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INTRODUCTION 

Needs assessment in cancer involves determining the most 

effective methods of obtaining the best care possible for the 

GGHB population now and in the future, in each area of cancer 

services from primary prevention to terminal care . 

The following has been prepared to help meet the Board's 

obliga t i on to prepare a statement of the care required for its 

residents to improve their health and specifically to identify 

areas where this is possible. As health depends on many factors 

outside the Board's control so health gain is an e x tremely 

complex concept . 

Even when health gain can be identified, it takes great 

determination to change established practice and considerably 

improved information systems than presently exist to determine if 

the desired improvements have taken place and are of genuine help 

to the population. 

Thus in this needs-assessment of cancer we have not attempted to 

be comprehensive. Rather, we have attempted to draw attention to 

those areas of cancer in which we believe 'health gain' is 

possible and offer suggestions on how to achieve it . 

Six areas for health gain have been chosen: 

o Improving Prevention 
o Earlier Diagnosis 
o Improving In- patient Treatment 
o The paradox of terminal care 
o Finding the consumer view 
o Inappropriate bed use 
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RECOMMENDATIONS AND CONCLUSIONS 

1 . Cigarette smoking is the major cause of cancer in Glasgow 
(page 7). 

Demography 

2 . GGHB provider units must attract patients from outside 
health boards (page 6) . 

3 . Cancer incidence will increase more in outside health boards 
than in GGHB (page 8) . 

4 . 63% of cancer cases in GGHB occur over the age of 65 
(page 6). 

Primary prevention 

5 . Health Promotion Department to concentrate on smoking 
cessation; help young people from starting; implement other 
primary prevention measures (page 9). 

Towards earlier diagnosis 

6 . A programme to encourage cancer patients to present earlier 
for diagnosis must be laid down now (page 12). 

7. Late presentation with cancer is a feature of deprivation 
(page 13) . 

Improving Treatment 

8. Overview 

9 . Information 

10. Lung cancer 

11. Colo-rectal 

12 . Breast 

Justification of a regional programme 
(page 14). 

This is unsatisfactory. Integrated 
computerised data collection systems based on 
stage and histopathology to be provided 
(page 15) . 

Improve provision of joint clinics; use 
agreed protocols, improve provision of 
palliative and terminal care (page 19). 

refer early; treat using specialist 
surgeons . Improve staging procedures 
(page 21). 

provide more 'open' clinics with full range 
of diagnostic facilities. Use protocols. 
Arrange more interdisciplinary input 
(page 24). 
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13 . 

14 . 

15 . 

16 . 

17. 

18. 

19. 

20 . 

21. 

22 . 

Stomach 
and 
Oesophagus 

Pancreas 

Ovary 

Bladder 
and 
Prostate 

Cervi x 

Melanoma 

Hodgkin's 
and 
Non-Hodgkin's 
Lymphoma 

Leukaemia 

Testicular 
Cancer 

Cancer and 
the aged 

specialist surgery provides new benefits from 
palliative techniques; use protocols; improve 
'terminal care policy (page 26) . 

Use specialist endoscopic techniques to 
improve palliation . 
Co-ordinate hospice care (page 29). 

Surgery must be carried out by specialist 
gynaecologists; the multidisciplinary team 
approach must be more widely applied. 
Protocols to be used at all treatment sites. 
Comprehensive and coordinated programmes for 
cancer services required (page 31) . 

standard protocols to be used at all 
treatment sites; use of combined clinics to 
be improved; support services require 
improvement. A specialist urological cancer 
service to be introduced (page 33). 

Screening programme to be improved to reach 
high risk patients. Specialist gynaecological 
surgery, radiotherapy and chemotherapy 
improve outcome (page 36) . 

A West of Scotland Melanoma clinic based at 
the Western Infirmary should be established. 
Campaigns targeting the public and GP's 
should be continued and expanded. Primary 
prevention campaigns for young people should 
be developed (page 38) . 

Collaboration between treatment centres to be 
encouraged further. Number of centres to be 
determined by number of patients treated. 
Use of protocols to be extended (page 40). 

Long established collaboration already exists 
on us of protocols. Agreement that this is 
the way to improve outcome (page 43). 

Role of specialist treatment is acknowledged . 
Deficiencies in CT, scanning services is 
noted. Public education to be improved 
(page 45). 

Rapid referral and support systems required . 
Better liaison with GP's and other community 
services needed. 
Education towards earlier diagnosis and 
better coordination of palliative and hospice 
services are priorities (page 47). 
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23 . Paradox o f 
Te rminal 
Care 

24. General 
Practice 

25 . Nursing 

26. Consumer 
View of 
Cancer 
Services 

27. Inappro
priate 
bed use 

Board should have a stated policy on terminal 
. ~are with appropriate s upport services. 
All recommendations towards helping those 
with terminal cancer to die at home if that 
is their wish (page 50) . 

GGHB to have a policy on cancer services . 
Responsibility for patient requires to be 
better defined; particularly in trials; 
specific training and resources for terminal 
care (page 54) . 

Insufficient trained specialist nurses . 
Future lies in education and provision of 
sufficient numbers of trained staff 
(page 55). 

Comments on amenity conflicts with those of 
policy unit. 
Communicating within medical profession to 
be improved; poor pre-diagnosis . 
Care post-diagnosis well appreciated. 
Further work needed (page 56). 

Some inappropriate use of acute beds for 
terminal care identified. Additional hospice 
beds quantified (page 61). 
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DEMOGRAPHY 
Projection of Cancer Incidence 

Despite the Board's resident population being in decline the 

numbers of cancers requiring treatment by the Board will increase 

by 6% per cent by the end of this century. In the rest of the 

West of Scotland this increase will be 27 per cent.* The load on 

regional services particularly radiotherapy will increase by 20\. 

It also emphasises the opportunity and need to expand other 

specialist services based in Glasgow to attract patients from 

other health boards and raised the question of a Regional 

Service. Also those who come to Glasgow for radiotherapy or 

chemotherapy may require other procedures (e.g. insertion of 

Hickman line) . The increases in cancer cases will mainly occur 

among those aged over 65 (Table 1). 

*This difference is mainly due to a projected increase of the population most at risk from cancer. 
Those aged 45 and over show an increase of 86,000 outside of GGHB compared with a decrease 
of 19,000 within the health board's area. 

Cancer and age 

1 in 3 of the population develop cancer at some time in their 

lives and 1 in 4 die of it. 63% of cancer cases in GGHB occur 

over the age of 65. In 1991, 67% of inpatient accommodation for 

cancer was for people aged 65 and over. 

Inequalities 

The Board's Health Strategy document draws attention to the 63 

post code sectors recognised as areas of urban deprivation within 

its boundaries. These relate to cancer in many ways ranging 

from the proportion of people who smoke to the proportion of 

those who survive the common cancers 5 years after treatment 

(Table II). 
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Smoking and Cancer 

It is sad to draw attention to Glasgow's retention of its 

unenviable reputation as the 'Lung Cancer Capital of the World' 

(the highest rates in males and females of 147 locations over 5 

continents where comparable data exists). 

In 1990 in the City of Glasgow, the incidence of lung cancer 

overtook that of breast cancer to become the commonest cancer in 

women. 

Cigarette smoking is responsible for at least 40% of cancer 

mortality in Glasgow. In males, up to 62% of cancer mortality is 

cigarette smoking related. 

The European Organisations Against Cancer have placed action 

against smoking at the top of their priorities; so have 30 

European Countries at the World Health Organisation conference on 

Cancer Policy in June 1992. 
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Table I 

PROJECTION OF CANCER INCIDENCE 

New Cases 

Male 

Female 

Total 

« 65) 

( 65 +) 

Cancer Incidence in GGHB residents 
projected to year 2001 

1986 1991 2001 

2666 2698 2818 

2652 2789 2982 

5318 5487 5800 

2022 1984 2083 

3296 3503 3717 

" age 
Increase· 

+4 

+7 

+6 

+5 

+6 

Cancer Incidence in the remainder of the West of Scotland 
residents projected to the year 2001 

New Cases 1986 1991 

Male 3890 4415 

Female 3902 4464 

Total 7792 8879 

( < 65 ) 3088 3346 

( 65 +) 4704 5533 

2001 

5689 

5607 

11296 

4051 

7245 

" age 
Increase· 

+29 

+26 

+27 

+21 

+31 

• increase in number of cases from 1991 to 2001 expressed as a 
percentage of 1991 total. 
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PRIMARY PREVENTION 

Reduction i n the i nc i dence of canc er can and will be obta i ned 

through primary p r evention ; stopping people smok ing , by improving 

diet, taking sensible precautions in the sun , and addressing the 

problem of occupational carcinogenesis in more detail . 

With the exception of the contribution of occupation to cancer, 

the major preventive measures are all covered by the Board's 

Health Promotion strategy and will not be referred to further 

with the exception of smoking cigarettes . 

The most cost effective measure to reduce the prevalence of 

cigarette smoking appears to be consultation with a General 

Practitioner. Clearly the Board must make further efforts to 

encourage General Practitioners to establish standards and 

achieve improvements in smoking cessation. 

