform a physical examination, order additional tests where
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necessary, consult with other members of the multidisciplinary team where

appropriate, discuss with the patient the findings and recommended

management plan, including discussion of the anticipated outcome and

side effects of any treatment recommended, and dictate the findings for

the medical record and correspondence to the referring doctor.  The

number of new consultations per year for a radiation oncologist agreed

with the Ministry of Health and Long Term Care of Ontario, Canada, as the

basis for staffing is 215.  A number of countries in Europe and elsewhere

recommend numbers in the range of 175 to 250 new cases per year per

radiation oncologist.

Notwithstanding the reservations of the EAG, the recommendation of a

maximum of 315 new patients per consultant by the Royal College of

Radiologists has been used.  It is estimated that the BOC should have 23

clinical oncologists to manage their current annual patient load (estimated

as 6,600 of the total new patients of about 7,000, and allowing for cross-

disciplinary referrals from medical oncologists).  The College

recommendations have been adjusted to allow for 1 WTE for

administration, and 2 academic appointees who would each be

responsible for one half clinical service load.
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Recommendation

� It is recommended that the target number of clinical oncologists to

manage a caseload of 6,600 new patients (to clinical oncologists) per

year be 23.

8.3.2  Medical Oncology

Chemotherapy is supervised by medical oncologists at the BOC/WI and at

the BOC/GRI sites.  The current staff includes three academic appointees

(with a fourth to join in February 2002), and two NHS consultants. Each of

the NHS consultants, and some of the academic appointees, is seeing

more than the maximum number of 250 new patients per year

recommended by the Joint Collegiate Council for Oncology in 2001.  The

number of new patients seen each year by medical oncologists at BOC/WI

and BOC/GRI is more than 1,000,  including patients cross-referred

between clinical oncology and medical oncology.  As noted elsewhere, the

data systems available do not allow ready tracking of the workloads of

individual oncologists. In Ontario, Canada, the number of new patients per

year recommended for medical oncologists (who also care for patients

with lymphoma – managed by both haemato-oncologists and medical

oncologists in Glasgow) is in the range 150 to 190.
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The Joint Council recommends a 2:1 ratio of clinical oncologists to

medical oncologists in a cancer centre in the UK. The ratio at the BOC

(without correction for administrative or academic service loads) is 16 to 6.

It is not practical to consider adjusting the numbers of medical oncologists

(or clinical oncologists) to conform with the ratio of 2 to 1, without detailed

review of the responsibility for the delivery of chemotherapy.  Both medical

oncologists and clinical oncologists at the BOC prescribe and supervise

chemotherapy.  An increase in the proportion of chemotherapy undertaken

by medical oncologists could reduce the workload for clinical oncologists.

Such a reallocation of workload should be considered, in light of the

shortages of trained clinical oncologists available generally and the major

shortage at the BOC in that discipline.  The proposed appointment of two

medical oncologists based in Lanarkshire also should be included in the

discussion of workload redistribution. In the first instance, the number of

medical oncologists at the BOC should be increased so that the

recommended maximum number of 250 new patients per year per

medical oncologist is not exceeded.
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Recommendation

� It is recommended that the Medical Director establish, in collaboration

with the administrative and academic heads of the clinical and medical

oncology groups, the appropriate numbers of clinical and medical

oncologists for the programmes provided by the BOC.

8.3.3 Haemato-Oncology

Haemato-oncology within NGT is provided at the GRI and GGH.  These

two sites are currently managed within different Divisions (GRI in the

Cancer, Cardiac and Respiratory Division; GGH in the Division of

Medicine), but will be consolidated under the Cancer, Cardiac and

Respiratory Division in April 2002. The absence of any academic

appointees was noted. In North America, haemato-oncologists responsible

for patients with acute leukaemias and for intensive therapy commonly

carry a new patient load about one half that of medical oncologists.  The

EAG has insufficient data to make specific recommendations regarding

the number of haemato-oncologists required for current and proposed

BOC programmes.

Haemato-oncology currently has a loose management association with

the BOC rather than being part of an integrated oncology programme, but

this is expected to change when non-surgical oncology programmes are
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consolidated at the new build at the GGH site.  Haemato-oncology

activities at GRI were the direct responsibility of BOC management until

October 2001, when they were transferred to a subdirectorate within the

Cancer, Cardiac and Respiratory Division.  Management responsibility for

the haemato-oncology services at GGH will be transferred to that

subdirectorate in April 2002. There is considerable confusion regarding

reporting lines and management responsibilities for this subdirectorate.

Recommendation

� It is recommended that the management structure and responsibilities

for the Haemato-Oncology programme be delineated clearly by the

Director of the Cancer, Cardiac and Respiratory Division, and

communicated to all concerned.

8.3.4 Palliative Care Oncology

This is a service which has contracted rather than expanded over time as

a direct result of lack of effective planning and investment.  Specialist

palliative care within the BOC is currently provided by a single clinician

(academic Professor in Palliative Medicine), who has 6 clinical sessions

per week, and takes 4 out of 5 first call assignments at night and on

weekends.  There is intermittent specialist registrar assistance as part of

the West of Scotland palliative medicine rotation.  Inevitably this staff level
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restricts the service to which oncologists and others can refer, and affects

the overall quality of care that can be provided.  Current levels of service

are provided at considerable personal cost to the clinician concerned, and

also at the expense of other activities such as fulfilling academic

requirements, education and clinical audit.  This is not sustainable.

Specialist palliative care provision in hospitals across Scotland is known to

be lacking but is notably worse in specific areas in the West of Scotland.

Not only does the BOC fair badly in terms of resources when

benchmarked against other centres, it would currently fail to meet many of

the Clinical Standards Board for Scotland’s draft standards for specialist

palliative care provision.  Development of the specialist palliative care

programme will relieve some of the workload of clinical oncologists and

medical oncologists, who currently provide palliative care for some

patients. It is also of note that funding has recently been secured for

additional resources: 1 WTE Palliative Medicine consultant post, 2 WTE

specialist nursing posts and 1 WTE research nurse (funded for 1 year),

although there is no clear strategic plan for the development of palliative

care services within the city.
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Recommendations

� It is recommended that work practices be reviewed to ensure best

utilisation of the specialist resources currently available and proposed

within the BOC.

� It is recommended that the momentum to develop specialist palliative

care within the BOC is maintained and appropriately resourced to meet

not only current but projected future service needs.

8.3.5 Physics

Administrative responsibility for the Physics and Biomedical Engineering

staff at the BOC resides in the Clinical Services Division.  Physicists report

to the Clinical Director of BOC with respect to their activities related to the

planning and delivery of radiation treatment.  This arrangement appears to

function satisfactorily, although possibly because of the personalities

concerned rather than because of any inherent strength in the parallel

management structures. It was noted that no secretarial or clerical support

was available to this group at the BOC, and opinions conflicted on whether

provision of such support was the responsibility of the BOC or the Clinical

Services Division.  The excessive workloads of the clinical oncologists and

physicists have delayed systematic evaluation and introduction of new,

and potentially more effective and efficient, techniques on the radiation
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simulation and treatment equipment available in the BOC/WI and

BOC/GGH sites.  Examples of these techniques are computerized

tomography (CT)-simulation, multi-leaf collimation and dynamic wedging,

and intensity modulated radiation therapy. Shortage of physics staff has

also caused delays in submitting quality assurance reports.

The Institute for Physics and Engineering in Medicine (IPEM) issued

staffing guidelines in 1994 which include allowances for the complexity of

the equipment available and the techniques used, and for operation for

extended hours and on more than one geographic site. The guidelines do

not make allowance for the additional activities which will be required to

decommission equipment at BOC/WI and install and commission new

equipment at BOC/GGH, for the time required for training clinical

scientists, medical technical officers, radiographers, and clinical oncology

specialist registrars, nor for the research and development which should

be expected of a centre such as the BOC.

In 2002 it is anticipated that approximately 7,000 courses of radiation

treatment will be delivered, 10 linear accelerators will be available for

treatment and both low dose rate brachytherapy and interstitial prostate

brachytherapy will be in use.  The current staff complement in Physics is

16 WTE Clinical Scientists (plus 4 posts vacant) and 32.5 WTE Medical

Technical Officers (Clinical Technologists) (plus 5 posts vacant).  The
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IPEM recommendations call for 29.4 WTE Clinical Scientists and 40.6

WTE Clinical Technologists.

Recommendation

� It is recommended that the staffing levels for Physics be not less than

those recommended by the Institute for Physics and Engineering in

Medicine.

8.3.6 Radiotherapy Radiographers

The radiographers have been under considerable stress for an extended

period, in efforts to prevent the waiting lists for radiation treatment from

lengthening.  Even so, waiting times exceed the maximum delays

recommended by the Royal College of Radiologists. Many radiographers

work 10 hour extended shifts, 4 days per week, and several admitted to

difficulty remaining alert towards the end of the day.  Because of a

shortage of radiographers, the alternative of working overlapping shifts to

allow extended hours of operation of equipment has not been possible.

The shortages have also prevented the operation of all machines for

extended hours. Patients are booked on each machine at 10 minute

intervals, which leads to relentless pressure on staff, reduces the

opportunities for dialogue between staff and patients, and mitigates

against the use of complex techniques which may offer opportunities to
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reduce irradiation of normal tissues (although staff have the discretion to

book extra time for patients where this is necessary).

The shortage of radiographers currently represents the most significant

limitation to efforts to reduce further the waiting times for radiation

treatment, although the shortages of physics staff and of clinical

oncologists to undertake treatment planning are only marginally less

serious.  Through efforts to redistribute staff, and streamline planning

processes, the commissioning of 3 new linear accelerators in 2001 has

reduced the average waiting times for radical and potentially curative

radiation treatment (using breast cancer as a representative indicator)

from up to 11 weeks in December 2000 to 8 weeks in December 2001, still

well beyond the maximum acceptable delay of 4 weeks recommended by

the Joint Collegiate Council for Oncology (“Reducing Delays in Cancer

Treatment”, 1993).  The delays for palliative treatment (using brain

metastases as an indicator) have remained at about 3 weeks, compared

to the recommended maximum delay of 2 weeks.  As recommended by

the Joint Council, the limits on delays for “good practice” are substantially

shorter than the “maximum acceptable” levels, and are 2 weeks for

potentially curative radical treatment, and 2 days for palliative treatment.