General practitioners should be urged to find the prevalence of 

cigarette smokers in their practices as a base line for audit . 
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TOWARDS EARLIER DIAGNOSIS 
« 

Early diagnosis has long been an accepted principle of cancer 

control. The Cancer Advisory Group believe early diagnos i s 

improves outcome. Encouraging people to seek medical help when 

they experience signs or symptoms that may mean cancer is a 

strategy GGHB should pursue . 

This is supported by many findings . 

a . Data on survival from the West of Scotland cancer registry 

show a consistent survival advantage for patients from more 

affluent areas . This holds true for many cancers (Table II) 

and is likely to be a reflection of earlier presentation. 

b . In malignant melanoma early diagnosis followed by early 

treatment improves survival . 

c . Patients with cervical cancer from deprived areas present 

with more advanced disease than those from affluent areas. 

d. Stud ies on populations from Glasgow, Manchester and Leeds 

show that individuals in Manchester and Leeds know more 

about cancer than their equivalents in Glasgow and are more 

likely to comply with cervical screening. 

e. Breast cancer incidence is much greater in affluent than in 

deprived areas but mortality is the same in both . This is 

due to survival being considerably better in affluent areas 

than in deprived, strongly suggesting that this is related 

to stage of presentation . Indeed the Forrest Report 
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presents supportive evidence that earlier diagnosis produces 

benefit . 

f. Breast cancer has a high level of public awareness and 

public expectations of breast screening are considerable. 

Given the policy is in place, the opportunity should be 

taken, 

cervix, 

at screening clinics for cancers of the breast and 

to inform and influence women to spread messages 

about the advantages of early diagnosis. 

g. Testicular cancer is the most common cancer in the age group 

15-34 and also shows a striking difference in survival 

between affluent and non-affluent areas. Studies have shown 

that this too relates to earlier presentation. Glasgow 

should take a lead in preparing screening/educational 

programmes for this curable cancer . 

h. Genetic markers for common cancers such as breast, colon and 

ovarian cancer now exist. This development will increase 

the needs and potential benefits from screening. Glasgow 

should provide adequate resources for this, including 

clinical follow-up and genetic counselling services. 

i. There is evidence that older people with signs and symptoms 

that may mean cancer present later. This was true in the 

population study of the Glasgow versus Manchester and Leeds 

referred to earlier. This emphasises the importance of the 

policy of bringing people of every age earlier to treatment. 

11 



j . The Cancer Advisory Group believe that the best method of 

communicating messages concerning earlier diagnosis to the 

Greater Glasgow population would be to improve training of 

members of the Primary Health Care team on how to change the 

ways in which symptoms and signs of cancer are perceived 

leading to earlier presentation . 

This initiative should be associated with an app r opriate 

high profile campaign by the Health Promotion Department. 

k. At present General Practitioners are offered sessions by the 

West of Scotland Postgraduate Medical Education Committee in 

both Health Promotion and in Prevention. The Board has 

agreed to support projects by General Practitioners in areas 

of urban deprivation. Work is proposed in association with 

these projects to bring early presentation with cancer on to 

their agenda. The outcome will be a co-ordinated programme 

of professional and public education . 

1. Actions to promote earlier detection of cancer need to be 

taken in a variety of settings; 

a. Health Promotion Departments (GGHB) 

b . Screening Clinics 

c. GP Sub-committee of the Area Medical Committee and the 

West of Scotland Postgraduate Committee. 

d. Action at an intersectoral level by the Board 

e. Medical audit to cover the interface between general 

practice and hospital. 
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For c ommon cancer s , t he survival in r elat i o n t o deprivation 

categorie s is shown-in Table I I . 

Tab le II 

CANCERS WHERE SURVIVAL IS RELATED 
TO SOCIAL DEPRIVATION 

5 year s urviva l 
% 

Breast 

Melanoma 

Colon 

Testis 

N H Lymphoma 

Bladder 

Kidney 

Prostate 

Head / Neck 

Skin 

Deprivation cate gory 
Af f l u e nt Deprive d 

1 , 2 3 ,4 , 5 6 , 7 

58 51 48 

84 73 69 

40 35 34 

85 82 76 

58 45 42 

70 64 58 

41 38 32 

45 42 36 

46 46 37 

93 90 88 

Potential 
Improvement 
in Survival 

(GGHB) 

6 . 0% 

8.9% 

5 . 1% 

4 . 0% 

12 . 0% 

6 . 9% 

4.1% 

4 . 1% 

3.0% 

3.1% 

Thus, if the Board wishes to improve the outlook of the 

population in Glasgow, it must do so by helping them present 

early when they e x perience symptoms and signs which may mean 

cancer. If survival in the deprived areas was improved to that 

observed in affluent areas an additional 130 patients in GGHB 

would be *cured of cancer every year . 

*cured alive at 5 years . 
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IMPROVING CANCER TREATMENT 

IN GGHB 

OVERVIEW 

The following descriptions and statistics about cancer are not 
comprehensive but represent the majority of treatments for cancer 
at all sites. There is a clear trend towards specialisation, to 
the use of protocols, and much support for input of patients into 
clinical trials. 

If this approach is to be effective, all who participate in such 
activities must be consulted and have input to what is a 
programme for the care of cancer throughout GGHB. At present and 
in the future this programme will attract many patients for 
diagnosis and treatment from outside GGHB. 

Such a programme is justified because it gives equity of 
treatment to all who need it and protects patients against 
inappropriate therapy. 

with the present and continuing economic imperative to reduce 
costs and purchaser/ provider arrangements such a programme would 
have many benefits as each of the components of the programme 
require to be identified and referral practices agreed. 

Because all those who participate in such a programme would have 
to be consulted, the programme would have a major educational 
impact within and well beyond Glasgow and would serve as the 
basis for the evaluation of new therapies as they become 
available. 

Because of the many special areas of treatment mentioned 
consideration would have to be given to their use on a regional 
rather than a local basis. This would be administratively simpler 
to operate, hopefully cost effective and result in a better 
outcome for patients. 
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AN INFORMATION SYSTEM FOR CANCER 

Thus an integrated cancer data collection system must be 
developed to link cancer registry data with treatment and staging 
details and most importantly with the new computerised 
histopathology service. 

Unless information services are improved to define treatment and 
its outcome the Board will not know whether its efforts to 
improve treatment or to bring people earlier to diagnosis are 
effective . 

The Board's SMRI data are inadequate for this purpose. Too many 
items of information are not recorded concerning treatment 
details and morbidity of treatment. 

The Beatson Oncology Centre Computing Scheme does not record 
stage of presentation routinely. No routinely collected data set 
does so. 

The Stage of disease at presentation is the single most important 
variable in monitoring earlier diagnosis, determining treatment 
and interpreting improvements in outcome. 

If efficacy of treatment and comparison of different treatments 
are to be undertaken; site, histology, stage, treatment details, 
survival, morbidity of treatment must be adequately and 
accurately recorded. 

The development of protocols to achieve standard staging, 
treatment and assessment of cancer patients is now a priority in 
cancer services. 

Routine recording of these data is essential to medical audit and 
quality assurance as well as providing purchasers with 
information relating to the performance of provided services. 

A regional cancer data collection system is in place in the form 
of the Cancer Registry. The data available from this system have 
been used to audit the care of some tumour types. These have 
been the basis for some of the conclusions in this document. 
These would be more helpful if the above data had been availabl~ 
to point to reasons for the differences observed with more 
precision. 

This is essential for proper audit of cancer care and the 
development of more effective treatments for cancer patients. 
Future needs assessment and service planning require appropriate 
data if they are to be useful . 
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THE TABLES 

The volume of service the Board requires to purchase for GGHB 

residents has been measured using three data sets . 

1 . The West of Scotland Cancer Registry for the number of 

incident and prevalent cases for 1990. 

2 . MISD for the SMRl data giving the service the Board provided 

for in- patients in 1991 . (There are gaps in the procedure 

code in the SMR1 data ranging from 10-50% of potentially 

codable information). 

3. The Registrar General's (Scotland) for Mortality data for 

GGHB. 

The Cancer Registry Data are sufficiently accurate for 1990 . 

In addition, the Registrar General's Data are widely accepted . 

In 1991 in GGHB cancer accounted for 162,631 bed days with an 

average length of stay of 8 days. There were 5,339 incident 

cases and the prevalence of cancer within the Board's area is 

estimated at some 11,171 individuals. 

The following pages contain data and comment on some common and 

rare cancers representative of the total. 

Survival data for Scotland and GGHB are also included. 
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INTERPRETATION OF TABLES 

The statistics for the Beatson Oncology Centre are separate and 

exclusive of those of GGHB hospitals . The totals under each of 

the row and column headings are added together to make up the 

total SMRl data for cancer for GGHB. 

For leukaemia the totals for the Royal Infirmary are given 

instead of the Beatson Oncology Centre to illustrate the 

contribution of bone marrow transplantation. 

VALIDITY OF DATA 

Those termed 'surgical' procedures are considered reasonably 

reliable. 'Non-surgical' procedures may relate to anything from 

diagnostic procedures to blood transfusion and include 

chemotherapy. 'Terminal' is likely to be accurate as it accords 

with data from the Registrar General for each of the anatomical 

sites described. 

Specialty groupings are of quite doubtful validity, e.g. 

Haematology is not recognised in the GGHB statistics. For 

example in the most recent MISD statistics Haematology is 

described as only being carried out at the Royal 

Stobhill whereas it is undertaken at all of 

hospitals. 

17 
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The comments on many of the cancers at specific anatomical sites 

suggest implicitly or explicitly that protocols, guidelines, the 

increasing need for specialist opinion and often treatment is 

required for these and many other cancers. There is evidence 

this approach confers benefit. For example it is now considered 

inappropriate for childhood tumours to be treated outside 

specialist centres. 

There is also evidence that joint specialist clinics confer 

survival advantage emphasising their future vital role. 
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LUNG CANCER 

CURRENT CLINICAL SITUATION 
Lung cancer is a very common problem in Glasgow and the West of 
Scotland. The burden of diagnosis by fibreoptic bronchoscopy 
falls largely on the Chest Physicians and this forms a large 
component of their practice. Ten per cent of patients are 
suitable for surgery with curative intent and need referral to 
Cardiothoracic surgeons for complete staging before surgery. 

Patients with small cell lung cancer (15% approximately) need 
chemotherapy at present mainly given by Chest Physicians. Only 
20 or so patients a year are suitable for potentially curative 
radical radiotherapy (RT) but a large proportion of the remainder 
(500-600 a year) need palliative radiotherapy to primary or 
metastatic disease. There is at present no routine place for 
chemotherapy inpatients with non - small cell lung cancer outside 
clinical trials. The burden of follow-up and terminal care falls 
mainly on GPs and Chest Physicians with back-up from Hospices. 

PROSPECTS FOR PREVENTION 
As the majority of lung cancers are tobacco-related there should 
be good prospects for prevention. However there seem to be 
difficulties in getting the Health Education message across 
especially to young people, and any major change in smoking 
habits is not likely to have a large impact on lung cancer 
incidence for at least twenty years. 

EARLY DIAGNOSIS 
There is no evidence that screening for lung cancer is possible 
or appropriate . Health education may lead to earlier 
presentation but is unlikely to have a great impact on eventual 
morbidity or mortality. 

IMPROVING TREATMENT 
Improvement in diagnostic facilities, especially access to CT 
scanning, should lead to a shorter time from presentation to 
surgery for operable patients with a corresponding increased 
chance of cure. 

Patients with Small cell lung cancer should be treated according 
to agreed protocols by clinicians experienced in chemotherapy and 
there is scope for improving the survival of those suitable for 
intensive, potentially curative, regimes and for establishing 
effective but minimally toxic regimes for the remainder. 

The wider provision of jOint clinics with chest physicians, 
Oncologists and perhaps Cardiothoracic surgeons and Palliative 
Care Physicians should lead to improvements in overall 
decision-making and care. 

Increasing the provision of Hospice care in the city will improve 
the lot of the large majority of lung cancer patients who die of 
their disease. In 1991 - 429 patients (35% of the number of new 
cases) died in hospital a large proportion of these would 
probably have been more appropriately cared for in a hospice. 

Fergus MacBeth 

19 



Inpatient usage by cancer patients resident in GGHB and 
to GGHB hospitals in 1991 LUNG (ICD9 162 

admitted 
) 

Number of new cases expected in GGHB in 1991 
( in persons aged 75 and over = 365 (30%) ) 

GGHB hospitals 

Total Total Average 
no of bed length 

admissions days of stay 

Procedure 

Surgical 127 1430 11.3 

Non-surgical 1816 15546 8.6 

'Te rminal' 429 7395 17.2 

SI2ecia1ty 

Gen Med 936 9077 9.7 

Resp Med 902 7151 7.9 

Radi o /Med Onc 

Other 534 8143 15.2 

Total 2372 24371 10.3 

5 year survival GGHB 4% 

Scotland 5% 

20 
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Beatson Oncology Centre 

Total Total Average 
no of bed length 
admis days of stay 

2 42 21.0 

343 2262 6.6 

41 390 9.5 

386 2694 7.0 

386 2694 7.0 



COLON- RECTUM 

THE PRESENT POSITION 
Typically there is substantial delay between onset of symptoms 
and diagnosis. The results of treatment are poor due to the 
advanced nature of the disease at the time of diagnosis . Only 
half the patients diagnosed are amenable to "curative" surgery . 
The remaining patients have obvious disseminated disease or 
locally invasive tumour . Of those patients undergoing apparently 
"curative" resection, only 50% survive 5 years . The majority die 
from spread to the liver undetected at the time of surgery . 

Analysis of outcome shows that there are significant variations 
in the incidence of post operative complications, post operative 
mortality rates and survival of patients treated by different 
surgeons . 

PROSPECTS FOR PREVENTION 
Dietary factors probably contribute to the common occurrence of 
this tumour; family history is also important. 

EARLY DIAGNOSIS 
At present, population screening is not feasible. 

IMPROVING TREATMENT 
There is good evidence that pre-or post-operative radiotherapy 
significantly reduces the incidence of local recurrence following 
surgery for rectal cancer. 

There is also increasing evidence that adjuvant chemotherapy can 
reduce recurrence and prolong survival. 

At present, many patients do not receive palliative therapy for 
recurrent or advanced disease although pelvic irradiation, 
systemic chemotherapy, laser therapy and regional therapy for 
patients with liver metastasis have all been shown to be 
effective . 

FUTURE PLANS 
Substantial reductions in mortality could be achieved by 
implementing the following measures:-

1. Earlier referral and treatment. 

2 . Surgery should be undertaken by surgeons with an interest in 
colorectal surgery or surgical oncology . A recent analysis of 
outcome shows that there is a threefold difference in survival 
following curative resection. It is estimated that if surgery 
were undertaken by specialist surgeons then an additional 29 
patients per annum would survive 5 years . 

3. Proper staging procedures : new techniques can identify 
patients with occult disseminated disease who would be suitable 
for adjuvant therapy . Adoption of these techniques would have 
implications for the radiology services . 
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4. Suitable patients should be referred for adjuvant 
radiotherapy and chemot0erapy. There is now good evidence that 
appropriate adjuvant fherapy reduces mortality by a third in 
patients with locally advanced tumours. Adoption of this policy 
would have implications for oncology services. 

5. Patients with primary inoperable, locally recurrent or 
disseminated disease should be referred to centres with the 
expertise to provide appropriate palliation . If these patients 
received appropriate therapy it is likely to reduce the 
requirements for terminal care. 

6. Screening families of patients with colorectal cancer. 

Colin McArdle 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 199~ COLORECTAL (ICD9 153,154) 

Number of new cases expected in GGHB in 1991 = 569 
( in persons aged 75 and over = 246 (43%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 
Surgical 516 9036 17.5 7 

Non-surgical 731 6698 9.2 243 

'Terminal' 130 3854 29.6 3 

S2ecialty 

Gen Surg 1034 13776 13.3 

Gen Med 170 945 5.6 

Radio / Med Onc 253 

Other 173 4867 28.1 

Total 1377 19588 14.2 253 

5 year survival GGHB 26% 

Scotland 30% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

70 10.0 

1014 4.2 

72 24.0 

1156 4.6 

1156 4.6 



BREAST 

CURRENT CLINICAL SITUATION 
Breast cancer is presently managed in GGHB either through 
dedicated Breast Clinics or general surgical clinics. 
Multidisciplinary diagnostic Breast Clinics and multidisciplinary 
follow-up clinics are now established but not in all GGHB 
Hospitals . 

Primary breast cancer is managed by either lumpectomy or 
mastectomy with axillary surgery. Lumpectomy is normally 
combined with post-operative radiotherapy. 

PROSPECTS FOR PREVENTION 
These exist. There is evidence that the drug Tamoxifen may 
reduce incidence but a national trial of preventive therapy has 
yet to be implemented. 

EARLY DIAGNOSIS 
Screening for breast cancer is of proven value and provided 
through the National Breast Screening Programme for women aged 
50-64 . 

Under national guidelines and with agreement of Health Boards 
the management of all non-palpable screen detected lesions is by 
specialist teams associated with each screening Unit. Thus a 
considerable workload from outside Health Boards falls on both 
Western and Victoria Infirmaries. 

IMPROVING TREATMENT 
Recent evidence suggests strongly that all patients with primary 
breast cancer be considered for adjuvant drug treatment with 
hormones or chemotherapy. Management should be multidisciplinary 
involving radiotherapists and medical oncologists as well as 
surgeons. Patients and staff need support by nurse counsellors 
and chemotherapy nurses . 

Sufficient protocols will soon be available through the National 
Trials organisation to enter all patients into a study protocol. 

Improved links are required with terminal care facilities within 
the city. 

THE FUTURE 
Patients with breast disease should be managed through dedicated 
breast clinics. Ideally, the Board's breast clinics should be 
'open' with a full range of diagnostic facilities. This will 
allow diagnosis to be made at the first visit and speed-up 
further investigation and treatment . 

All patients should be managed by defined protocols and wherever 
possible entered into national trials. Treatment within 
specialist units with interdisciplinary input from both 
radiotherapists and medical oncologists will result in better 
patient outcome. 

Follow-up and management of recurrent disease of breast cancer 
patients must be similarly interdisciplinary . 