The BOC is not alone in failing to meet the Joint Council

recommendations regarding maximum waiting times (although a national

audit conducted in 1998 found that 72% of the patients studied started
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radiation treatment within the recommended maximum acceptable period,

with Scotland matching this UK figure. “A National Audit of Waiting Times

for Radiotherapy”, The Royal College of Radiologists, 1998).  The Joint

Council recommendations are a useful benchmark of the adequacy of a

radiation treatment programme, and are similar to standards used

internationally.

Although each linear accelerator is staffed at a level intended to facilitate

rapid throughput of patients, the radiographers are required to perform

many activities related to booking and arranging patient transport which

could be undertaken by clerical staff. Superintendent radiographers spend

considerable time on clerical duties such as drawing up time schedules

and entering basic operational data on computer. As with many other

departments at the BOC, little or no clerical and secretarial support is

provided.  The overall pressures of coping with the workload restrict the

opportunities for radiographers to take part in multidisciplinary treatment

team meetings.  There are few opportunities for personal educational

activities and career development.

The College of Radiographers is reviewing staffing recommendations, the

last major review having been in 1979.  The Superintendent

Radiographer, BOC, has calculated that an additional 15 radiographers

are required to operate all eight currently available linear accelerators,
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including four machines for 10 hours a day, plus associated equipment

such as treatment simulators.

Recommendations

� It is recommended that work practices in the Department of Radiation

Therapy be reviewed to reduce stress on staff.

� It is recommended that additional staff be recruited to reduce the

workload of current staff, and to allow extended hours of operation on

more treatment machines.

� It is recommended that radiographers be assigned as full members of

multidisciplinary treatment teams wherever possible, and be

encouraged to develop expertise in the treatment techniques

appropriate to selected cancer types.

� It is recommended that a comprehensive investment plan be

developed to support lifelong learning and the ongoing development of

radiographers, taking account of current and anticipated future service

needs.
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8.3.7 Nursing

Changes in work practice within the BOC have often taken place without

full consultation and in the assumption that there are sufficient, if not

surplus, nurses to undertake any additional work that may arise as a result

of changes which are implemented elsewhere.  This is not the case.

Many clinical areas frequently function at or beyond capacity and there is

regular reliance on the use of bank or agency staff.  In the main, nurses

have accommodated the additional workload and changes in BOC

working practices at personal expense by working in excess of contracted

hours, or at the professional cost of not being able to deliver appropriate

levels of individualised patient care and support.  These practices are not

desirable or sustainable in the longer term.  Reduction/withdrawal of

clinical pharmacy input to ward areas, restrictions around accessing social

work services and the lack of appropriate levels of secretarial and

administrative support have often resulted in senior nurses routinely taking

on drug stock ordering, the completion of benefits forms, and other

administrative duties, activities better undertaken by pharmacy

technicians, social workers/benefits advisors and clerical staff.

Pressures to accommodate increased activity and patient throughputs are

relentless and place significant pressure on staff.  This is clearly evident in

the area of chemotherapy administration and service provision.

Furthermore, accommodating chemotherapy administration within areas
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not designed or staffed for this purpose (for example, F4 Brachytherapy

Unit) places additional stress on staff who are already under pressure to

provide a service in an area where there is a known shortage of

appropriately trained staff.

Work currently being undertaken to determine appropriate nurse staffing

levels within the BOC includes estimates that, in order to ensure safe

practice and enhance the quality of care provided, an additional 34 WTE

nursing staff are required.  This is based on current levels of activity and

work practice (1.1:1 staff:bed ratio and 3:1 trained:untrained skill mix), but

does not accommodate any proposed or future service developments

which are inevitable with advances in anti-cancer treatments and the use

of more intensive treatment regimes. Also, this number does not include

positions for additional Clinical Nurse Specialists.

Maintaining an appropriately skilled and qualified workforce requires

investment in ongoing training, education and practice development.

While there is evidence of ongoing activity in each of these areas, in line

with the Trust Nursing and Midwifery Strategy, many activities appear

uncoordinated within the BOC and dependant on individual interests

rather than being developed as part of an overall unit strategy.  NHS

guidance on Cancer Nursing Services (1997) advocated: “At least 2

registered nurses with post registration qualification in cancer nursing on
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duty 24 hours a day in each ward within the cancer centre”. It was not

possible to ascertain to what extent this is currently being achieved within

the BOC, or if this is a planning target.

Development of nurses is essential but so too is the development of

nursing.  The recently appointed Consultant Nurse (Cancer) and Clinical

Nurse Specialists (CNS) play key roles in this area.  Standards regarding

access to specialist cancer nurses with site specific knowledge and

expertise exist (CSBS 2001) as do some recommendations around

caseload numbers (e.g. breast care nurses should have maximum

caseload of 150 new patients per annum, SIGN, 1998).  In the main these

standards are not currently being met.  Competing pressures to manage

escalating clinical work demands while taking an active role in the

development of nursing education and practice has resulted in the

emergence of diverse, highly individualised CNS roles/services.  As a

result, and in the absence of a clear cancer nursing strategy, some

developments are uncoordinated, under resourced and will be difficult to

sustain.  Availability of appropriately skilled and qualified CNSs is limited

with recruitment to some CNS posts having proved difficult.  To date,

limited attention appears to have been given to devising proactive

recruitment strategies, to the development and support needs of nurses in

CNS posts and to the ongoing development of CNS roles within the

Cancer Centre setting.
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Recommendations

� It is recommended that staffing levels be increased to ensure safe

levels of practice and enhance the quality of care provided, and that

further more detailed work to determine future nursing workforce

requirements within the BOC be undertaken.

� It is recommended that current work practices be reviewed in more

detail and revised to ensure that nursing expertise within the BOC is

being effectively and more fully utilised to achieve maximum benefit for

patient care.

� It is recommended that consideration be given to the establishment of

tumour site specific nursing teams which would be integrated into the

developing multidisciplinary tumour site teams and managed clinical

networks, enhance continuity and quality of care, and have the

potential to facilitate learning/development opportunities for all grades

of staff.

� It is recommended that the BOC’s role in the provision of educational

programmes for nurses/others be clarified and defined, and that an

education strategy be developed and resourced to support this.
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� It is recommended that a comprehensive investment plan be

developed to support lifelong learning and address development needs

of all grades of nursing staff, identified within personal development

plans.

� It is recommended that a cancer nursing practice development unit be

formally established under the clear leadership and direction of the

Consultant Nurse (Cancer).  This will maximize the use of available

resources, secure the position of BOC and its ability to lead the

development of cancer nursing in the West of Scotland, and provide a

clear focus for continuing to build and effectively utilise the evidence

base to support and inform cancer nursing practice.

8.3.8 Professions Allied to Medicine Services (PAMS) and Clinical
Psychology Service

As with other professional groups, occupational therapists,

physiotherapists, dieticians, speech & language therapists and clinical

psychologists are working under increasing pressure to meet current

service needs and the additional demands being placed on them.  Staffing

levels have, in the main, resulted in crisis management intervention and

the provision of basic levels of service at best.  Within existing resources
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there is no scope to adopt a more proactive role in case management.

The ability of these professional groups to contribute effectively to the

work of clinical teams within the BOC is severely restricted and thus the

benefit of their input is often lost.  This has direct impact on the quality of

care provided.  Developments in other areas have also affected workload.

For example, the appointment of additional clinical nurse specialists has

resulted in an increased number of referrals being made to PAMS staff,

and there has been an increase in the number of requests to provide

educational input to BOC and academic educational programmes.

The EAG was informed that the British Psychological Society has

recommended that there be 3 WTE clinical psychologists in a cancer

centre.  No staffing level recommendations are currently available from

other professional groups in this category working in cancer care.  Each

department head estimated the need for additional resource to meet

current clinical service needs as follows.

� 2 WTE occupational therapists

� 1 WTE speech & language therapist

� 1 WTE dietician + 1 assistant

� additional physiotherapy input to address issues such

as the management of lymphoedema

� 2.4 WTE clinical psychologists
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As previously noted, management responsibility for PAMS sits outwith the

BOC within the Clinical Services Division.  Management responsibility for

Clinical Psychology Services sits outwith the BOC and NGT within Greater

Glasgow Primary Care Trust. Lack of consultation and cross division/Trust

planning has meant that both PAMS and clinical psychology services have

not been adequately developed.  This has proved detrimental to the

development of services within the BOC.  These services could be better

developed by transferring management  responsibility to the BOC, and

retaining reporting regarding professional standards in the current

Trust/divisional structures.

Recommendations

� It is recommended that management responsibility for PAMS and

clinical psychology staff providing services to the BOC be transferred

to the BOC. These staff would continue to report to the head of

department in the appropriate Division or Trust with respect to

professional standards.

� It is recommended that current working practices and staffing levels be

reviewed to alleviate staff stress and address immediate service

pressures.
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� It is recommended that a comprehensive workforce plan for the

provision of PAMS and clinical psychology services within the cancer

centre be developed as part of an overall BOC strategy.

8.3.9 Pharmacy

The volume of chemotherapy administered at the BOC/WI has been

increasing steadily, by an average of more than 10% per year, since 1996.

The pharmacy, housed on the ground floor and basement levels of F

Block, is too small to handle current activity.  The Chief Pharmacist for

NGT indicated that current volumes are about twice the level

recommended for the space and staff available.  Intensive action over the

past year corrected many of the shortcomings in drug preparation noted

by a previous external audit, but other problems remain, principally due to

insufficient staff.  Further steps, including outsourcing of preparation of

some drugs, are planned to bring services into compliance with the

numerous standards and guidelines applicable to pharmaceutical

services.  A business case has been presented to the NGT Divisional

General Manager for additional pharmacists, some of whom will be

assigned to duties on inpatient wards.  The absence of such service has

placed additional stress on nursing and junior medical staff, as noted

elsewhere (section 8.3.7).  Enhanced information systems which, among

other advantages, will allow full electronic prescribing, are also being
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sought – at present handwritten and electronic prescribing are used at

different places in BOC/WI (section 8.2).  This increases the risks of

transcription errors and duplicate drug administration (there have been no

instances of the latter).  An audit of drug scripts at BOC/WI in a 2 week

period in July/August 2001 disclosed errors or omissions in 15% (145 of

940) (inappropriate administration details in 7%, missing information in

30%, wrong dose in 10%, other problems in 53% - Table 10, in Audit

Report, Chemotherapy Strategic Review, Cancer, Cardiac and

Respiratory Division, NGT, September/October 2001).  The excessive

workload in pharmacy frequently leads to long waits by patients, and

nursing staff commented that no priority appears to be given to preparing

drugs for outpatients or day cases.  The uneven distribution of clinic

schedules during the week is reflected in uneven workload demands of

pharmacy.

Proposals have been made to extend the role of pharmacists in

supervising chemotherapy.  Implementation of this proposal has been

deferred until additional staff are recruited.

Recommendations

� It is recommended that the Chief Pharmacist continue to monitor the

volume of activity in the pharmacy at BOC/WI, and notify the Medical
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Director of the BOC and other relevant authorities if volumes approach

the limits of safe practice.

� It is recommended that current work practices in pharmacy be revised

to shorten waiting times for outpatients and day-cases.

8.3.10 Secretarial/Clerical Staff

The numbers of secretarial and clerical staff in all departments are

insufficient to support the programmes. This is a major source of

dissatisfaction amongst staff.  It has led to delays in transcription of patient

histories, as a result of which important information may not be available

to physicians when patients are prescribed radiation or chemotherapy,

and to delays in communication with referring physicians and general

practitioners.  Some oncologists have been without secretarial support for

many months at a time. The lack of secretarial assistance in the radiation

therapy and physics departments, and for clinical nurse specialists, PAMS

staff and clinical psychologists has been noted elsewhere in this report.

The recent approval to employ four additional secretaries, who will be

assigned to assist newly recruited oncologists in due course, will provide

some temporary partial relief of current shortages, but will not address all

problems.  The current system of allocating all of the activities for an

oncologist to a single secretary, in the absence of a group of additional
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secretaries to assist during absences or periods of heavy workload, is

relatively inflexible.

Recommendations

� It is recommended that additional secretaries/clerical staff be hired to

ensure adequate support for all professional staff groups.

� It is recommended that alternative processes of delivering

secretarial/clerical services be examined.

8.3.11  Summary of Staff Levels

A table summarizing current and recommended staff levels, based on the

recommendations of professional bodies where available or of heads of

departments, is shown below.  It was assumed that approximately 8,000

cases will be registered at BOC/WI in 2002, and that 7,000 courses of

radiation treatment will be delivered on up to 10 linear accelerators, and

15,000 chemotherapy treatments will be given.   In the table, funded but

vacant positions, and additional positions recommended by various

groups, have been combined to facilitate comparison with currently

available staff numbers.



64

Table 1
Staffing Levels

Group Current a
(January 2002)

Additional Staff
Recommended b

Source of
Recommendations

Clinical Oncologists 15.5 7.5 Royal College of
Radiologists, 1998

Medical Oncologists 4 4? (see text) Joint Collegiate
Council for Oncology,
2001

Haemato-oncologists 7 ?c

Palliative Medicine Oncologists 0.6 2-3 Department Head
Physics
     Clinical scientists
     Medical technical officers

16
32.5

13
7.5

Institute for Physics
and Engineering in
Medicine, 1994

Radiotherapy radiographers 63 15 Department Head
Nurses 145 34d Division Head
Professions Allied to Medicine
    Occupational therapists
    Speech and language
therapists
    Dieticians
    Physiotherapists
    Pharmacists

1
0

1.5
2.5
7

2
1

1.5
?c

9

Department Head
Department Head
Department Head

Chief Pharmacist,
NGT

Clinical psychologists 0.6 2.4 British Psychological
Society

Secretarial/Clerical Not available Additional
a Current numbers = WTE in place.  Current vacancies included in additional staff. Academic position
=       0.5 WTE.

b Additional staff numbers based on professional body guidelines or head of department advice.
c Some specialties were not able to provide numbers at the time of the review.
d Excludes Clinical Nurse Specialists

8.3.12  Retention and Recruitment

A successful programme of retention and recruitment is dependant on

restoring the confidence of the staff in management, on balancing

workload and resources more effectively, and on improving the physical

environment in which patients are cared for and staff work.



65

Implementation of many of the recommendations made elsewhere in this

report may be expected to improve retention and recruitment.

Additional measures to improve retention and recruitment are outlined

here.

� Improve the academic profile of the centre.  All oncology

consultants hold honorary or substantive academic appointments.

Some other staff, particularly in nursing and radiotherapy

radiography, hold honorary academic appointments related to their

roles in education.  Staff complained of the lack of intellectual

stimulation in the current environment of clinical service overload.

Review of the curricula vitae of the oncologists shows a decrease in

the number of scientific publications by most staff over the past few

years.  The number of patients entered on clinical trials has fallen in

the past 1 to 2 years. Many medical staff with substantive academic

appointments have been unable to pursue their academic careers

effectively because of service demands.  Many specialist registrar

teaching and personal continuing education activities have been

abandoned because of service demands.  Clinical oncology staff

are concerned that the environment of overwhelming clinical

service, and the failure to protect academic staff from service

demands, may make it difficult to fill the vacant Chair of Clinical

Oncology, notwithstanding the support of the Dean of the Faculty of



66

Medicine.  Some disciplines, for example Haemato-oncology and

Clinical Physics, do not have academic positions.  It was noted that

the proportion of academic positions supported by NHS funding in

Glasgow is about 25%, well below the UK median of 45%.

Glasgow has the potential to be a leading international centre for

cancer management and research.  For this potential to be

realized, a fully centralized cancer treatment and research hospital

is not necessary – many of the elements needed for a “virtual”

centre are present, including a strong research programme at the

Beatson Institute and the University of Glasgow, well-developed

though fragmented surgical programmes, and evolving academic

programmes in pathology and in other relevant disciplines.  Strong

management and leadership to direct the BOC towards a more

academic focus, and the infusion of additional resources into the

BOC, will promote retention and recruitment.

Recommendations

� It is recommended that the Medical Director of the BOC and

NGT/GGB administration agree on levels of clinical workload

which do not overload staff.
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� It is recommended that the Medical Director and academic

Chairs agree on a level of clinical workload which does not

prevent the pursuit of academic careers.

� It is recommended that NHS/University academic positions be

established in Haemato-oncology and Clinical Physics, and that

consideration be given to expanding existing academic units in

the BOC.

� Improve the attractiveness of a career at the BOC to current

trainees.  All trainees are very aware of the current discontent with

the demands on staff and with the environment in which they work.

Many current trainees are dissatisfied with the quality of their

education experience at the BOC because of the overloads on

teaching faculty, and because of the direct and indirect pressures

on the trainees to undertake large clinical service loads. The

authorities responsible for training programmes have explicitly

limited the volume of service, as opposed to educational, activities

for trainees.  Discontent among trainees with their experience

places the BOC at a disadvantage for recruiting, since there are

many vacancies in all relevant professions elsewhere, both

nationally and internationally.
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Although the number of trainees in most professions is outside the

direct control of  the BOC, management should continue to make

strong representations to relevant manpower planning bodies to

increase the national pools of trainees from whom staff may be

recruited.

Recommendations

� It is recommended that the Medical Director and NGT/GGB

administration agree on a level of clinical workload which does

not inhibit teaching, or serve as a disincentive to recruitment.

� It is recommended that specialist registrars not be assigned

excessive service commitments, or used to make up deficits in

consultant staff levels.

� It is recommended that the BOC senior managers continue to

provide evidence to relevant manpower planning bodies to

support expansion of training programmes in the U.K.
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9.0 Facilities

9.1 Buildings

All facilities, at the BOC/WI, outpatient, inpatient, and office, are grossly

overcrowded and cluttered.  It is the opinion of most staff interviewed that the

facilities were too small for the numbers of patients and staff, and the

activities required, when the consolidation of the Belvidere Hospital and

Western Infirmary  programmes took place in 1995.  The situation has

deteriorated since as volumes have increased. From 1995/96 to 2000/01, the

volume of new patients seen at BOC/WI has risen from approximately 1,400

to 1,600 (+14%), follow-up patients from approximately 19,000 to 23,000

(+20%), radiation treatments from approximately 69,000 to 75,000 (+9%), and

overall chemotherapy pulses from approximately 8,300 to 14,000 (+68%).

The overcrowding results in many undesirable features, including, but not

limited to, a lack of privacy for patients and families, very ill patients on

stretchers lying unattended in crowded public waiting areas, insufficient

outpatient consulting rooms to allow specialist registrars to attend some

clinics, consultant oncology staff sharing office space, lack of proximity

between oncology staff and their secretaries, long queues of patients

standing at reception desks and washrooms, etc. An important by-product of

the overcrowding is that many consultant oncology staff prefer the better

conditions provided in the clinics at other hospitals, and this has made them

reluctant to address the potential benefits in patient care to be expected from
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subspecialization and reduction in the numbers of peripheral clinics.  Many of

the staff are also of the opinion that maintenance of the facilities at BOC/WI

has deteriorated since the decision was taken to rebuild at the GGH site.

Additional space is required urgently to address the problems of overcrowding

at BOC/WI. Although ideally this space would be located at the WI site,

alternative sites should be considered if space can be made available quickly,

and there are sufficient staff and resources available to ensure effective

operation of the new facilities, and improve operations in the current BOC/WI

facilities.

The inpatient and outpatient facilities at BOC/GRI have been renovated

relatively recently, and although the inpatient wards are somewhat crowded,

the general facilities are satisfactory.  The new facilities opened in 2001 at

BOC/GGH are spacious and comfortable for patients and staff.
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Recommendation

� It is recommended that additional space be made available immediately to

address the many adverse effects of overcrowding at the BOC/WI site.