David George 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 199~ BREAST (ICD9 174) 

Number of new cases expected in GGHB in 1991 = 539 
( in persons aged 75 and over = 133 (25%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 

Surgical 556 3692 6.6 2 

Non-surgical 598 5297 8.9 935 

'Terminal' 64 4411 68.9 9 

Sl2ecialty 

Gen surg 773 5303 6.9 

Gen med 311 1897 6.1 

Radio / Med Onc 946 

Other 134 6200 46.3 

Total 1218 13400 11.0 946 

5 year survival GGHB 53% 

Scotland 56% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

43 21. 5 

2143 2.3 

91 10.1 

2277 2.4 

2277 2.4 



STOMACH AND OESOPHAGUS 

CURRENT SITUATION 
Patients with stomach and oesophageal cancer present late. Just 
under one half of gastric cancer and one third of oesophageal 
cancer patients are suitable for curative treatment which is 
primarily surgical. 5 year survival rates for both are 
approximately 5%. Better results for both tumours have been 
found at centres with experience of dealing with larger numbers 
of patients. Better pre-operative assessment using CT, 
ultrasound and laparoscopy to determine staging will improve 
results and prevent patients receiving unnecessary surgery . 

PREVENTION AND EARLY DIAGNOSIS 
Recognition of symptoms (e.g. difficulty in swallowing) should be 
included in programmes of community eduction. 

Screening for gastric cancer on a low risk population is not 
financially viable . Cigarette smoking and alcohol intake are the 
major risk factors for oesophageal cancer and offer great scope 
for intervention. Certain sub groups of patients with known pre 
malignant conditions (e . g. previous peptic ulcer surgery, 
pernicious anaemia) and older people with a short dyspeptic 
history may benefit from regular endoscopic surveillance 

IMPROVEMENTS IN TREATMENT 
These will require controlled trials involving different 
combinations of multimodality treatment for both gastric and 
oesophageal cancer. These will best be carried out in Units with 
access to specialists in the different modalities of treatment. 

Many patients undergo palliative treatment and there are a number 
of non- surgical procedures; intubation, laser recanalisation 
radiotherapy and occasionally chemotherapy which improve the 
outcome and quality of life for patients at this stage. These 
are better carried out at specialist units. Better communication 
with hospices is also required. 

FUTURE DEVELOPMENTS 
These lie in the field of adjuvant chemotherapy for selected 
patients usually in combination with surgery. Photodynamic 
therapy (the application of photo sensitive drugs expos~d to 
certain wavelengths of laser light) and better use of methods of 
palliation using multimodality approaches. These will be 
optimally applied in Units with the experience interest and 
expertise to deal with such problems as may arise . 

John Anderson 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 STOMACH (ICD9 151 ) 

Number of new cases expected in GGHB in 1991 = 217 
( in persons aged 75 and over = 78 (36%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 
Surgical 99 1843 18.6 1 

Non-surgical 318 2855 9.0 55 

'Terminal' 54 1771 32.8 1 

S2ecialty 

Gen Surg 320 3773 11.8 

Gen Med 102 871 8.5 

Radio / Med Onc 57 

Other 49 1825 37.2 

Total 471 6469 13.7 57 

5 year survival GGHB 6% 

Scotland 8% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

11 11.0 

115 2.1 

10 10.0 

136 2.4 

136 2.4 



Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 OESOPHAGUS (ICD9 150 ) 

Number of new cases expected in GGHB in 1991 = 145 
( in persons aged 75 and over = 53 (37%) ) 

GGHB 

Total 
no of 

admissions 

Procedure 
Surgical 116 

Non-surgical 363 

'Terminal' 49 

Specialty 

Gen Surg 424 

Gen Med 28 

Radi o / Med Onc 

Other 76 

Total 528 

5 year survival GGHB 

Scotland 

hospitals 

Total 
bed 

days 

1295 

2766 

759 

3608 

322 

890 

4820 

3% 

5% 
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Beatson 

Average Total 
length no of 
of stay admis 

11. 2 1 

7.6 36 

15.5 3 

8.5 

11. 5 

40 

11. 7 

9.1 40 

Oncology Centre 

Total Average 
bed length 

days of stay 

17 17.0 

347 9.6 

21 7.0 

385 9.6 

385 9.6 



PANCREAS 

PRESENT POSITION 
Adenocarcinoma of the pancreas remains an almost universally 
fatal condition. The prognosis is not quite so bleak for some of 
the rare tumours of the pancreas where appropriate surgical 
resection can produce 10~d term survival. 

PROSPECTS FOR PREVENTION 
A review of all published data concludes that there is support 
for an association between cigarette smoking and pancreatic 
carcinoma. No other aetiological factor has been reliably 
identified. 

EARLY DIAGNOSIS 
Early diagnosis of pancreatic cancer is crucial but is frequently 
hampered by the late development of clinically relevant symptoms. 
When the diagnosis is made palliative management is usually the 
only option. 

Early diagnosis depends upon clinical awareness, high quality 
ultrasonography, CT scanning and specialised diagnostic 
techniq~es. Early diagnosis of pancreatic cancer is particularly 
effective in centres specialising in the management of this 
condition. 

IMPROVING TREATMENT 
Surgical resection remains the only chance of cure for the small 
number of patients with early disease. It is now well 
documented that when pancreatic resection is carried out in a 
specialist centre a low post operative mortality can be expected. 

A significant improvement in the palliation of the obstructive 
jaundice with which pancreatic cancer frequently presents has 
been noted over the last few years. We are now seeing a 
significant move from open surgery to non-invasive procedures. As 
a result a significant reduction in in-patient stay has been 
documented along with an improvement in short term quality of 
life for the patient. These endoscopic procedures should only be 
carried out in specialist centres with a high throughput of 
patients. 

Terminal care is clearly an important issue for patients with 
pancreatic cancer. Home support services and hospice 
accommodation are frequently required and a more co-ordinated 
approach to the patient with unresectable pancreatic cancer is 
called for. 

W.R. Murray 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 199,1 PANCREAS (ICD9 157 ) 

Number of new cases expected in GGHB in 1991 = 118 
( in persons aged 75 and over = 52 (44%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 
Surgical 50 861 17.2 

Non-surgical 103 1000 9.7 18 

'Terminal' 32 459 14.3 

S2ecialty 

Gen Surg 116 1767 15.2 

Gen Med 56 452 8.1 

Radio/Med Onc 18 

Other 13 101 7.8 

Total 185 2320 12.5 18 

5 year survival GGHB 2% 

Scotland 3% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

167 9.3 

167 9 . 3 

167 9.3 



OVARY 

THE CURRENT SITUATION 
Effective therapy depends on good primary surgery and follow up 
chemotherapy . Data from the USA and from the West of Scotland 
have shown that specialised and aggressive surgery followed by 
coordinated high dose chemotherapy in centres using and 
cooperating over approved protocols, achieves the best survival. 
These coordinated programmes make best use of available 
resources, as well as taking into account quality of life issues. 
These are particularly important in cancer patients with a 
relatively poor prognosis. 

PREVENTION AND EA"RLY DIAGNOSIS 
No proven preventive measures exist. 
diagnosis are limited. 

IMPROVING TREATMENT AND THE FUTURE 

Prospects for early 

The surgery required for many patients is inappropriate for non 
specialist trained gynaecologists. Referral to appropriate 
departments must be encouraged. The identification of patients 
suitable for such referral depends on local diagnostic 
facilities, in particular, ultra sound. Even so some patients 
may need to be referred centrally to joint clinics for decision 
on further surgery. Assessment of treatment in specialist 
centres should be by a team including a gynaecological 
oncologist, medical oncologist and radiation oncologist with 
support from nursing and psychology colleagues experienced in 
helping the cancer patient through the difficulties of treatment. 
Chemotherapy should always be given in accordance with proven 
protocols. These protocols should be sufficiently flexible to 
minimise inconvenience to patients and maximise the possibility 
of patients living far from specialist centres receiving 
treatment locally but still subject to centralised audit. 

Evidence is now at hand which shows that treatment by a 
gynaecologist followed by assessment at a centralised jOint 
clinic improves 5 year survival by 6 per cent. If all patients 
in the West of Scotland were offered this treatment 20 additional 
women each year would survive 5 years. 

Jonathan Davis 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 OVARY (ICD9 183) 

Number of new cases expected in GGHB in 1991 = 114 
( in persons aged 75 and over = 34 (30%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 

Surgical 85 1234 14.5 2 

Non-surgical 162 1582 9.8 244 

'Terminal' 23 441 19.2 6 

SI2ecialty 

Gynaeeo1ogy 197 2017 10.2 

Gen surgery 36 475 13.2 

Radio/Med One 252 

Other 37 765 20.7 

Total 270 3257 12.1 252 

5 year survival GGHB 19% 

Scotland 26% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

36 18.0 

382 1.6 

35 5.7 

452 1.8 

452 1.8 



BLADDER AND PROSTATE 

INTRODUCTION 
Treatment of these tumours is a large part of the urological 
workload and likel y to increase wit h a n ageing population . 
All urologists are also involved in impor tant non-cancer related 
work, and there is a trend towar ds subspecial isat ion . 

CURRENT SITUAT ION 
Considerable variations in practice in key areas of management 
e x ist, and may be detrimental . All radiothe r apists currently 
treat some bladder and prostate tumours . Some centralised 
urological referral takes place mainly via Beatson Oncology 
Centre . A fortnightly combined urology/ radiotherapy clinic 
mainly deals with advanced prostate cancer . Two Glasgow 
urologists perform radical prostatectomy for early carcinoma . 