The EAG wish to stress that the Phase II BOC rebuild at GGH cannot be

regarded as the only solution to the current space problems at BOC/WI.

9.2 Equipment

There are 5 linear accelerators in service at BOC/WI, (plus an older unit not in

use due to shortage of radiographers), together with 3 accelerators at

BOC/GGH which were newly commissioned in 2001.  An additional 2 linear

accelerators are planned to enter service at BOC/GGH during 2002. Some

linear accelerators are fitted with multiple leaf collimators and portal imagers.

At BOC/WI there are 2 low-dose-rate Selectron after-loading systems for

brachytherapy, and a prostate brachytherapy system will be commissioned in

2002.  All radiation treatment planning equipment, including 2 conventional

simulators and 1 conventional simulator with computerized tomography

capability, are sited at BOC/WI.  The layout of much of the equipment at

BOC/WI is cramped, contributing to inefficiencies in use, particularly of the

treatment simulators.  The BOC/WI and BOC/GGH sites are linked by a sole-

use wide-area computer network with resilient backup system. A modern

radiotherapy information system (VARiS/VISION) has been installed (this is a
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modular system, capable of further development). There is a detailed plan for

replacement of equipment as the BOC/GGH rebuild is completed.

The overall quality of the radiotherapy equipment is good.  However, it is not

being used to its full potential because the excessive workload of the clinical

oncologists has restricted their ability to collaborate with physics and

radiography staff to gain familiarity with the techniques of which the

equipment is capable.

The BOC does not have the capability of delivering fractionated stereotactic

intracranial radiation treatment, although Glasgow is the national centre for

paediatric neurosurgery, and has a substantial number of adult patients with

intracranial tumours.  In the case of paediatric patients at least, current

opinion favours the use of stereotactic techniques to reduce irradiation to

normal brain tissue.

There are automated intravenous pumps available for chemotherapy,

although insufficient to meet all needs.  Some inpatient wards are equipped

with modern electric beds.  While more comfortable for patients, the larger

size of these beds, compared to older models, has increased the sensation of

crowding and lack of privacy for patients.
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Recommendations

� It is recommended that consideration be given to identifying one or more

clinical oncologists to take the lead in collaborating with physicists and

radiographers to introduce new techniques, which exploit the capabilities

of the equipment available.

� It is recommended that a system capable of fractionated stereotactic

intracranial radiation therapy be obtained.

� It is recommended that the numbers of beds on inpatient wards be

reduced where this will facilitate patient care.

10.0 Beatson Oncology Centre/Gartnavel General Hospital Site, Phase II.

All staff eagerly anticipate the successful completion of Phase II of the rebuild of

BOC at the GGH site.  The rebuild is intended to consolidate most non-surgical

clinical oncology services in NGT on a single site, bringing together the

disciplines of clinical oncology, medical oncology, haemato-oncology and

palliative medicine oncology.  It is noted that chemotherapy and haemato-

oncology services in the South Glasgow NHS Trust area are not included in the

planned consolidation. The Phase I of the rebuild houses 5 linear accelerators
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and supporting physics service functions only.  The site for Phase II has been

identified, but detailed functional and architectural plans have not yet been

prepared.  The Greater Glasgow NHS Board, and adjacent West of Scotland

NHS Boards, have approved the draft business case for the Phase II building.

The EAG strongly endorses the proposal to proceed with the full relocation of the

BOC to the GGH site as soon as possible.  Expectations among staff are very

high, and it is essential that sufficient capacity and funding be available, not only

to relocate existing functions and volumes, but also to meet reasonable

expectations regarding the quality of the new facilities and to allow for future

growth.  Growth may be greater than the “approximately 5% per annum”

anticipated in the draft business case.  Although census data predict stabilization

or decrease of the total population of Scotland during the next 20 years, the

proportion of persons in the cancer-prone age groups will continue to rise, as will

their numbers.  The annual increase in the number of chemotherapy treatments

at BOC/WI from 1996 to 2001 has only once been less than 10%, and rose by

68% in 5 years, from about 8,300 in 1996 to 14,000 in 2001.  The increase in

radiation treatments has been less, about 2% per year, likely due to saturation of

the resources available until the BOC/GGH machines came into service in 2001,

and to the possible inhibiting effect on referral of publicity related to the lengthy

waiting times for radiation treatment (for a discussion of the latter effect, see W.

Mackillop et al., International Journal of Radiation Oncology Biology and Physics

1999:44:355-62).  The planning target for radiation treatment capacity is usually
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based on the anticipation that 50% of all cancer patients will receive at least one

course of radiation treatment during their illness.  The data available from the

BOC indicate that, during 2000/01, only approximately 31% of incident cancer

cases in the West of Scotland received radiation (see Appendix 5 for calculation).

This suggests a substantial unmet need for radiation treatment.  Experience in

Toronto, Canada, and elsewhere, has shown that the publicity associated with

the opening of a new facility, together with the availability of additional capacity,

may lead to a larger than anticipated number of new referrals.  Also, experience

at the Christie Hospital in Manchester, England, where new facilities were

opened in areas surrounding its traditional catchment area, resulted in an

increase in workload at the Christie Hospital, rather than the decrease expected.

A similar phenomenon may be seen at the BOC as medical oncologist-staffed

clinics are established in Lanarkshire and elsewhere.  Even if the estimate of “5%

per year” is correct, it should be noted that, in the first year alone, “5% of 8,000

registrations per year” is about 400 patients - approximately the capacity of a

linear accelerator operated for 7 hours per day.  By 5 years, a 5% per year

increase will see the number of registrations rise by 28% from 8,000 to 10,200,

and by 10 years this rate of increase will see 13,000 registrations, or 63% more

than in 2001.  Capacity may also be affected by the growing complexity of

radiation treatments and chemotherapy, reducing the number of patients which

can be managed in a unit of time.
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Recommendations

� It is recommended that, as a matter of urgency, architectural and other

planning staff be appointed to work with clinical staff on the plans for the

Phase II of the BOC rebuild.  Planning should include a review of capacity for

future expansion.

� It is recommended that the Phase II of the BOC rebuild be completed as soon

as possible.

11.0 Second Cancer Centre for the West of Scotland

The EAG did not consider in detail the desirability of establishing a second

cancer centre in the West of Scotland.  However, given the estimates of possible

growth of demand outlined in the previous section (10.0), and practical difficulties

with travel and the relative reluctance of patients to travel for medical care, of

which the EAG was informed, a second centre may be required.

Recommendation

� It is recommended that the possible need for a second cancer centre be

considered in the strategic plan for cancer services for the West of Scotland.
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12.0 Matching the Patient Numbers to Available Resources

At several places in this report, the EAG has noted that current workload levels

for many staff groups are excessive and unsustainable.  Failure to address

workload issues can only result in the loss of further staff, failure to recruit, and

deterioration of standards of care which, in terms of patient to staff ratios at least,

already do not meet the minimum levels recommended by various professional

bodies.  Directing patients away from the BOC, even temporarily, is not attractive

politically.  Nevertheless, the EAG believes it will be advisable and necessary if

sufficient key additional staff cannot be recruited within the next few months (in

Clinical Oncology, to a total of at least 20 consultant staff by September 2002).

Public acknowledgement that senior management of NGT and GGB are

prepared to protect physicians and other staff from being faced daily, and for an

indefinite period, by excessive workload is likely to stimulate recruitment.  It must

be remembered the excessive workloads are not new at the BOC, and it is not a

matter of staff being asked to accept such workloads for a short time.  The staff

have already been trying to cope with excessive and increasing workloads for

years, and have modified personal career objectives and professional standards

as far as they are willing.

The EAG is not recommending rationing of oncology services, but the need to be

willing to direct patients to other cancer centres, until patient to staff ratios at the

BOC are more reasonable.  Implementation of such a policy will be difficult.
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However, failure to do so may risk collapse of the non-surgical oncology

programme for the West of Scotland. Purchase of service from the private facility

at Clydebank does not appear practical, given that the consultant physicians who

staff the private facility are among those already trying to cope with excessive

clinical loads at the BOC.

From experience in Ontario, Canada, it is suggested that the maximum number

of new patients which an oncologist be asked to see in a year be set at 10% to

15% above the maximum recommended by the relevant professional body, with

planned reduction to the recommended maximum in 1 or 2 steps over the next

two years, by direction of patients elsewhere if recruitment of additional staff is

delayed.  Such limits are even more pertinent in Glasgow, given the high

maximum number of patients recommended by the professional bodies.

Recommendation

� It is recommended that the NGT and GGB monitor and control patient to

staff workload ratios, and, if necessary, arrange for some patients to be

treated in cancer centres outside the BOC.
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13.0 Planning for the future

Recommendations outlining the major steps in planning a successful future for

the BOC are outlined below.  Although labelled “short”, “medium” and “long”

term, these recommendations should not be thought of as sequential, but many

can take place in parallel.  The results of implementation may take varying times

to be realized.

13.1 Strategic Planning

The need for a comprehensive strategic plan has been addressed in Section

5.0.

13.2 Short Term Plan (approximately 6 months, February to August 2002).

Recommendations

� It is recommended that staff discontinue the undesirable practices

introduced to cope with excessive workloads and outlined in the report.

� It is recommended that follow-up of patients who are not undergoing

active treatment be deferred.  Free access should be maintained for

reassessment on the request of another physician.
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� It is recommended that staff rearrange clinic assignments in order to

accommodate all requests for consultation for new patients, and for

previously registered patients with new problems.

� It is recommended that extensive efforts be made to recruit additional

consultant physicians and other staff.

� It is recommended that, if recruitment to a level of at least 20 consultant

clinical oncologists is not achieved by September 2002, the numbers of

new patients accepted be reduced, and arrangements made by NGT/GGB

for the excess patients to be treated elsewhere.

� It is recommended that additional space be made available immediately

for outpatient clinics and support services, and for office space.

13.3 Intermediate Term Plan (up to 12 months)

Recommendations

� It is recommended that issues related to management and clinical

leadership be resolved.
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� It is recommended that issues related to rationalizing and reducing the

numbers and locations of clinics in Glasgow and adjacent NHS Boards

attended by consultant oncologists from the BOC be resolved.

� It is recommended that recruitment and retention, and continuing personal

development programmes for staff in all categories be enhanced.

13.4 Long Term Plan (beyond one year)

Recommendations

� It is recommended that the strategic plans for the BOC, and for cancer

services in the West of Scotland, be integrated with the plans for the

development of the GGH site.

� It is recommended that architectural and planning staff be retained as

soon as possible to assist in defining the scope of the programmes at the

GGH site.

� It is recommended that Phase II of the relocation of the BOC to the GGH

site be completed as soon as possible.
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� It is recommended that the strategic plans for the BOC, Glasgow, and the

West of Scotland, include development of the concept of a “virtual”

comprehensive cancer centre of international standing.

14.0 Conclusion

The EAG identified numerous problems affecting the BOC.  However, there are

also many actual and potential strengths.  The Advisory Group believes that,

although considerable effort and resources will be required, correction of the

problems identified is possible, with suitable recruitment to senior management

and leadership positions. If the BOC is to realize its potential, the culture of

reaction to crisis must be replaced by a broader vision and higher ambition,

articulated clearly and pursued by all.  The Beatson Oncology Centre, together

with other oncology related programmes in Glasgow and the West of Scotland,

has the potential to be at the centre of a leading internationally recognized

cancer programme.
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2000/1
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Appendix 1. 

Abbreviations Used

BOC The Beatson Oncology Centre and the collective programmes at all

sites managed by the directorate

BOC/GGH The BOC programme and facilities at the Gartnavel General

Hospital site

BOC/GRI The BOC programme and facilities at the Glasgow Royal Infirmary

site

BOC/WI The BOC programme and facilities at the Western Infirmary site

CNS Clinical Nurse Specialist

CSBS Clinical Standards Board for Scotland

EAG Expert Advisory Group

GGB Greater Glasgow NHS Board

GGH Gartnavel General Hospital

GRI Glasgow Royal Infirmary

IPEM Institute for Physics and Engineering in Medicine

NGT North Glasgow University Hospitals NHS Trust

NHS National Health Service

WI Western Infirmary

WTE Whole-time equivalent
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Appendix 2.

Members of the Expert Advisory Group

Professor Bernard Cummings MBChB, FRCPC, FRCR, FRANZCR

Professor, Department of Radiation Oncology, University of
Toronto, Canada.
Formerly Chair, Department of Radiation Oncology, University of
Toronto; Chief, Department of Radiation Oncology, Princess
Margaret Hospital, Toronto; and Deputy Head of Clinical
Programmes, Princess Margaret Hospital, Toronto.

Ms. Evelyn Thomson MBA, MSc, RGN
Service Development Manager, West of Scotland, Macmillan
Cancer Relief.
Formerly Cancer Nursing Advisor/CNS Neuro-oncology, Beatson
Oncology Centre, and Ward Sister, Bone Marrow Transplant Unit,
Glasgow Royal Infirmary.

Dr. R. Hugh MacDougall MBChB, FRCS, DMRT, FRCR, FRCP Edin
Consultant Clinical Oncologist, The Edinburgh Cancer Centre.
Advisor on Clinical Oncology to The Chief Medical Officer, Scottish
Executive Health Department.
Formerly Clinical Director, Cancer Centre, Western General
Hospital, Edinburgh

The Expert Advisory Group wish to acknowledge the support of Phyllis Campbell,

Project Manager, North Glasgow University NHS Trust and Paul Ardin, Director

of Corporate Services and Information, Ayrshire and Arran Primary Care NHS

Trust, in the production of this report.
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Appendix 3.

List of Persons Interviewed

1 Margaret Boyle Chief Executive, NGT
2 William Anderson Medical Director, NGT
3 Margaret Smith Director of Nursing, NGT
4 Adam Bryson Interim Director, BOC
5 Harry Burns Director of Public Health, GGB
6 Tom Divers Chief Executive, GGB
7 Cathy Hutchison Consultant Nurse (Cancer), NGT
8 Rosemary Twohig Service Manager, BOC

9 Isobel Neil General manager, Cancer Cardiac
Division

10 Valerie Miller Clinical Nurse Manager, BOC
11 Anne Morrison Office Manager, BOC

12 Leslie Cairns Radiotherapy Deputy Superintendent,
BOC

13 Frances Milne Radiotherapy Superintendent, BOC
14 Robert Lawson Consultant Physicist, BOC
15 Fraser Brunton Consultant Physicist, BOC
16 Anne Barrett Professor of Clinical Oncology, BOC
17 Roy Rampling Professor of Clinical Oncology, BOC
18 Elizabeth Junor Clinical Oncologist, BOC

19 Irene Loch Nursing Sister, Out Patient Department,
BOC

20 Alex McDonald Clinical Oncologist, BOC

21 Nick Reed Clinical Director, and Clinical Oncologist,
BOC

22 Janice Preston CNS IV chemotherapy service, BOC
23 Mhairi McLeod Divisional Nurse, Cancer & Cardiac
24 Ann McLinton Ward Sister, BOC
25 Keith Ridge Head of Pharmacy Services, NGT
26 Carla Forte Principal Pharmacist, BOC
27 John Welsh Professor of Palliative Medicine, BOC
28 Adrian Harnett Clinical Oncologist, BOC
29 A. Gerold Robertson Clinical Oncologist, BOC
30 Noelle O’Rourke Clinical Oncologist, BOC
31 Ghislane Fraser Clinical Oncologist, BOC
32 Chris Twelves Medical Oncologist, BOC
33 Martin Russell Clinical Oncologist, BOC
34 Catherine Young CNS, Breast Care, BOC
35 Tim Habeshaw Clinical Oncologist, BOC
36 Oighrig Park CNS, Head & Neck, BOC
37 Sheena Younger Ward Sister Brachytherapy Unit, BOC
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38 Edi Stewart CNS, Urology, BOC
39 David Dunlop Medical Oncologist, BOC/GRI
40 Mike Soukop Medical Oncologist, BOC/GRI
41 Iain Hutton Chairman, Cancer & Cardiac Division
42 Staff Group Mould room, BOC
43 Staff Group PAMS, BOC
44 Staff Group Ward Sisters, BOC
45 Staff Nurses G6, BOC
46 Michael Farthing Professor/Dean of Faculty of Medicine
47 Staff Group Specialist Registrars, BOC
48 Barry Gusterson Professor of Pathology, NGT
49 Jim Cassidy Professor of Medical Oncology, BOC

50 John Browning Medical Director, Lanarkshire Acute
Hospitals NHS Trust

51 Alex Elliot Professor of Medial Physics, NGT

52 Stanley Wright Macmillan Lead Cancer Clinician, Forth
Valley NHS Board

53 Carole Morrison Public Health Advisor and Acting Nursing
Advisor, Forth Valley NHS Board.

54 Peter Canney Clinical Oncologist, BOC
55 Maxine Buck Head of Information Services, NGT

56 Sylvia Rae Acting Head of Information Technology,
NGT

57 Patient Group
58 Brian Steven Executive Director Finance, NGT
59 Irene Grant Clinical Trials Unit Manager, BOC
60 Lesley McNair Clinical Psychologist, BOC
61 Ted Fitzsimmons Consultant Hematologist, WI
62 Tim Cooke Professor of Surgery, NGT
63 Vicky Evans CNS, Medical Oncology, BOC
64 Anne Gregor Chair, Scottish Cancer Group

65 Liz Porterfield Head Office, Scottish Executive Health
Department

66 Mike Cornbleet Head Office, Scottish Executive Health
Department

67 Rosie McCahill CNS, Gynaecology, BOC
68 Pat Hutchison Bed Manager, BOC
69 Jeff Evans Medical Oncologist, BOC
70 Staff Nurse BOC Outpatient Dept.
71 Staff Nurses BOC/GRI units
72 Health Care Assistants BOC
73 Iona Brisbane CNS, Lung Cancer
74 Jean Campbell CNS, Neuro-oncology

75 Bill Carlin CNS, Oncology (BOC/GRI) Haemato-
oncology Outpatient Dept.
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76 Alison Armour Clinical Oncologist, BOC
77 Jan Wallace Clinical Oncologist, BOC
78 Fiona Cowie Clinical Oncologist, BOC
All persons marked “BOC” are based at the Western Infirmary site.
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Appendix 4

Medical Director of the Beatson Oncology Centre

This position is key to the future development and success of the BOC.  It may

be difficult to fill because of the world-wide shortage of oncologists who have

credibility with their peers, and with others, as clinicians and senior

administrators, and who have some experience of academic practice.  It is

suggested the position be graded as Medical Director, partly to signal the

importance of the position and partly to allow latitude in the compensation

package.  Given appropriate compensation, the position is potentially attractive to

an oncologist willing to commit to a major role as an administrator for a period of

at least 5 years, and who wants the opportunity to plan, build and manage a

large new cancer centre for the West of Scotland.

Some of the features suggested for the job description for this position, and/or

selection of an appointee, are:

a) A suitable financial package, of the order of £100,000 per annum, although it

must be noted that this is unlikely to be sufficient to attract candidates from

North America.

b) Availability of the post to an oncologist of any discipline.  Given the nature of

the major issues currently facing the BOC, particular consideration should be
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given to seeking a suitably qualified clinical or radiation oncologist for this

appointment.

c) A requirement that no more than 2 sessions be assigned to clinical activities,

the remainder to be spent in administration.

d) Clear assignment to the appointee of responsibility for the strategic

development and day-to-day management of the BOC.

e) Preference for an appointee from outside Glasgow.

f) A defined term of appointment – for example, for 5 years, renewable once

subject to a satisfactory external review of the appointee’s performance and

of the programmes at the BOC.
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Appendix 5

Proportion of Cancer Patients Who Received Radiation Treatment in 2000/1

A Number of new cancer registrations in Scotland in 2000/1“almost 26,000”.

Assumed to be 25,500

B. Proportion of new cancer registrations in West of Scotland, the Beatson

Oncology Centre catchment area. Assumed to be 55%

C.       Number of new cancer registrations in West of Scotland. A times B

=14,025. For calculation, use 14,000

D. Number of first courses of radiation treatment delivered in 2000/1

(retreatments or repeat courses are excluded in deriving this proportion).