PROSPECTS FOR PREVENTION 
Reduction in smoking : occupational health measures. 

EARLY DIAGNOSIS 
There is a need for agreement between urologists and GP's on a 
system for prompt investigation of haematuria for impleme ntation 
throughout GGHB . Prostate cancer screening is controversial. A 
possible simple screening test is available but unproven. 

I MPROVING TREATMENT 
Contracts for urological cancer should specify standard treatment 
protocols in specific areas . Possibly not all urologists will 
wish to treat cancer . All radiotherapy/chemotherapy by dedicated 
specialist team, with urological back-up for combined pre, post 
treatment assessment, and agreed policies for primary surgery, 
combination treatment and salvage surgery. Radical surgery for 
bladder and prostate cancers should be performed in Specialist 
Centres. Combined clinics appropriate; all patients with 
relapsed prostatic carcinoma may best be so managed . 

SUPPORT SERVICES 
Dedicated urological pathologists and regular working meetings . 
On site access to CT scanning , transrectal and general 
ultrasound, MRI, nuclear medicine, with good communication . 
Interventional radiology . Stoma nursing. 

POINTERS TO FUTURE 
Specialised urological oncology service (2 or more urologists) 
working in or closely with Beatson Oncology Centre, to act as 
referral centre and develop and coordinate treatment protocols. 

OTHER COMMENTS 
Urological management of complications of other cancer sites -
ureteric obstruction, urinary fistulae etc. 

Dav id Kirk 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 BLADDER (ICD9 188) 

Number of new cases expected in GGHB in 1991 = 270 
( in persons aged 75 and over = 93 (34%) ) 

GGHB 

Total 
no of 

admissions 

Procedure 

Surgical 558 

Non-surgical 354 

'Terminal' 29 

SEecialty 

Urology 846 

General surgery 46 

Radio/Med Onc 

Other 49 

Total 941 

5 year survival GGHB 

Scotland 

hospitals 

Total 
bed 

days 

3216 

1803 

1618 

4421 

374 

1842 

6637 

43% 

48% 

34 

Beatson 

Average Total 
length no of 
of stay admis 

5.8 2 

5.1 82 

55.8 6 

5.2 

8.1 

90 

37.6 

7.1 90 

Oncology Centre 

Total Average 
bed length 

days of stay 

42 21.0 

648 7.9 

99 16.5 

789 8.8 

789 8.8 



Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 199~ PROSTATE (ICD9 185) 

Number of new cases expected in GGHB in 1991 = 223 
( in persons aged 75 and over = 104 (47%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 

Surgical 220 2065 9.4 2 

Non-surgical 294 2551 8.7 55 

'Terminal' 58 946 16.3 3 

SI2ecialty 

Urology 405 3540 8.7 

Gen surg 45 154 3.4 

Radio / Med Onc 60 

Other 122 1868 15.3 

Total 572 5562 9.7 60 

5 year survival GGHB 27% 

Scotland 30% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

60 30.0 

589 10.7 

205 68.3 

854 14.2 

854 14.2 



CERVIX 

CURRENT SITUATION 
About 200 new cases of cervical cancer are treated in GGHB 
hospitals annually . Two thirds of these patients originate 
outwith GGHB. Less than 25% of patients are suitable for 
surgical treatment, the remainder are treated by radiotherapy. 
More than half the patients treated are cured . Published results 
from the Beatson Oncology Centre compare favourably with other 
international series. 

• PROSPECTS FOR PREVENTION 
Cancer of the cervix is associated with both male and female 
sexual behaviour. Effective prevention would require life style 
changes through education. 

EARLY DIAGNOSIS 
Pre-cancer of cervix and asymptomatic early tumours can be 
detected by exfoliative cytology (cervical smears). Further 
efforts must be made to reach high risk patients (aged over 45 
and less affluent) who may never have had a cervical smear. 

IMPROVED TREATMENT 
Treatment by a specialist gynaecological surgeon improves cure 
rates by 10%. Radical hysterectomy should only be carried out in 
one or two hospitals. Radiotherapy and chemotherapy should be 
carried out by a specialist team at the Beatson Oncology Centre. 
Closure of Belvidere hospital and the concentration of facilities 
on the Western Infirmary site would increase overall efficiency . 

POINTERS FOR THE FUTURE 
Neo-adjuvant chemotherapy, measurement of individual patient's 
tumour radiosensitivity and other new techniques may bring about 
a modest but worthwhile increase in cure rates in the next 
decade . 

Paul Symonds 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 CERVIX (ICD9 180 ) 

Number of new cases expected in GGHB in 1991 = 79 
( in persons aged 75 and over = 7 (9%) ) 

GGHB hospitals Beatson Oncology Centre 

Total Total Average Total Total Average 
no of bed length no of bed length 

admissions days of stay admis days of stay 

Procedure 

Surgical 55 510 9.3 5 53 10.6 

Non-surgical 185 641 3.5 133 759 5.7 

'Terminal' 11 132 12.0 1 5 5.0 

S12ecialty 

Gynaecology 223 1040 4.7 

Urology 10 89 8.9 

Radio / Med Onc 139 817 5.9 

Other 18 154 8.6 

Total 251 1283 5.1 139 817 5.9 

1 Geriatric long stay patient (l.o.s. 647 days) excluded 

5 year survival GGHB 47% 

Scotland 54% 
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MELANOMA 

CURRENT CLINICAL SITUATION 
In the west of Scotland"the incidence of melanoma rose by 80% in 
the decade 1979-1989 . Melanoma-related mortality also rose 
overall but much less steeply . These trends are similar to those 
seen in all other parts of the world and reflect a rising 
incidence referred to in some quarters as the epidemic of 
melanoma, but with earlier diagnosis in general leading to 
improved survival . At presen t melanoma is one of the most 
rapidly increasing solid tumours . The sex ratio is 2 females : 1 
male, and the age-related incidence r ises considerably a f te r 
puberty. In the West of Scotland there is a a more rapid rise in 
incidence in those over 65, particularly in males . The only 
effective therapy is early surgery . Nowadays this can be 
relatively local and the great majority of melanomas can now be 
excised as day cases . 

PREVENTION 
The major factor in the aetiology of melanoma is intermittent 
exposure of unacclimatised white skin to incident UV . Studies of 
migrants indicate that the stepwise progression to frank 
malignancy begins in the first decade of life although frank 
melanoma may not develop for 20 years after . Education of 
mothers of young children on the hazards of burning sun- exposure 
should therefore be an effective but essentially long-term 
preventive strategy. 

EARLY DIAGNOS I S 
Educational programmes in the West of Scotland have been 
effective in encouraging earlier diagnosis and treatment in women 
but less so in men. At present Scotland is the only country in 
the world in which an actual fall in melanoma related mortality 
is recorded after educational campaigns . Early diagnosis will 
also reduce treatment-related morbidity as only minor surgical 
therapy is needed . It is also cost-effective as it can be 
carried out as an out-patient or day-case procedure . 

IMPROVING TREATMENT 
At present the only curative approach to melanoma is surgical 
excision of the primary tumour. Chemotherapy of all types 
including isolated limb perfusion is only palliative. 
Nevertheless Glasgow has a good record of clinical trials 
participation and organisation. Dermatology collaborates with 
WHO, EORTC Melanoma Group and the Scottish Melanoma Group, and 
Oncology collaborates with the EORTC Early Clinical Trials Group. 

POINTERS FOR THE FUTURE 
(i) Consideration of establishing formally a West of Scotland 
melanoma clinic based in the Western Infirmary . This should 
improve both early diagnosis and initial management. At present 
this is suboptimal in some parts of the West of Scotland . 

(ii) Continue and extend publicity campaigns for both the public 
and family doctors . Aim the public information particularly at 
males and older adults . 

(iii) Develop pilot primary prevention campaigns aimed at 
mothers with young children. 

Rona M. MacKie 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 MELANOMA (ICD9 172) 

Number of new cases expected in GGHB in 1991 = 88 
( in persons aged 75 and over = 18 (20%) ) 

GGHB 

Total 
no of 

admissions 

Procedure 

Surgical 88 

Non-surgical 41 

'Terminal' 5 

Sl2ecialty 

Dermatology 47 

Plastic surgery 44 

Radio/Med Onc 

Other 43 

Total 134 

5 year survival GGHB 

Scotland 

hospitals 

Total 
bed 

days 

450 

178 

192 

114 

237 

469 

820 

64% 

70% 

39 

Beatson 

Average Total 
length no of 
of stay admis 

5.1 

4.3 22 

38.4 

2.4 

5.4 

22 

10.9 

6.1 22 

Oncology Centre 

Total Average 
bed length 

days of stay 

45 2.0 

45 2.0 

45 2.0 



HODGKIN'S AND NON-HODGKIN'S LYMPHOMAS 

CURRENT SITUATION 
The number of new cases' of Hodgkin's disease within the Greater 
Glasgow Health Board is small. A significant percentage of 
patients with Hodgkin's disease are found in the younger age 
group. Appropriate therapy is critical and the potential for 
cure high. Hodgkin's disease therefore is biologically and 
economically an important cancer despite its relative rarity. 
The gap between incidence and mortality continues to increase in 
Glasgow and the West of Scotland. Non-Hodgkin's lymphomas occur 
with considerably greater frequency although still relatively 
rare. Within the category non-Hodgkin's lymphoma a wide variety 
of histological types exists with major differences in biological 
behaviour, therapeutic needs and outcome. The more aggressive 
non-Hodgkin's lymphomas are potentially curable. 