Actual = 4,283. For calculation, use 4,300

E. Proportion of new cancer registrations who received first course of

radiation treatment in 2000/1. D divided by C = 0.31 or 31%

Note: This proportion is a ratio of two numbers, and is used internationally as a

measure of the proportion of registered patients who receive radiation treatment

in a period of time – here, 1 year.  It does not mean that all of the patients treated

were registered in 2000/01.  By using only the first course of radiation treatment

for any patient, double counting is avoided.  To calculate workload, all courses of

radiation treatment must be included.
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FROM : Ayrshire and Arran Cancer Planning Group

TO : Health and Community Care Committee, Scottish Parliament

CANCER SERVICES IN AYRSHIRE AND ARRAN

Background

The national cancer plan – ‘Cancer in Scotland: Action for Change’ was produced in
July 2001. It set out a clear direction of travel for developing and improving cancer
services over the coming years. Its publication is a springboard for change and
improvement that empowers staff, the voluntary sector and patients to have their say in
the planning and development of cancer services. Following the publication of the
report, NHS Ayrshire and Arran reviewed its arrangements for the strategic planning of
cancer services to ensure local implementation of the national plan and also the most
effective use of the resources subsequently announced.

Strategic Planning arrangements

Our new arrangements are summarized in the diagram on appendix 1. We have a new
Cancer Steering Group chaired by an Executive Director of the NHS Board (the Chief
Executive of the Acute Trust) and comprising representation from the Board (Director of
Public Health and Director of Health Improvement), the Acute Trust (Clinicians,
management and specialist nursing staff), the Primary Care Trust (Medical Director,
General Practitioner, specialist nurse) and the Hospice (Medical Director). The regional
cancer co-ordinator and the Medical Director of the Beatson Oncology Centre also
attend our meetings.

Representatives from this group attend the West of Scotland Regional Steering Group
and Advisory Group to ensure effective communication between the regional and local
steering groups. Local issues and implementation of actions to improve and develop
cancer services within Ayrshire are managed through ten subgroups, including palliative
care, cancer prevention, patient and public involvement and various ‘cancer site
specific’ groups.

Agenda item 2
Health &

Community Care
Committee

10 June 2002
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The West of Scotland Regional Cancer Advisory Group is now well established, having
had its initial meeting at the end of December. This forum enables West of Scotland
NHS Boards, their lead Cancer Clinicians, local Cancer Committees and specialists
from the Beatson Oncology Centre to work jointly in order to develop and agree a
sustainable model for ensuring high quality, specialist cancer care for the years ahead.

Prioritization Process

Locally, members of the above sub-groups and other appropriate professionals have
been involved in the prioritization of plans to ensure the most effective use of cancer
monies.
Ayrshire and Arran’s cancer priorities have been prepared against a background of the
National Cancer Plan and a number of local Cancer Service Strategies. The process
has involved an analysis of service pressures, consideration of the informal feedback
from the Clinical Standards Board visits and issues identified by clinicians involved in
the development of managed clinical pathways.

Prevention of Cancer

A. Cancer Prevention Strategy

As well as a number of cancer service strategies, Ayrshire has an overarching Cancer
Prevention Strategy. Cancer Prevention Strategy implementation priorities have been
set by a group of key stakeholders at an event designed to identify gaps in current work.
As a result of this event, the following key themes that will be taken forward in Year 1
(2002-2003) were identified.

� Mapping current work with key stakeholders

� Training needs analysis

� Development of health information relating to cancer prevention

� Development of training programmes for professionals and
community groups

� ongoing project work

An action plan specifies activities in relation to these priorities in more detail and links
them directly to the strategy recommendations.  These activities cover the first year of
the strategy.  Priorities for years 2 and 3 have also been identified and are in the
process of being translated into an action plan.  A further stakeholders event and
prioritization exercise will be held in year 3 of the implementation phase to identify gaps
and priorities for years 4 and 5 of the strategy.  In addition, update events will be held to
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maintain communication links between agencies and encourage involvement in this
work.

Operational activity will be taken forward by 4 multi-disciplinary sub-groups, which will
be organized under the following headings:

� Healthy Eating and Alcohol
� Sun Awareness and Health and Safety
� Sexual Health
� Body Awareness and Screening

These sub-groups will be driven and monitored by a multi-agency steering group.  All
programmes will be evaluated in order to inform future practice.

B. New Opportunities Fund

� Ayrshire and Arran NHS Board and the other West of Scotland Boards have
submitted a joint bid to the New Opportunities Fund to develop a cancer awareness
campaign to raise public awareness of the signs and symptoms of specific cancers.
The bid has been approved in principle, and it has been agreed that the funding will
be released over a three year period. The project exists to encourage the ‘at risk’
population living in the West of Scotland to present earlier to the NHS if they have
signs and symptoms of oral or colorectal cancer.

� A Tobacco Awareness Project for South Ayrshire schools has also been funded. It
will raise awareness of issues surrounding tobacco use amongst young people
within a defined population helping them to make a positive choice not to smoke
cigarettes.

� Eating More Fruit and Vegetables through Partnership Working has also been
funded. It aims to increase the availability and consumption of fruit and vegetables
among low-income communities, particularly among children and young people.

C. Health Improvement Fund

Locally this fund has been used to develop a number of projects that contribute to
cancer prevention:

� Healthy Eating
� Sensible use of Alcohol
� Sexual Health
� Body Awareness
� Smoking Cessation
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Services

A. Secondary Care Services

The provision of additional investment in Cancer Services through the National Cancer
Investment Plan is very welcome. These funds will enhance local investment in cancer
services and enable new services to be put in place to deliver real benefits to local
people. There is a willingness and enthusiasm to work together on a multi-agency and
multi-disciplinary basis to ensure the provision of efficient and co-ordinated services.
Future improvements to cancer services include:
� Major Breast Re-Design Project
� Expansion of Specialist Nurse posts
� Additional Consultant Medical Staff
� New equipment to speed diagnosis
� Extension to the Oncology Unit at the Ayr Hospital
� Development of Audit and Managed Clinical Networks
� Plans for improvement to patient information

B. Primary Care and Palliative Care

The Cancer Plan monies will also enhance service delivery to cancer patients within the
primary care setting. A new service will take the form of crisis intervention by a carer at
the terminal phase of a patient’s illness avoiding hospital admission, wherever possible.

The Patient Held Record for patients newly diagnosed with cancer is now being
developed for all cancers, and will include the Palliative care phase of a patient’s illness.

Work is still ongoing for Health Service Accreditation on Care of the Dying. The Acute
Trust and the Primary Care Trust along with the Ayrshire Hospice are working towards
re-accreditation in November of this year. This accreditation has already been
recognized by the Clinical Standards Board for Scotland as good practice.

The MacMillan GP Facilitator in Palliative Care is also working with the Acute Trust
Consultants and all GP Practices on early referral guidelines for detection of cancer.
Work is ongoing to develop Cancer registers for all GP practices.

C. Projects funded from the New Opportunities Fund

� Development of Enhanced Primary Care Service for Breast Cancer
(an enhanced primary care service for breast cancer through LHCC partnerships with
specialist secondary care team and the voluntary sector).

� Skin Clinic Digital Imaging
(to generate digital images of skin tumours in the patient’s GP surgery and to send
these with an electronically generated referral letter to Crosshouse Hospital, with an aim
to see all definite and possible melanomas within a 2 week period of referral).



HC/02/16/3

5

Future Challenges

� Addressing current service pressures and budgetary issues including drug costs
� Reducing waiting times for local diagnostic services
� Developing effective joint working with regional services and in particular the

Beatson Oncology Centre during their interim working arrangements
� Taking forward national screening programmes
� Implementing SIGN and Clinical Standards Board for Scotland guidelines,
� Taking forward service re-design
� Developing effective audit and Managed Clinical Networks
� Delivering service improvements in line with additional investment
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FROM : Dr Harry Burns, Director of Public Health, NHS Greater Glasgow
West of Scotland Regional Cancer Advisory Group

TO : Health and Community Care Committee, Scottish Parliament

The Size of the Cancer Burden in the West of Scotland

The West of Scotland Cancer Network serves a total population of 2,516,142 people
(49% of the Scottish population).

The burden of cancer is not borne equally by the population of Scotland. This
unequal burden is illustrated by the differences in cancer morbidity and mortality as a
function of age, gender and social class. Deprivation, and its impact on cancer
incidence and survival, is of prime importance in the West of Scotland. Sadly 46.5%
of the total population of the West of Scotland live in the three most disadvantaged
groups. This contrasts with the population covered by South Scotland Cancer
Network (SCAN) and the North of Scotland Cancer Network (NoSCAN) where the
percentages are respectively 8.2% and 16%. Persons of low socio-economic group
have higher cancer death rates than people in higher socio-economic groups. Those
in the more disadvantaged groups are more likely to smoke and drink, have an
inadequate diet and make less use of screening services. These factors combine to
contribute to more advanced disease at diagnosis, a higher number of cancers with
poor outcome like lung cancer, lower survival and higher cancer death rates in the
more disadvantaged groups of society. However it is important to bear in mind that
life circumstances exert a strong influence on the lifestyle choices an individual
makes.

The impact of deprivation on the incidence of cancers and survival after diagnosis is
considerable and deprivation is a major determinant of health status in the West of
Scotland.