PREVENTION AND EARLY DIAGNOSIS 
No practical measures yet available. 

IMPROVEMENTS IN TREATMENT AND THE FUTURE 
With the complexity in pathological diagnosis, immunological 
marking, clinical assessment, therapy and an increasing 
requirement in some incidences for bone marrow transplantation 
centres should be identified for the treatment of lymphomas . 

These centres should have the requisite pathological and clinical 
expertise to provide the optimum chance of potential cure and 
benefit to patients. A significant majority of lymphomas are 
treated by haematologists, in others by oncologists both medical 
and radiotherapy, or by physicians with a special interest. The 
number of centres will be determined by the number of patients 
treated. 

It is essential that the centres treating such patients should 
cooperate closely and treat patients within designated protocols 
either local, national or international. This will lead to 
improved overall care and better outcome of therapy. 

The correct provision and identification of limited centres, 
particularly where additional expertise such as bone marrow 
transplantation occurs, represent a focus for cross boundary 
referral. More than 50% of patients come from outside the 
Greater Glasgow Health Board area currently in one such centre . 

Mike Soukop 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 HODGKIN'S DISEASE (ICD9 201) 

Number of new cases expected in GGHB in 1991 = 18 
( in persons aged 75 and over = 1 ( 6%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 

Surgical 3 74 24.7 

Non-surgical 329 982 3.0 11 

'Terminal' 2 24 12.0 

SI2ecialty 

Gen Med 259 800 3.1 

Haem 48 110 2.3 

Radio / Med Onc 11 

Other 27 170 6.3 

Total 334 1080 3.2 11 

5 year survival GGHB 60% 

Scotland 62% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

58 5.3 

58 5.3 

58 5.3 



Inpatient usage by cancer patients r esident i n GGHB and admitted 
to GGHB hospitals in 1991 - NON-HODGKIN'S LYMPHOMA (ICD9 200 ,20 2 ) 

Number of new cases e xpected in GGHB in 1991 = 142 
( in persons aged 75 and over = 36 (25%) ) 

GGHB hospitals Be atson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 

Surgical 45 467 10. 4 7 

Non-surgical 846 4372 5 . 2 99 

'Terminal' 33 1168 35 . 4 2 

S2ecialty 

Gen Med 629 3540 5 . 6 

Haematology 140 309 2 . 2 

*Radio/ Med One 108 

Other 135 2158 16 . 0 

Total 924 6007 6 . 5 108 

5 year survival GGHB 33% 

Scotland 36% 
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Oncology Centre 

Tota l Ave r a ge 
bed length 

day s of stay 

70 10 . 0 

613 6 . 2 

38 19 . 0 

721 6 . 7 

721 6 . 7 



LEUKAEMIA 

CURRENT CLINICAL SITUATION 
All acute adult leukaemias are treated in one of the five major 
hospitals in Glasgow by Haematologists skilled in 
Haemato-oncology using Medical Research Council protocols. 

The Bone Marrow Transplantation Unit at Glasgow Royal Infirmary 
undertakes the vast majority of transplants. 

Children are managed in the Royal Hospital for Sick Children, 
under the care of the Haematologists, who also carry-out 
bone-marrow transplantation. 

Facilities for cell marker studies are centralised in the Western 
Infirmary and the Glasgow Royal Infirmary. Chromosome studies 
are undertaken by the Medical Genetics Department at Yorkhill. 

The vast majority of chronic leukaemia are initially diagnosed 
and subsequently treated by Haematologists in the hospital to 
which they present. Some, however, particularly stable phase 
chronic lymphocytic leukaemias in the elderly, may continue to be 
managed by the physicians to whom they first presented, although 
in all circumstances, there is a direct haematological input to 
their management. 

PREVENTION AND EARLY DIAGNOSIS 
No practical measures are yet available. 

IMPROVING TREATMENT 
Haematologists in GGHB have been working together in the 
treatment of leukaemia since the mid 1970s as evidenced by their 
collaboration in facilitating the setting-up of the bone marrow 
transplant unit at the Glasgow Royal Infirmary. As stated, their 
use of national protocols in treatment will be the source of any 
further improvements in outcome. 

R. Cumming 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 - LEUKAEMIA (ICD9 204-208) 

Number of new cases expected in GGHB in 1991 94 
( in children under 15 = 7 ( 7%) ) 

GGHB hospitals (excl GRI) Royal Infirmary 

Total Total Average Total Total Average 
no of bed length no of bed length 

admissions days of stay admis days of stay 

Procedure 

Surgical 16 122 7.6 15 278 18.5 

Non-surgical 534 3115 5.8 136 1156 8 . 5 

'Terminal' 25 453 18.1 10 99 9.9 

Specialty 

Gen Med 360 2386 6.6 78 827 10.6 

Haematology 156 865 5.5 76 692 9.1 

Radio/Med Onc 

Other 59 439 7.4 7 14 2.0 

Total 575 3690 6.4 161 1533 9.5 

(RHSC 139) (623) ( 4.5 ) 

5 year survival GGHB 23% 

Scotland 23% 
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TESTICULAR CANCER 

CURRENT SITUATION 
In Glasgow, the management of testicular cancer (both teratoma 
and seminoma) is centralised in the Beatson Oncology Centre. All 
GGHB residents, as well as most of the cases from elsewhere in 
the West of Scotland are referred there (representing about half 
of the total cases in Scotland). Unlike most other kinds of 
cancer, the disease is usually curable even when it is at an 
advanced stage. Testicular cancer usually affects young and 
otherwise fit men, and the benefits of successful treatment can 
therefore not be overstated. 

PREVENTION AND EARLY DIAGNOSIS 
The value of education programmes, emphasising the need to report 
early the finding of testicular swelling, has clearly been shown. 
In Glasgow these should be incorporated into other aspects of 
health education. 

TREATMENT 
In the majority of cases of teratoma, spread beyond the testis 
has already occurred at diagnosis. Despite this, chemotherapy is 
curative in over 90% of cases. Surgery, often carried out after 
chemotherapy, is playing an increasing role. For seminoma, 
treatment with radiotherapy and/or chemotherapy is equally 
successful. The treatment may involve regular admissions to 
hospital over a four to six months period. It is given according 
to internationally agreed protocols. Evidence shows that the 
best results are achieved when cases are referred centrally, to 
maximise experience in one unit. 

SUPPORTIVE CARE 
Patients may frequently need the support of skilled counselling 
during treatment, and the availability of a clinical psychologist 
is particularly useful. 

DEFICIENCIES AND FUTURE DIRECTIONS 
At present the referral patterns to the Beatson Oncology Centre 
as well as the facilities for treatment for testicular cancer are 
satisfactory. The treatment for this disease represents a 
significant drain on resources in the Western Infirmary, 
including radiology and laboratory services. The main concern 
currently is the deficiency in CT scan facilities. CT scanning 
represents a key feature in treatment because accurate staging is 
essential. Since the incidence of the disease continues to 
increase, the requirements for radiological services, including 
both CT and MRI scanning at the Western Infirmary need careful 
reappraisal. 

Stan Kaye 
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Inpatient usage by cancer patients resident in GGHB and admitted 
to GGHB hospitals in 1991 TESTIS (ICD9 186 ) 

Number of new cases expected in GGHB in 1991 = 33 
( in persons aged 75 and over = 1 (0%) ) 

GGHB hospitals Beatson 

Total Total Average Total 
no of bed length no of 

admissions days of stay admis 

Procedure 
Surgical 30 165 5.5 2 

Non-surgical 30 104 3.5 210 

'Terminal' 3 

SEecialty 

Urology 31 156 5.0 

Haematology 15 38 2.5 

Radio/Med Onc 215 

Other 14 75 5.4 

Total 60 269 4.5 215 

5 year survival GGHB 88% 

Scotland 87% 
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Oncology Centre 

Total Average 
bed length 

days of stay 

15 7.5 

421 2.0 

7 2.3 

421 2.1 

443 2.1 



CANCER AND THE AGED 

THE CURRENT CLINI CAL SITUATION 
There is no consistent pattern of referral or management o f 
elderly people with cancer . They may be diagnosed by their G. P ., 
referred to a Surgical or Medical unit but more often to the 
Geriatrics Service if the onset is less specific and if 
disabilities such as instability , confusion o r incontinence 
occur . 

PREVENTION 
The prevalence of cancer in old age will be the outcome o f 
healthy lifestyles from youth onwards. 

Health promotion programmes; diet, smoking, alcohol and ear ly 
detection also apply to the elderly . 

Some cancers appear more aggressive with age, 
thyroid carcinoma and malignant melanoma . Others 
progression and a better response to treatment, 
breast cancer . 

PRESENTATION (Early diagnosis) 

particularly 
have a slower 
particularly 

Older people present later with cancer than younger people unless 
discovered at a routine health check or at consultation for 
unrelated symptoms and signs . 

Reasons for delay include : 

atypical and vague presentation with non-specific symptoms 
associated with a wide range of conditions. 

multiple pathology : - specific signs concealed or obscured by 
other illness . 