The future

Predicting the future is fraught with difficulty. However to ensure that the best use is
made of new investment there has to be an attempt to look into the years ahead.
Table 1 shows the current number of the major cancers being treated in each West
of Scotland Health Board and projects, for the next decade, the trends in incidence.
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Table 1: Predicted number of cases per annum 2000-04, 2005-09, and 2010-14
for all ages

Cancer site 95-97
baseline*

2000-04** 2005-
09**

2010-14**

Head and Neck –
males

Head and Neck –
females

354
170

411
166

467
175

521
183

Oesophagus –males
Oesophagus -females

229
165

253
196

295
217

349
245

Colorectal – males
Colorectal –females

823
841

995
842

1166
854

913
884

Lung – males
Lung- females

1532
1086

1389
1226

1240
1266

1096
1279

Prostate –males 858 1069 1375 1806

Breast –females 1636 1900 2059 2232

Ovary -females 291 305 306 306

The opportunity for change

The West of Scotland Cancer Advisory Group is a large and complex group.  Its
membership was chosen to ensure that every part of the cancer system felt it had
the opportunity to influence services.  Over the next year or two, the regional system
will mature and membership may change.  At present, the philosophy underpinning
the work of the group is based on the question: what would an ideal cancer service
look like from the perspective of an individual receiving cancer care and their family?
For many people the goal of a high quality cancer service would be achieved if the
individuals had;

� access to a comprehensive and co-ordinated service, with the minimum of
waiting time;

� access to a reliable and consistent service providing the best possible outcomes
with minimum variation;

� confidence in the experience and training of those providing the services;
� a feeling that providers respected them, listened to them and advocated on their

behalf;
� an ability to ask questions and voice opinions comfortably, and to take the part

they wanted in decisions about their care;
� a clear understanding of their diagnosis and access to information to aid this

understanding;
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� awareness of treatment options and the risks and benefits associated with each;
� confidence that recommended treatments are appropriate, offering the best

chance of a good outcome consistent with personal preferences;
� a prospective plan of treatment and palliation;
� a health care professional responsible (and accountable) for organising this plan

in partnership with each individual;
� assurances that agreed upon national standards of quality care are met at their

site of care

Fundamentally this means providing patients with appropriate services in a
technically competent manner, with good communication, shared decision-making
and cultural sensitivity. This is a complex task since every organ in the body can
develop cancer and every specialty in medicine has a contribution to make to the
diagnosis and treatment of cancer.

Activity to Date

The major pressure facing Regional Cancer Advisory Groups over the past few
months has been to respond to the Executive’s needs for detailed spending plans for
the extra money announced by the Health Minister and which is to be targeted at
cancer services.  Meetings within Health Boards prioritised local bids and a small
sub-committee of the West of Scotland Cancer Advisory Group then took decisions
about competing bids from different Health Boards.  West of Scotland Boards agreed
a portfolio of initiatives to underpin regional services and each Health Board
identified its own local priorities.

In general, the agreed developments were aimed at some key areas:

� Expanding radiology and endoscopy services so that patients would be less
likely to wait for investigation and could start treatment earlier.

� Provision of extra medical, nursing and therapy staff to reduce waiting times
and improve the capacity of the system to deal with patients sensitively and
effectively by allowing doctors and nurses more time with patients.

� The targeting of oncology nurse specialist posts at different cancers.  The
benefits to patients from having senior nurses working closely with a defined
group of patients have proven to be enormous.  These nurses help pilot
patients along the patient journey and have proven their worth in terms of a
better patient experience.

� Enhanced pharmacy capacity.  Most cancer patients are treated with a
combination of surgery, radiotherapy and chemotherapy.  Expanded
radiotherapy capacity in the West of Scotland has already been provided
through work carried out under the auspices of the Scottish Cancer Group.
Chemotherapy services have grown enormously over the past few years and
were threatening to outstrip the capacity of local hospital pharmacies to
provide these toxic drugs in an environment appropriate for patients and staff.
Significant new investment in pharmacy equipment and in pharmacists will
greatly improve the ability of West of Scotland hospitals to deliver
chemotherapy to patients.
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FROM : Dr Charles Clark, Consultant in Public Health Medicine, NHS
Lanarkshire Board
West of Scotland Regional Cancer Advisory Group

TO : Health and Community Care Committee, Scottish Parliament

The West of Scotland Regional Cancer Advisory Group- a view from
Lanarkshire

Regional overview

NHS Lanarkshire is one of the five Health Boards which make up the West of
Scotland cancer network, which is formally brought together as the West of Scotland
Regional Cancer Advisory Group (WOSRCAG). The table shows that together, the
residents of Boards outside of Glasgow bear two thirds of the burden of cancer in the
West of Scotland.

Population New cancer
registrations
per annum

(1994-1998)

Cancer
deaths per

annum

(1996 –
2000)

Argyll and Clyde 425,600 2,220 1,319
Ayrshire and Arran 374,600 1,892 1,110
Forth Valley 277,600 1,324 777
Lanarkshire 562,400 2,447 1,480
Total ex. Glasgow 1,640,200 7,883 4,686

Greater Glasgow 9,06000 4,896 2,885

The West of Scotland Health Boards have disparate and distinctive populations,
each served by a set of services, including those for cancer. Rural issues and
accessing services in rural areas are important, particularly for Argyll and the islands,
rural Clydesdale and South Ayrshire. All Boards also have areas who are quite
distant from Glasgow but with all the disadvantages of urban deprivation. Travel
routes and in particular public transport do not always facilitate a centralist approach
to services.

Local strategy

Cancer strategy in Lanarkshire has developed under the guidance of its Cancer
Standing Committee chaired by the Board’s Director of Public Health. The
Committee draws together public health, Planning, hospital consultants, specialist
nurses, general practitioners, palliative care specialists, voluntary agencies and the
Local Health Council, representing the interests of patients. The Lanarkshire
Standing Cancer Committee makes the linkages with overall service development,
the local issues and the health plan. The Board’s strategy covers the key areas of
Cancer in Scotland: Action for Change -
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� Prevention
� Detecting and treating cancer early
� Providing rapid access to diagnosis and treatment
� Improving cancer treatment and care
� Palliative care
� Investing in staff and in technology

Investment of the cancer specific funds provided in the last year has covered all of
these aspects.

Local and Regional Relationships

NHS Lanarkshire has wide ranging representation on the West of Scotland Cancer
Advisory Group.
Both the local committee and the West of Scotland Group reflect similar
stakeholders, but within a short time WOSRCAG has been effective in bringing
together these interests across the region, so that common issues can be explored.
Managed Clinical Networks, collaborations of clinicians of different disciplines
working to achieve a consensus on clinical management and a universally high
standard throughout the region, are a strong influence on the development of care
locally and regionally. The networks, each of which has a focus around a particular
type of cancer (lung cancer, breast cancer etc.), are at different stages of
development and it is important that clinicians in peripheral hospitals see themselves
as equal partners.

Cancer investment

 Cancer in Scotland: Action for change marked the beginning of a step change in
investment in cancer care. The two phases of funding have enabled substantial
investment in services. Lanarkshire, as all health boards, found the short time scales
for raising and appraising proposals was demanding. Surrounding Health Boards
have also had concerns about the balance between investment in Regional Services
– all of which is expenditure in Glasgow hospitals – and investment in services
locally. It is expected that the WOSRCAG will provide a means of more thoroughly
appraising the regional proposals, but this cannot be effectively done without
adequate time.

Regional Oncology Service

Lanarkshire has features typical of the Health Boards surrounding Glasgow. The
three acute Hospitals – Hairmyres, Monklands and Wishaw General all provide
diagnosis and treatment of all of the major cancers - lung, colorectal cancer, breast,
upper gastro-intestinal, haematological, urological and gynaecological. Although
surgery is carried out locally, the spread of hospitals poses a problem for the
oncology service which has to try and provide specialist opinions across all of these
sites.  Currently oncologists come from the Beatson Oncology Centre and provide a
mix of general out-patient clinics, clinics specific to a particular cancer type (often
jointly with a local surgeon) and advice on in-patients. However, there is little
allowance for input into treatment - particularly into chemotherapy - and one of the
consequences of this is that only simple chemotherapy is being given delivered in
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Lanarkshire.  Yet at the same time over 700 patients were treated at the Beatson
Oncology Centre generating over 1300 inpatient episodes and nearly 2000 day case
episodes.  This excludes yet more patients who attended for outpatient
chemotherapy and radiotherapy. Thus Lanarkshire as a typical board is highly
dependent on the regional oncology service.
Yet patient’s experiences at the Beatson are not always good. When consulting
people about cancer services, a common complaint is the difficulty of accessing the
Beatson Oncology Centre, the problems with transport and the wait for treatment.
Some of that is going to be alleviated by the development of new facilities in
Glasgow but those distances will remain. As the West of Scotland finds a solution to
the provision of an effective, efficient and accessible specialist oncology service,
Boards outside of Glasgow believe that full account must be taken of the enthusiasm
and skills available in local Acute Hospitals to provide a much wider range of
chemotherapy than is currently done.
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FROM : Scottish Cancer Group

TO : Health and Community Care Committee, Scottish Parliament

CANCER IN SCOTLAND:  ACTION FOR CHANGE
IMPLEMENTATION PROGRESS JUNE 2002

Submission for Health and Community Care Committee 10 June 2002

a. National overview

1. Cancer in Scotland:  Action for Change was launched in July 2001 by the then
Minister for Health and Community Care, Susan Deacon, MSP.   To help implement the plan
and in particular to secure the changes needed to modernise and improve cancer services
£40m additional funding was made available over the three years to 2003-04.

2. Several immediate actions set out in Chapter 9 � Making It Happen - were required to
underpin the implementation of the plan:

� Restructuring of the Scottish Cancer Group (SCG) to better involve the voluntary sector
and patients in planning and decision making

� guidance to be issued to NHS Boards to establish three Regional Cancer Advisory Groups
(RCAGs)

� RCAGs to prepare their first annual investment plans to the Scottish Cancer Group who
in turn were required to  bring forward agreed plans by end September 2001

Progress

3. The restructured SCG met in its new form for the first time on 13 July 2001.   It has
since met 6 times, on 23 August, 14, September, 19 October and 14 December 2001 and on 1
March and 10 May 2002.   A Cancer in Scotland website has been set up which includes
SCG membership, meeting dates and minutes.  This can be accessed via
www.show.scot.nhs.uk/sehd/cancerinscotland

4. Guidance on the structure, function and working relationships of RCAGs was issued
to NHS Scotland Chief Executives on 13 September 2001 in NHS HDL (2001) 71.   This is
available from www.show.scot.nhs.uk

5. First annual investment plans for the year 2001-02 totalling £10.7m were confirmed
by the SCG in October 2001 and were published on 6 November 2001.   These plans included
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the recruitment of at least 130 additional staff and the purchase of additional imaging and
other related equipment.   Copies were placed in the Scottish Parliament�s Information Centre
(SPICE), Bib. No. 17445 and are available from
www.show.scot.nhs.uk/sehd/cancerinscotland    These plans are set out covering individual
chapters of Cancer in Scotland dealing with specific aspects of cancer services delivery as
under

� Chapter 4 � Rapid access to diagnosis and treatment
� Chapter 5 � Improving cancer treatment and care
� Chapter 6 � Palliative care
� Chapter 7 � Investing in our staff and in technology
� Chapter 8 � Supporting research and development
� Chapter 9 � Making it happen

6. In February 2002 the Minister announced a further £10m recurring, commencing from
1 March 2002-03.   Of that £2m was targeted specifically to help resolve the staffing and
other issues at the Beatson Oncology Centre (see below).   The remaining £8m was available
for RCAGs to include in their investment planning preparation.