Fear of the diagnosis or treatment . 

low expectation of attention from previous poor Health 
Service experience, or the wish "not to be a bother" . 

Doctors have many older patients with symptoms and signs that may 
mean cancer . The temptation to dismiss vague presentation as 
"old age" may be difficult to resist . 

Symptoms , such as variation in bowel habit, which would evoke 
immediate suspicion in younger patients may often be dismissed as 
unimportant in an older person . 

The common occurrence of malignancy in the old, however, should 
generate a high index of suspicion which can be confirmed or 
refuted by moder n non-invasive diagnostic methods . 
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MANAGEMENT ISSUES 
1 . Se r vice Planning must take a c count of the proportion of 
e l derly people in the population and the higher incidence and 
prevalence of the major' cancers in the elderly . 

2 . Age, in itself does not preclude the active treatment of 
cancers . Both radiotherapy and chemotherapy have the same effect 
on tumour tissue as in younger patients, but effects upon the 
older normal tissue may be greater and more troublesome in the 
elderly. Modification of surgical procedures, dosage of 
chemotherapy or radiotherapy treatment planning may be necessary . 

The balance between adverse effects and curative expectation has 
to be struck with greater care, and more expertise than in 
younger patients . 

3. The presence of associated but unrelated disease makes 
treatment planning more difficult since associated cardiac, renal 
or respiratory illnesses may increase the frequency of adverse 
effects from chemotherapy, radiotherapy and surgery. 

However, radiotherapy is an important palliative resource for the 
elderly especially where symptoms are due to pressure effects, 
nerve entrapment, obstruction or persistent pain. 

Although therapeutic pessimism may push the potentially treatable 
elderly person towards palliation before other management options 
have been properly considered, the above makes the case for ready 
access to oncological expertise at an early stage . 

RECOMMENDATIONS 
1. A readily available referral service for early 
post-diagnostic advice to guide treatment options whether 
curative or palliative . 

Cancer in the aged requires a supportive team approach which 
perceives quality of life for the sufferer as paramount and which 
takes into account the needs of carers, family members and 
associates as well as those of the patients themselves. 

2 . An early response counselling and supportive resource for 
community care with emphasis upon carer support as well as 
patient support. 

3 . Close liaison between G.P. services, Community care agencies, 
Geriatrics and General Medical and Surgical services and Hospice 
type resources to ensure coordination of care and to avoid either 
duplication or deprivation of services . 

4 . Health promotion measures to alert lay and medical people to 
the early presenting signs of cancer in older people, the 
possibility of effective treatment and the problems related to 
late diagnosis. 

5 . The needs of the elderly terminally ill person are not 
greatly different from those of a younger person for support and 
palliation and terminal care . 
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Although the clinical elements of these proposals are already in 
place in G.G.H.B. there is still a need for further integration 
and development of thes~ services. 

6. Concern about the Community services for care for the 
elderly, in the light of the major re-organisation of these 
services, requires to be addressed. 

7. Health services should take the initiative since needs 
assessment includes health screening, diagnostic services and 
early management assessment services. 

Cancer in the Elderly is more than a Health care issue. It 
impinges upon the matters already discussed in relation to social 
deprivation, support of carers, availability of services and 
general public education and expectation. 

George L. Chalmers 
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THE PARADOX OF TERMINAL CARE 

Ta b l e II I 

Deat h s from Ca nc er b y Place of Death - GGHB Residents 1 989 - 91 

NHS Hospital 

Hospice 

Own Home 

All Cancers 1991 1 
(ICD9 140-108) 

% 

1709 52.2 

629 19 . 2 

867 26.5 

66 2.0 

3271 

1 Source : Registrar Generals' Quarterly lists 

2 Private hospital, private nursing home, home for elderly, 

elsewhere 

The paradox of terminal care is that despite the known desire of 

many patients with cancer to die at horne only 26.5% of all cancer 

patients in Glasgow do so. 52% die in the acute wards of general 

hospitals and 19% within a hospice. 

Evolution of strategies enhancing the right individuals to choose 

where they wish to spend their final days will , on current 

evidence place a greater burden on the community resources . 
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Problems relate to control of symptoms, generally physical. 

Psychological, 

occur. All 

social, 

these 

spiritual and practical problems also 

present difficulties. Problems of 

communication occur frequently . The degree of informed decision 

making by patients and family is questionable. It is important 

that patients are fully aware of their situation so they can 

decide whether to · be cared for in hospital or at home. 

The response to these needs in the community varies. There is a 

need for regular surveillance of cancer patients in the community 

from both a medical and nursing point of view. There is also a 

need for specialist involvement from hospice and palliative care 

staff. There must be input from the social services, and other 

agencies both statutory and voluntary. 

To enable those who wish to die at home to do so assessment with 

good symptom control and rehabilitation where possible must be 

achieved. This symptom control and rehabilitation can be met in 

acute hospital bed or in a hospice. After this has been achieved 

carefully planned discharge to the community may be possible. 

It is fundamental to recognise that hospice palliative care 

includes terminal care but commences much earlier when 

rehabilitation to a greater or lesser degree will be possible. 

Without detailed attention to patient and family needs the full 

potential of the patient will not be achieved and their goal for 

quality of life under the given circumstances of a terminal 

illness, will not be met. 
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Measures that might be taken to facilitat e more patients to die 

at home , if that is their wish , include :-

1 . A provision of fully staffed hospital support teams formally 

linked with hospices . 

2 . Carefully planned discharges, with speedy response to the 

needs of the individual patient and family . 

3 . The provision of more specialist community palliative care 

nurses with a hospice base . If there are hospital based 

liaison palliative care nurses they should be linked with 

the hospital support team, and hence with the hospices . 

4 . Greater coordination of hospice facilities . (The Board has 

no explicitly stated policy on terminal care) . 

5 . Adequate staffing provision for terminal care cases . 

In a. the community 

b . hospitals 

c . hospices 

(under current resource-allocation 
the balance of place of death 
moved from hospital to community, 
current community resources will 
overwhelmed and greater suffering 
stress experienced by patients 
families). 

if 
is 

the 
be 

and 
and 

6 . Adequate and responsive community services to meet health 

and social needs . 

7. If more patients and families are to be cared for at home 

the Glasgow Hospice Service provision requires e x pansion to 

cope with the greater demand that would be placed upon it . 

8 . Education of Health Care Professionals regarding symptom 

control and communication. 
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There are many other social aspects which have not been taken 

into account but-which are very important in achieving care in 

the community . Some of these include:-

1 . Financial advice and support 

2. Home Helps (seven days per week as needed) 

3. Day and night sitting service - respite for carers 

4. Meals on wheels 

5. Adaptations of home facilities (rapid response) 

6. Provision of appropriate equipment (rapid response) 

7. Laundry service 

J . Welsh 
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GENERAL PRACTICE 

General practitioners in Glasgow appreciate that the y are 
fortunate to have a wide range of clinical e x pertise and 
sophisticated diagnostic machinery within easy reach . A GGHB 
policy on cancer services will help maintain city wide access 
unthreatened by movements towards Trust Status . 

When a patient presents with suspicious symptoms and obvious 
clinical signs personal communication between GP and consultant 
is easy and rapidly transformed into action . Requests for urgent 
apPointments must be sensibly rationed by the gatekeeper . 
Patients where the diagnosis of cancer is one of several 
possibilities, or indeed unexpected, are those who fall foul of 
the delays in waiting lists and delay in hospital/GP 
communications. A fruitless visit to the GP for results and 
information is often distressing to someone recently diagnosed as 
having cancer . 

Multidisciplinary teams improve outcome . After a time the 
patient and GP can lose track of who retains over-all 
responsibility for the patient and therefore to whom requests for 
advice or admission be directed. Similarly, the thread can be 
lost when there is a long gap between diagnosis and the need for 
further hospital input. 

Evidence continues to gather that good results are obtained when 
patients are treated in specialist centres and when entered into 
clinical trials. This has to be balanced against the 
reservations that the patient may have about travelling across 
the city when unwell and suspicions about clinical trials . For 
those entered into trials, details of trial medication, possible 
side effects, and the name and extension number of a doctor able 
to give advice should be passed routinely to the patient's GP. 

The inappropriate situation of a patient receiving terminal care 
in an acute hospital bed has been exacerbated by loss of some 
second line beds in Glasgow. Liaison and transfer between 
hospitals and hospices seems to happen infrequently. In general 
practice the relationship is closer with the hospices. Early 
referral is encouraged so that the hospice is made known to the 
patient as a source of help rather than a place to die. 

General practitioners generally regard terminal care as a 
professionally satisfying part of their work, which brings them 
into close and frequent contact with their patients. Good 
postgraduate training in terminal care is provided locally, but 
changing the theory into good practice requires adequate 
resources in the community and accessible support from our 
hospital colleagues. 

Fiona Marshall 

54 



NURSING 

THE CURRENT SITUATION 
Nurses spend more time with their patients than any other 
professional group involved with cancer . 

In Greater Glasgow Health Boar d the majority of nurses car ing for 
patients with cancer , both within specialist centres and in 
general wards, have no formal training in cancer nursing, though 
all professional groups agree that appropriate for cancer demands 
a high degree of specialist knowledge in every area of cancer 
control from prevention and early detection to terminal care . 