7. Second year investment plans totalling £15m (additional) for the period 2002-03 were
again brought forward via RCAGs and confirmed by the SCG.   These were published on 23
May 2002.  Copies were again placed in SPICE (Bib. No. awaited) and are available through
www.show.scot.nhs.uk/sehd/cancerinscotland

Implementation Monitoring

8. The Scottish Executive committed to publishing progress reports on implementation,
six-monthly in the first instance.   The progress reports from each of the three RCAGs for the
period from November 2001 to end March 2002 are being published on 10 June 2002.  As
before, copies are being placed in SPICE and are available from the Cancer in Scotland
website link as noted at paragraphs 3, 5 and 6 above.

9. These reports show that progress has been limited to the 10 weeks running up to end
March, largely due to some difficulties experienced in the release of funds in many parts of
the country.    To coincide with the launch of the 2002-03 investment plans announced on 23
May, all NHSS Directors of Finance received simultaneous confirmation of actual
allocations.   Implementation should therefore be able to proceed immediately.   The next
progress report will be available in the autumn of 2002.

Clinical trials

10. The Minister for Health and Community Care confirmed on 25 March 2002 that £1m
was to be ring fenced to support increased patient involvement in clinical trials.   This is
made up as follows:

� £500,000 from the £25m additional investment in cancer services
� £250,000 from the Chief Scientist Office
� £250,000 support in kind from the Scottish Cancer Therapy Network

http://www.show.scot.nhs.uk/sehd/cancerinscotland
http://www.show.scot.nhs.uk/sehd/cancerinscotland
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11. Plans are in preparation to establish 3 Scottish cancer trials networks mapped on to
the three existing regional networks (RCAGs).   Arrangements are expected to be finalised
over the next few months and the research networks established by autumn 2002.

Other related actions

Open Forum and targeted Workshops

12. The first Cancer Open Forum was held on 30 October 2001.   More than 350
delegates drawn from across Scotland attended, including patients, voluntary sector and
NHSScotland staff from all professions and disciplines.  A full report of the Forum and those
of the 3 targeted workshops (two for regional managed clinical networks and one on clinical
trials/research) will be made available soon from
www.show.scot.nhs.uk/sehd/cancerinscotland

http://www.show.scot.nhs.uk/sehd/cancerinscotland
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SCG sub-groups

13. The Scottish Cancer Group has set up a number of standing and topic specific sub-
groups as follows.   Remits, memberships and minutes of meetings are all published through
the Cancer in Scotland website as above.

� Quality Improvement
� IM&T
� Genetics
� Patient Information
� Referral Guidance

14. The referral guidance group has recently completed its work, through publication of,
�Scottish Referral Guidelines for Suspected Cancer� which were issued to NHSScotland
under cover of NHS HDL (2001) 45 on 30 May 2002.   Local written protocols require to be
agreed among primary, secondary and tertiary care in accordance with the requirements of
the Clinical Standards Board for Scotland whose recently published reports on Breast,
Colorectal, Lung and Ovarian cancer services in Scotland noted that one of the challenges for
NHSScotland was the need for agreed local referral pathways and protocols.

15. Copies of the referral guidelines are available for downloading from the Cancer in
Scotland website.

Cancer Branch
Health Planning & Quality Division
Scottish Executive Health Department

June 2002
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CANCER IN SCOTLAND:  ACTION FOR CHANGE
IMPLEMENTATION PROGRESS JUNE 2002

Submission for Health and Community Care Committee 10 June 2002

b. West of Scotland/Beatson Oncology Centre

16. In early November 2001 three consultants resigned from the Beatson Oncology
Centre and a fourth tendered his resignation at the end of that month.   All four doctors cited
what they believed were intractable management and workload problems as the main reason
for their departure although there were also personal reasons surrounding most of the
resignations.

17. As a result of the collective impending departures specific targeted action was
required to minimise as far as possible the effect on patient care.   NHS Greater Glasgow
therefore agreed an action plan to address the various concerns and at the same time the
newly appointed Minister for Health and Community Care, Mr Malcolm Chisholm,
personally appointed Dr Adam Bryson as Medical Director responsible directly to the Chief
Executive of NHS Greater Glasgow for the interim management of the Centre and delivery of
the agreed action plan.

18. As part of the action plan, an expert advisory team was brought in to review the
position and to advise NHS Greater Glasgow on any further actions which might be required
to support clinical services for the future.  The team�s report was considered by the Board of
NHS Greater Glasgow at their meeting on 19 March 2002.   The Board considered that it was
premature to identify at that stage a target date by which the Minister might wish to consider
returning line management responsibility for the BOC to the North Glasgow Trust.   Further,
prior to making a recommendation to the Minister the Board wished to be satisfied that the
key recommendations from the action plan, including the principal recommendations from
the Expert Advisory Group, had been progressed materially.   Specifically, it was proposed
that the Board would wish to see definitive progress against the following five issues before it
made a formal recommendation to the Minister:

� The appointment of a Medical Director had been made with a hand over of
responsibilities from the Interim Director

� A demonstrable improvement had been achieved in the leadership, internal decision
making and internal communication arrangements within the BOC

� A cancer strategy for the West of Scotland had been finalised;  the target date for
completion of this work was September 2002

� The medical workforce had been stabilised with consultant numbers returned at least to
the level prior to the four resignations

� Material progress had been made in development of the full Business Case submission for
the phase II redevelopment at Gartnavel General Hospital.

Progress

19. Regular reports on progress in implementing the agreed action plan have been
published by NHS Greater Glasgow.
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20. The tripartite monitoring group involving representatives from the North Glasgow
Trust, NHS Greater Glasgow and the Scottish Executive has met on 3 occasions.   At each
meeting Dr Bryson has reported progress against the agreed action plan.   At its last meeting
on 1 May it was agreed that a revised action plan for 2002-03 would be drawn up to include
certain of the high level recommendations of the Expert Advisory Group not subject to
further consideration by the NHS Greater Glasgow Board.

21. The Beatson plan for the £2m targeted investment is included in the published 2002-
03 investment plans but is reproduced at Appendix 1 for ease of reference.   Progress will be
monitored similarly to the national investment plans, including publication of six-monthly
monitoring reports.

22. Progress with the procurement, installation and commissioning of replacement and
additional linear accelerators continues in line with the nationally agreed investment
programme which will see 2 additional machines at the BOC during this financial year.   The
first is expected to come on stream during July 2002 and the second over December/January
2002-03.    These additional machines will bring the total number up to 10.   Waiting times
for radiotherapy have reduced from a high of 7 to 8 weeks to their currently 3 to 4 week
average.

23. Insofar as the Phase II development at Gartnavel is concerned, the Minister for Health
and Community Care confirmed in February 2002 that public funding would be made
available to meet the capital costs of building the proposed new West of Scotland Cancer
Centre for which work would proceed on the preparation of a full business case by the end of
2002 with subsequent decisions confirmed by Easter 2003.

Cancer Branch
Health Planning and Quality Division
Scottish Executive Health Department

June 2002



Capital Revenue 

£'000 £'000
Medical Director (inc Secy Support) 120 Reduce waiting times by addressing bottlenecks in the service asap Isobel Neil
34 Nursing staff 1,100 Meet CSBS standards asap Isobel Neil
1 Upper GI CNS 32 Promotes equity of access asap Isobel Neil
1 Research Nurse link with Glasgow University 32 Improves quality of care asap Isobel Neil
1.5 Staff Grades 90 Improve the multi-disciplinary approach asap Isobel Neil

Radiographers: asap Isobel Neil
1 Counselling/Patient Info 26 asap Isobel Neil
1 Team Development 29 asap Isobel Neil
0.5 Electronic Data Transfer Post 14.5 asap Isobel Neil
1 Training & Development 26 asap Isobel Neil

Admin & Clerical: asap Isobel Neil
1 Deputy Health Records Manager 23 asap Isobel Neil
1 Training & Development Support 19.7 asap Isobel Neil
5 Secretarial Staff (A/L cover, Admin, IRMER, Physics etc) 77.8 asap Isobel Neil
2 Ward Clerks 23.2 asap Isobel Neil

PAMs: asap Isobel Neil
1 Speech & Language Therapist 23.5 asap Isobel Neil
1 Dietician 25.9 asap Isobel Neil
0.5 Physiotherapist 13.0 asap Isobel Neil
0.5 Occupational Therapist 13.0 asap Isobel Neil

1 Clinical Psychologist 30.2 asap Isobel Neil
Radiotherapy Physics asap Isobel Neil
1 Clinical Scientist 33.4 asap Isobel Neil
1 CPD/R&D 37.5 asap Isobel Neil
1 Chemocare Systems Manager 30.0 asap Isobel Neil
Transport 25.0 asap Isobel Neil
Gartnavel General - Picc Line Service 155.6 asap Isobel Neil

TOTAL 2,000

BUILDING CAPACITY

BEATSON ONCOLOGY CENTRE, GLASGOW

IMPLEMENTATION/INVESTMENT PLAN 2002-03
CANCER IN SCOTLAND:ACTION FOR CHANGE

Plan Responsible LeadTarget DatesMeasurable  Benefit/
Expected outcome

Page 1
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