Within Glasgow the number of appropriately trained nurses is 
disproportionately low compared with other health authorities in 
the UK with specialist oncology centres . 

There is little opportunity for nurses to continue or even begin 
their training in oncology. The vast majority of nurses study in 
their own time and at their own expense. These nurses usually 
leave Glasgow to pursue a full career in cancer nursing. 

Nevertheless, there remains a concentrated group of highly 
motivated personnel who, with more support, can now provide 
excellent standards of care for their patients and form a major 
educational resource within and outside GGHB. 

FUTURE DIRECTIONS 
The Beatson Oncology Centre should be recognised as a centre of 
excellence because it is possible to improve patient care by: 

a) establishing a supply of experts to disseminate knowledge and 
experience throughout Glasgow and the West of Scotland. 

b) establishing educational courses on current knowledge in all 
aspects of cancer nursing. 

c) establishing an information network for nurses caring for 
patients with cancer. 

Nora Lawson 
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FINDING THE CONSUMER VIEW 

OF CANCER SERVICES 

This section has been obtained following a meeting with the TAK 

TENT patient organisation . Some 20 patients attended a meeting 

i n the Beatson Oncology Centre and a two hour discussion took 

place. 

The views articulated were almost all unanimous . Where there was 

dissent this is mentioned . 

The Cancer Advisory Group were sceptical of the representative 

nature of TAK TENT . The Group refuted this criticism vigorously 

saying the organisation itself was considerably under-publicised; 

that individuals who were reticent received support to come to 

meetings; those who still did not attend meetings used the 

telephone service provided by TAK TENT and other cancer support 

organisations, extensively. 

Knowledge of health services, and the role of health 

professionals 

Comment on Specialties 

The opinion that surgeons on the whole are less forthcoming and 

communicative with patients than those in other branches of 

cancer services was forcibly expressed by almost all of the 

group . 
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Comments on General Medical Care 

Each patient com~ented favourably on the general medical care 

they received. The view of all group members, without exception, 

was that the young doctors of today were polite and approachable. 

Consultants however v2~ied in their degree of approachability but 

only one instance of an unapproachable Consultant was mentioned. 

Instances of impoliteness on the part of medical staff were rare 

but did occur. 

All patients' first contact with cancer services had occurred 

when each had a diagnosis of cancer confirmed. This had a very 

deep effect on them and they considered they were not in a good 

position to comment on the immediate services provided by the 

Board from the time of admission until the significance of the 

diagnosis had been understood. Many criticisms nevertheless were 

made of the way the diagnosis had been communicated. 

Access to health service 

Because of the quality of care given no-one complained about 

difficulty of access to hospital though these were real. 

The group were emphatic that the geographical surroundings of 

Glasgow hospitals were much less of a problem to them than their 

perception that the quality of services provided by the 

specialist centre was good. Long distance from a cancer 

treatment centre did not inhibit patients from attending. 

They said that if a new patient, one of their own relatives came 

from remote parts of the West of Scotland rather than central 

Glasgow then they would recommend them to come into Glasgow 

rather than be treated at their local District General Hospital. 
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The group felt that they would not be willing to put their health 

at risk by attenaing a local clinic at a peripheral hospital 

unless they were assured that this treatment was the same as they 

would receive at the centre . 

Hospitals tended to represent a place of safety. One or two 

members of the group felt it would be good to have choice on 

which they were referred to . All recognised the constraints on 

this . Complaints on waiting time for admission were very few. 

General Practice 

The views on the performance of this specialty were variable. 

Many appreciated the services of General Practitioners following 

diagnosis. However, almost all were concerned about the time 

from perception of symptoms or signs that may mean cancer to 

diagnosis. Many were angry about the problems they faced during 

this time and the failure of general practice to cater for their 

fears or to investigate their symptoms thoroughly. These views 

were strongly expressed though the group did appreciate that 

diagnosis was an imprecise science. 

In one case there was no contact with the patient by the GP 

throughout the whole course of the illness. Even repeat 

prescriptions for chemotherapeutic agents did not elicit a visit 

from the GP. 

Relationships between GP's and hospital requires to be improved. 

This often relates to problems of communication at all levels 

from secretarial to understanding of treatment policies or home 

circumstances. 
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Administration 

There were few co~plaints about waiting times for clinics though 

when at clinics they spent a considerable amount of time waiting 

to see the doctor involved. 

Nursing 

All members of the group appreciated the possibility of their 

premature mortality and one or two had relatives who had already 

died of cancer. Most patients appreciated the good quality of 

nursing offered but were concerned by the lack of time nurses had 

to deal with their problems on an individual basis. They felt 

embarrassed that nurses were paid so little when they were 

exhibiting skills well beyond those expected of their grade. 

There appeared no method of rewarding such skills. 

The group had the fullest admiration for the services provided by 

home care services and hospice care in the final terminal phase 

of the illness. 

Amenity 

The group appreciated attempts being made to improve the amenity 

of the wards and their surroundings and the general atmosphere of 

the hospital. However, they felt strongly that amenity was less 

important than the quality of medical care being given. Most 

preferred the 4-5 or 6 bedded wards in most hospitals. Only one 

or two felt they would have liked a room to themselves and one 

person preferred the large Nightingale ward. 
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Most patients complained about the loss of the 'cleaning ladies' 

as they represent~~ a friendly point of contact with reality and 

the outside world. 

Basic items such as adequate provision of toilet rolls need 

attention . Patients do not like paper substitutes for proper 

linen. Meals in hospital were mostly cold when served and the 

standard of food was considered by almost all to be poor. 

Patients did not like the modern aeroplane type of catering and 

appreciated proper crockery and cutlery. 

Patient dignity etc. 

One member of the group said 'when you are admitted your dignity 

goes but you get it back when you go back out again .' 

One person objected to mixed-sex wards. None of the group 

experienced problems about confidentiality. 

A considerable amount of further work is required on consumer 

views. 
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INAPPROPRIATE BED USE 

AN EXAMP LE FROM OVARIAN CANCER 

Table I V 

Deaths f r om Cancer b y Pl a c e o f Death - GGHB Residents 1989-91 

All Cancers 1991 1 Ovar ian Cancer 1989-902 
(ICD9 140-108) (ICD9 183) 

% % 

NHS Hospital 1709 52.2 117 59 . 1 

Hospice 629 19 . 2 37 18.7 

Own Home 867 26 . 5 42 21.2 

Other3 66 2.0 2 1.0 

3271 198 

1 Source: Registrar Generals ' Quarterly lists 

2 Source: SMR1, SMR6, Registrar Generals' Quarterly lists 

3 Private hospital, private nursing home, home for elderly, 

elsewhere 

Evidence from mortality data may point to an inappropriate use of 

acute beds in Glasgow in relation to terminal care. 

Table IV shows the number and percentage of deaths occurring in 

NHS hospital, hospice, own home and other locations, for all 

cancer deaths in 1991 for GGHB and for ovarian cancer deaths 

1989-1990 . Ovarian cancer has been selected because survival is 

similar to that of all sites combined and the authors have a 

special interest (Table V) . 
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Over 52% of all cancer mortality occurred in NHS hospitals. 59% 

of ovarian cancer mortality occurred in NHS hospitals . There is 

little evidence from SMRl data that active treatment was being 

undertaken in NHS hospitals during the admission which terminated 

in death . Average length of stay for these admissions was 14 

days . This suggests an inappropriate use of acute NHS beds. 

Clinicians feel there is little difference in what is done for 

patients during the terminal phase of their illness regardless of 

the anatomical site of the cancer. There is also the perception 

that most people would prefer to die at home. Thus while some 

mortality will continue in general hospitals there is a good case 

for increasing home care provision and increasing the number of 

hospice beds. 
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Table V 

5 year Survival for selected cancers registered in 1985 

Less than 15% Lung, stomach, pancreas, oesophagus 

20% Ovary 

30-40% Leukaemia, colorectal, non-Hodgkin's 

lymphoma 

55-65% Breast (female), bladder, cervix, 

prostate 

70% and over Melanoma 

28% All sites 

Adjusted for other causes of death. Source: West of Scotland 
Cancer Registry. 
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Quantifying inappropriate service provision for terminal phase 

cancer care 

The data used relate only to those admiss i ons f o r ova ri a n cance r 

which ended in the death o f the pat ient. 

The total number of bed days used by these GGHB residents was 

1266 between 1989-1990 (2 yrs) . This r elates to 92 patient s . 

Assume some of these deaths follow active therapy (13 patients a t 

an average length of stay of 14 days = 182 bed/days) and that 

there will still be a need for patients to be admitted to an 

acute bed for assessment prior to admission to a hospice (i . e . 79 

patients a verage stay 3 days = 237 bed / days) . Thus of the 1266 

bed days used only 419 might be considered necessary giving a 

sav ing of 847 / 1266 or 67 per cent of terminal phase bed days i n 

acute hospitals . 

This represents a total of 847 / 7607 or 11 per cent of all bed 

days for the treatment of ovarian cancer . 

If the data on ovarian cancer are e x trapolated to all other forms 

of cancer and it is assumed that 67 per cent of all terminal 

phase bed days are inappropriate in acute hospitals then using 

the data from Table III this would represent a total of 15 , 734 

bed days (1709 x 847) . This is equivalent to the use of 43 beds 
( 92) 

annually or the requirement for an additional hospice . 
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